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Our  teiun  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 
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Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Houston,  Texas  77080  ( 713)  462-4000 


miuu  ui^u 


A PRESCRIPTION  FOR 
PHYSICIANS. 


Bothered  by: 
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★ No  fime  fo  keep  currenf  wifh  fechnology  and  new  mefhods? 

★ No  fime  or  money  for  professional  developmenf? 

Join  the  Air  Force  Medical  Team.  We'll  provide  the  following: 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  currenf. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force  recruiter  for 
information  at  no  obligation.  Call 

Dallas,  TX  (817)  640-6469  Collect 
Houston,  TX  (713)  661-5711  Collect 
San  Antonio,  TX  (512)  341-6802  Collect 


See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.  dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms  ^ 


I Vomiting  | Nausea  | Headache  | Anorexia  | Constipation 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  alcohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 
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and  anxiety 

LimUtrol* 

Each  tablet  contains  5 mg  chlordiazepoxide  and  /j^ 

12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 
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Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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Tranquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Inlormotlon.  o summory  ol  which  follows: 
Indicotions:  Rebel  of  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Contraindicotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants.  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is  achieved  Contraindicated 
during  acute  recovery  phase  following  myocardial  Infarction 

Warnings:  Use  with  great  care  ih  patients  with  history  of  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  may  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients  (Arrhythmias,  sihus  tachycardio  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
infarctloh  ahd  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressahts  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery  driving) 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester  should  olmost 
always  be  avoided  because  ol  Increosed  risk  of  congenitol  malformations  os  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  therapy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  in  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinualion  of  either  component  alone  have  been  reported 
(nauseo,  headache  and  malaise  for  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrawol  for  chlordiazepoxide) 

Precautions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  function  Because  of  the  possibility 
of  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quontities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  ore  recommended  during  prolonged  treotmenl  Amitriptyline 
component  may  block  action  of  guanethidine  or  similar  antihypertensives  When  tricyclic  antidepres- 
sants ore  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  incteosing  steady  state  concentrations  of  the  tricyclic  drugs 
Concomitant  use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  effects 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administrotion  of  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  12  In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  otaxia,  oversedolion,  contusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  are  thase  associated  with  either  component  alone 
drowsiness,  dry  mouth,  constipation,  biurred  vision,  dizziness  and  bloating  Less  frequently  occurring 


reactions  include  vivid  dreams,  impotence,  tremor,  contusion  and  nasal  congestion  Mony  depressive 
symptoms  including  anorexia,  fatigue,  weokness,  restlessness  ond  lethargy  have  been  reported  os 
side  effects  of  both  Limbitrol  and  amitriptyline  Gronulocytopenia,  joundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  tallowing  list  includes  adverse  reaclions  not  reported  with  Limbitrol  but  requirihg  consideration 
because  they  hove  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tachycardia,  palpitatiohs,  myocardial  intarctioh, 
arrhythmias,  heart  block,  stroke 

Psychiatric:  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomania  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  potterns 

Anhcholinergic  Disturbance  of  accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinarv 
tract 

Allergic  Skin  rash,  urticaria,  photosensitization,  edema  of  face  ond  tongue,  pruritus 
Hematologic  Bone  marrow  depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocy- 
topenia 

Gasirointestinol  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  male,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregularities  in  the  temale,  elevation  and  lowering  of  blood  sugar  levels,  and  syndrome 
ol  inappropriate  ADH  (aniidiuretic  hormone)  secretion 

Other  Headache,  weight  goin  or  loss,  increased  perspiration,  urinary  Irequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Ovenlosage:  Immediately  hospitalize  patient  suspected  ol  having  taken  an  overdose  Treatment  is 
symptomatic  and  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  has  been 
reported  to  reverse  the  symptoms  of  amitriptyline  poisoning  See  complete  product  informrotlon  for 
manitestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smollesl  effective 
dosage  when  sotistactory  response  is  obtained  Larger  portion  ot  daily  dose  may  be  taken  at  bedtime 
Single  h s dose  may  suffice  for  some  patienis  Lower  dosages  are  recommended  tor  the  elderly. 
Limbitrol  DS  (double  strength)  Tablets,  initial  dosage  ol  three  or  tour  tablets  daily  in  divided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  os  required  Limbitrol  Tablets,  initiol  dosage 
of  three  or  tour  tablets  daily  in  divided  doses,  lor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  tilm-coated,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (os  Ihe  hydrochloride  salt),  and  Tablets,  blue,  film-cooled,  each 
containing  5 mg  chlordiazepoxide  and  12  5 mg  amitriptyline  (as  Ihe  hydrochloride  salt)  Available  in 
bottles  ol  100  ond  500,  Tel-E-Dose*’  packages  ot  100,  Prescription  Poks  of  50 
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See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement  A 

achieved  in  the  first  week  with  m 
Limbitrol  versus  44%  with  ami- 
tnptyline.^  ■ 


In  moderate 
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Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydroci 


tablet  contains  10  mg  chlordiazepoxide  and 
bg  amitriptyline  (as  the  hydrochloride  salt) 


The  rewards  of  Limbitrol 


Please  see  summary  of  product  information  on  adjacent  page. 
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ON  THE  COVER 

The  Health  Care  Financing  Administration 

was  scheduled  to  release,  in  December, 
data  on  patient  mortalin-  in  short-term, 
acute  care  hospitals  that  treated  Medicare 
beneficiaries  in  1986.  This  month's  feature 
anicle  (page  64),  written  by  Donna  B. 

Jones,  news  editor  of  Texas  Medicine, 
examines  some  of  the  concerns  that  the 
release  of  the  data  has  generated,  as  well 
as  its  potential  for  providing  useful 
information.  Cover  design  by  Ed  Triggs. 

COMING 

NEXT  MONTH 

Scheduled  for  the  Februar\'  issue  of  Texas 
Medicine  are  articles  on  Texas  health 
expenditures,  motorcycle  helmet  laws,  the 

Texas  Natural  Death  Act,  lung  cancer 
trends  and  prospects  for  prevention,  and 
postmortem  examinations. 
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ceptible  organisms. 
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during  treatment  with  cephalosporins. 

• Keftab  should  be  administered  cautiously  in  the 
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• Safety  and  effectiveness  in  children  have  not  been 
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Adverse  Reactions; 
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static jaundice  have  been  reported  rarely. 
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edema,  and,  rarely,  erythema  multiforme,  Stevens- 
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• Anaphylaxis  has  been  reported. 
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penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SCOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict's  or  Fehling’s  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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Editorials 


Sleep  apnea 

In  this  issue  of  Texas  Medicine,  McFarlane  and  colleagues  ad- 
dress a problem  of  interest  to  almost  all  people,  namely  snor- 
ing. Recent  work  has  shown  that  loud  snoring  is  commonly 
associated  with  obstructive  sleep  apnea  (OSA).  OSA  is  known 
to  lead  to  major  medical  problems,  including  hypertension, 
cardiac  arrhythmias,  and  impotence,  among  others.  The  fact 
that  definitive  treatment  is  available  for  this  condition,  as  dis- 
cussed in  the  article,  makes  missing  the  diagnosis  almost  un- 
acceptable. As  diagnostic  methods  in  terms  of  home 
monitoring  and  sleep  laboratory  evaluations  are  virtually  1 00% 
diagnostic  of  even  moderately  severe  cases,  the  only  question 
remaining  is  when  should  the  clinician  suspect  that  OSA  may 
be  the  underlying  problem.  The  classic  presentation  of  OSA  is 
usually  in  obese  males  with  a history  of  loud  snoring  and  pro- 
gressive daytime  sleepiness.  Patients  occasionally  may  not 
present  with  this  classic  picture.  Increased  daytime  sense  of  fa- 
tigue, lack  of  concentration  ability,  progressive  change  of  per- 
sonality (eg,  becoming  more  irritable  and  short  tempered),  or 
even  having  an  unexplained  driving  accident  should  raise  the 
question  of  OSA  in  the  clinician’s  mind.  Specialized  sleep  dis- 
orders centers  available  in  almost  all  major  cities  can  help  the 
clinician  sort  out  the  patient’s  problem.  A list  of  these  centers 
can  be  obtained  from  the  Association  of  Sleep  Disorders  Cen- 
ter, 604  Second  St  SW,  Rochester,  MN  55902. 

NASHAAT  BOUTROS,  MD 

Center  for  Sleep  Disorders  Medicine,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7792. 


The  Texas  Natural  Death  Act: 
the  new  law  in  a new  light 

The  Texas  Natural  Death  Act  (TNDA)  allows  the  dying  patient 
to  refuse  life  support  therapy.  Hoverman  and  Meyer  in  this 
issue  of  Texas  Medicine  endorse  the  TNDA  for  promoting  the 
terminal  patient’s  wishes  about  life  support  but  claim  the  law’s 
scope  is  too  narrow.  The  authors  maintain  that  the  patient  who 
suffers  from  irreversible  coma,  severe  dementia,  or  any  other 
nonterminal  condition  with  an  unacceptable  quality  of  life 
should  also  be  allowed  to  refuse  life  support.  Accordingly, 
Hoverman  and  Meyer  propose  guidelines  to  supplement  or  re- 
place the  TNDA.  Assessing  the  role  for  such  guidelines  re- 
quires understanding  the  rationale  for  the  TNDA,  its  evolution, 
its  current  provisions,  and  the  prevalent  attitudes  about  it. 

Court  cases  from  the  early  1900s  through  the  1970s  firmly 
established  the  right  of  informed,  mentally  competent  patients 
to  refuse  any  treatment,  even  life  support  ( 1-4).  To  promote 
that  right  for  incompetent  patients,  the  Euthanasia  Education 
Council  published  the  original  Living  Will  in  1974.  The  Living 


Will,  however,  was  not  a legal  document,  so  34  states  (includ- 
ing Texas)  and  the  District  of  Columbia  soon  passed  natural 
death  acts  ( 5 ).  These  acts  permitted  a patient,  while  compe- 
tent, to  sign  a statement,  legally  refusing  life  support  for  times 
when  the  patient  could  no  longer  express  his  wishes  about 
treatment.  Such  a statement  was  called  an  “advance  direc- 
tive” (6). 

The  original  Texas  Natural  Death  Act,  passed  in  1977,  sanc- 
tioned only  one  advance  directive — the  one  written  into  the 
law.  A patient  effected  the  directive  by  signing  it  and  having  it 
witnessed  by  two  people  who  were  not  relatives  of  the  patient, 
beneficiaries  of  his  will,  the  attending  physician,  employees  of 
the  physician  or  the  hospital,  or  patients  in  that  hospital.  All 
health  professionals  acting  on  the  directive  automatically  re- 
ceived legal  immunity  if  the  attending  and  one  other  physician 
certified  the  patient  as  terminal.  Unfortunately  the  TNDA  had 
little  impact  on  patient  care.  Few  people  knew  about  the  law, 
and  almost  no  one  signed  the  statutory  directive. 

Then  a particular  case  proved  the  need  to  broaden  and 
strengthen  the  law.  A 56-year-oid  San  Antonio  woman  with  se- 
vere chronic  obstructive  pulmonary  disease  was  resuscitated 
from  a cardiopulmonary  arrest  in  January  1985.  After  three 
weeks  she  remained  unresponsive  and  ventilator-dependent, 
but  not  dead.  Her  physicians  considered  any  neurologic  im- 
provement unlikely.  When  told  the  prognosis,  the  family  ex- 
plained that  her  confinement  to  bed  for  the  two  years  before 
hospitalization  had  made  the  patient  miserable.  The  patient 
herself,  the  family  said,  would  not  want  treatment  continued, 
and  they  requested  the  ventilator  be  stopped.  Due  to  legal  un- 
certainties the  hospital  requested  a local  judge’s  approval.  The 
judge  refused.  He  considered  stopping  the  ventilator  mercy 
killing  and  illegal  under  the  Texas  Natural  Death  Act.  (Article 
10  says,  “Nothing  in  this  act  shall  be  construed  to  condone  . . . 
mercy  killing.”)  In  effect,  the  judge  locked  the  woman  to  the 
ventilator  under  the  law  intended  to  guarantee  her  right  to  re- 
fuse. The  woman  died  two  weeks  later  still  on  the  ventilator. 

Recognizing  a serious  patient  care  problem,  Texas  state  rep- 
resentative Robert  Bush,  the  Texas  Medical  Association,  and 
the  Texas  Hospital  Association  proposed  extensive  revisions  to 
the  TNDA.  These  revisions  aimed  to  provide  flexibility  and 
sensible  guidance  for  applying  the  act  in  clinical  practice.  The 
state  legislature  passed  the  new  natural  death  act  in  May  1985. 

The  new  law  emphasizes  that  the  patient’s  wishes  should 
govern  decisions  about  withholding  or  withdrawing  life  sup- 
port. The  act  now  allows  patients  to  express  their  wishes  in  in- 
dividualized written  directives,  verbal  directives,  or  directives 
from  family  members  or  patient-designated  proxies.  The  direc- 
tive written  into  the  law  serves  only  as  an  example.  The  law 
also  stipulates  that  a patient’s  current  expressed  wishes  always 
supersede  an  advance  directive.  Furthermore,  the  law  states 
that  a terminal  patient’s  failure  to  have  issued  a directive 
creates  no  obligation  to  give  him  full  life  support.  The  physi- 
cian and  at  least  two  of  a customary  familial  hierarchy — first 
spouse,  then  adult  children,  parents,  or  other  nearest  rela- 
tive— may  make  life  support  decisions  for  that  patient  accord- 
ing to  his  presumed  wishes.  The  old  procedures  for  signing  a 
directive,  putting  it  into  effect,  and  receiving  legal  immunity 
still  apply  (7). 
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Despite  these  revisions  physicians  and  hospital  admin- 
istrators have  had  two  adverse  responses  to  the  new  Natural 
Death  Act.  Some  see  the  ITVDA  as  inappropriate  regulation  of 
medicine.  These  people  maintain  that  legislators  lack  sufficient 
knowledge  of  medical  practice  to  pass  sound  laws  about  it. 
Furthermore,  many  physicians  believe  such  legislation  dimin- 
ishes their  professional  autonomy  and  compromises  patients’ 
interests.  The  second  response  of  physicians  and  admin- 
istrators to  the  TNDA  is  fear  of  litigation.  Three  factors  fuel  this 
fear.  First,  already  alarmed  by  the  growing  malpractice  crisis, , 
physicians  and  hospital  administrators  consider  withholding 
life  support  especially  risky  for  lawsuits.  Second,  California  re- 
cently indicted  two  physicians  for  murder  because  they  extu- 
bated  an  unresponsive,  ventilator-dependent  patient  and 
allowed  him  to  die  (8).  Although  these  two  physicians  were 
eventually  acquitted,  the  question  remains  whether  withhold- 
ing life  support  might  justify  criminal  charges  despite  the 
TNDA.  Finally,  the  law  does  not  cover  many  problematic  cases: 
the  irreversibly  comatose,  the  severely  demented,  and  those 
dying  patients  who  have  no  relatives  or  whose  wishes  cannot 
be  known  ( 5,9 ).  Extending  TNDA  procedures  to  these  patients 
unnerves  physicians  and  administrators  because  they  feel  vul- 
nerable to  later  review  and  litigation. 

Both  responses,  however,  are  based  on  the  incorrect  view  of 
all  laws  as  commands.  By  this  view  the  “distant  sovereign” — 
either  a single  ruler  or  a state  bureaucracy — creates  laws  by 
commanding  people  to  do  what  they  freely  would  not  (10,11). 
Such  laws  limit  the  individual’s  freedom  and  threaten  punish- 
ment for  noncompliance.  Every’  society'  probably  needs  some 
freedom-limiting  laws  to  control  conflict  and  to  promote  coop- 
eration. Texas’  laws  against  assault  and  against  driving  on  the 
lefthand  side  of  the  road  are  examples.  The  Texas  Natural 
Death  Act,  however,  does  not  fit  this  command  theory’  for  sev- 
eral reasons.  Eirst,  the  TNDA  does  not  restrict,  but  empowers 
patients  to  make  choices  about  life  support  and  enables  physi- 
cians to  follow  those  choices.  Furthermore,  popular  wisdom, 
not  the  legislature’s  whim,  forms  the  basis  for  the  TNDA.  Col- 
lective conviction  maintains  that  a dying  patient’s  wishes 
should  guide  decisions  about  his  treatment,  and  the  law  simply 
serves  to  remove  legal  liability  as  a barrier  to  acting  on  that 
conviction.  Finally,  the  law  builds  on  medical  tradition.  For  ex- 
ample, when  a patient  has  expressed  no  prior  wishes  about  life 
support,  physicians  and  family  in  the  past  have  commonly  used 
knowledge  of  the  patient  and  his  lifestyle  to  make  treatment 
decisions  based  on  his  presumed  wishes.  The  TNDA  now  sanc- 
tions this  practice. 

Yet  the  TNDA  is  a guide,  not  a recipe,  for  making  right  deci- 
sions. Applying  the  law  requires  physician  judgment,  llie  phy- 
sician must  judge  for  the  particular  patient  whether  the  illness 
is  “incurable”  and  death  is  “imminent.”  The  physician  must  de- 
termine whether  a directive  reflects  the  patient’s  current 
wishes.  In  addition,  most  advance  directives  are  vague  and 
medically  unsophisticated.  The  directive  in  the  TODA,  for  ex- 
ample, requests  a natural  death  but  does  not  specify  whether 
terminal  care  should  include  intravenous  or  nasogastric  feed- 
ings. The  physician,  therefore,  must  decide  those  details  of 
treatment  often  without  much  direction  from  the  patient  or 
his  proxies.  The  physician’s  judgment  .should  be  grounded  in 


an  appreciation  of  the  purpose  of  the  FNDA,  the  best  possible 
understanding  of  the  particular  patient’s  wi.shes,  and  common 
sense. 

As  a hospital  ethicist,  I rarely  invoke  the  precise  letter  of  the 
Texas  Natural  Death  Act:  only  when  physicians  need  reas- 
surance about  legal  immunity  to  follow  a terminal  patient’s 
wish  to  stop  life  support.  This  usually  occurs  when  one  family 
member  adamantly  disagrees  with  physicians  and  other  family 
members  over  an  uncommunicative  patient’s  wishes.  Yet  the 
use  of  the  TODA  should  not  be  limited  to  a literal  interpreta- 
tion. I believe  that  the  law’s  importance  lies  in  its  underlying 
principle — a patient’s  wishes  .should  govern  life  support  deci- 
sions— and  that  this  autonomy  principle  applies  to  all  mature 
patients  (6,12,13).  That  principle  guides  every  decision  I make 
about  withholding  life  support.  The  spirit  of  the  TNDA  and  the 
importance  of  being  faithful  to  patients  and  their  wishes  con- 
vinces me  that  this  practice  is  sound.  Supplemental  guidelines 
like  Hoverman’s  and  Meyer’s  serve  to  legitimize  application  of 
the  autonomy  principle  beyond  dying  patients  to  others.  Such 
guidelines  also  aid  decision  making  by  summarizing  past  expe- 
rience, addressing  institutional  peculiarities,  and  articulating 
local  consensuses  concerning  the  principle.  Furthermore, 
guidelines  act  as  a basis  for  comparison  of  practices  across  in- 
stitutions. Following  the  example  of  Hoverman  and  Meyer, 
other  hospitals  should  develop  their  own  policies  for  using  the 
TNDA  and  its  important  underlying  autonomy  principle. 

HENRY  S.  PERKINS,  MD 

Assistant  Professor  of  Medicine  and  Consultant  in  Bioethics.  Department  of  Medi- 
cine, Division  of  General  Medicine,  The  University  of  Texas  Health  Science  Cen- 
ter, 5th  Floor,  Building  B,  Brady-Green  Community  Health  Center,  527  N Leona, 
San  Antonio,  TX  78207 
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Changes  in  worker’s 
compensation  law 

Subsequent  to  the  “press  date”  on  my  article  in  Texas  Medi- 
cine, (“Representing  your  patients:  the  legal  aspects  of  post- 
concussive  syndrome  cases,”  September  1987)  the  Texas 
Legislature  passed  legislation  that  affects  independent  medical 
examinations  and  the  impact  of  the  findings  after  such  exami- 
nations in  worker’s  compensation  cases.  Historically,  a finding 
on  independent  medical  examination  that  a person  could  re- 
turn to  work  was  grounds  for  suspension  of  weekly  compensa- 
tion benefits. 

The  new  law  effective  Sept  1,  1987  states:  “If  the  report  of 
the  examining  physician  indicates  the  claimant  can  return  to 
work  immediately,  the  Board  (Industrial  Accident  Board)  shall 
schedule  a prehearing  conference  on  the  next  available  docket. 
The  Association  (insurance  carrier)  shall  not  suspend  medical 
or  compensation  payments  pending  the  prehearing  confer- 
ence” (parentheses  added).  The  new  law  further  regulates  the 
admissibility  of  the  reports  of  independent  examiners  into  evi- 
dence at  trial. 

These  provisions  appear  to  lessen  the  impact  of  a finding  on 
independent  medical  examination  that  a person  is  capable  of 
returning  to  work  or  requires  no  further  medical  treatment. 
However,  the  new  statute  merely  delays  the  termination  of 
benefits  in  reliance  upon  such  opinion.  From  a plain  reading  of 
the  statute,  there  is  no  prohibition  of  termination  of  benefits 
after  the  prehearing  conference. 

The  Industrial  Accident  Board  enters  no  formal  orders  at 
prehearing  conferences;  the  hearing  officer  makes  recommen- 
dations to  the  board,  which  are  usually  incorporated  into  an 
award  of  the  board  several  weeks  or  months  later.  Once  an 
award  is  entered,  either  party  may  appeal  the  award,  after 
which  it  has  no  effect. 

Therefore,  the  real  crisis  created  by  a negative  independent 
medical  examination  still  exists,  although  the  amendment  to 
the  statute  briefly  delays  the  onset  of  the  crisis.  As  with  other 
provisions  to  the  act,  some  carriers  will  interpret  the  law  more 
strictly  than  others.  However,  once  benefits  have  been  termi- 
nated on  the  basis  of  a negative  independent  medical  examina- 
tion, a person  cannot  force  the  insurance  carrier  to  resume 
benefits  until  a judgment  has  been  entered,  and  not  appealed 
from,  in  a trial  court. 

STEVE  WALDMAN,  JD 

Waldman,  Smallwood,  and  Grossman,  602  Sawyer,  Suite  600,  Houston,  TX  77007. 
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TMA  IN  ACTION 


Delegates  address  AIDS, 
other  issues  at  interim  session 

Meeting  in  Austin,  Nov  20—21,  1987, 
Texas  Medical  Association’s  House  of 
Delegates  addressed  issues  associated 
with  acquired  immune  deficiency  syn- 
drome (AIDS),  catastrophic  health  insur- 
ance coverage,  and  the  Joint  Commission 
on  Accreditation  of  Healthcare  Organiza- 
tions. The  delegates  also  approved  exten- 
sive changes  in  TMA’s  organizational 
structure. 

In  lieu  of  approving  proposals  that 
TMA  affirm  physicians’  ethical  responsi- 
bilities to  patients  and  develop  model 
hospital  policy  on  AIDS,  the  delegates  di- 
rected the  association’s  president  to  ap- 
point an  ad  hoc  inter-council  committee 
to  study  the  ethical,  medical,  and  eco- 
nomic impact  of  the  AIDS  epidemic. 

The  delegates  concurred  with  the 
Medical  Student  Section’s  recommenda- 

During  the  November  meeting  of  TMA s House  of 
Delegates,  the  association  expressed  appreciation  to 
Everett  Anschutz,  Wimberly,  a member  of  the 
American  Association  of  Retired  Persons'  state 
legislative  committee,  for  his  support  of  TMA's 
lawsuit  against  HCFA  to  halt  the  recovery  of  alleged 
overpayments  to  Medicare  beneficiaries  and 
physicians. 


flews 


tion  that  the  association  encourage  all 
forms  of  mass  media  statewide  to  accept 
both  public  service  and  manufacturers’ 
advertisements  for  condoms.  The  medi- 
cal students  stipulated  that  the  messages 
should  address  adults  and  adolescents 
and  follow  community  standards  of  good 
taste. 

In  other  actions  related  to  AIDS,  the 
delegates  approved  communication  pro- 
grams to  increase  the  public’s  knowledge 
of  the  syndrome.  They  approved  and  re- 
ferred to  the  Board  of  Trustees  a recom- 
mendation that  Texas  Medicine  publish  a 
column  on  public  health  issues  with  par- 
ticular emphasis  on  AIDS  and  com- 
mended Harris  County  Medical  Society’ 
for  its  innovative  and  effective  approach 
to  AIDS  education  for  school  age  chil- 
dren and  the  public. 

The  delegates  favored  private  insur- 
ance plans  over  expanded  Medicare  cov- 
erage to  meet  the  increasing  need  for 
catastrophic  coverage.  They  approved 
the  following  statement  for  inclusion  in 
the  association’s  policy  manual: 

“The  Texas  Medical  Association  advo- 
cates that  catastrophic  health  care  cover- 
age should  be  included  as  part  of  a 
package  of  minimum  benefits  in  all  health 
insurance  plans.  TMA  supports  a fiscally 


TMA  President  David  Vanderpool.  MD,  Dallas. 

( right)  congratulates  Van  Goodall,  MD,  Clifton, 
who  was  recognized  for  more  than  50  years  of 


sound  program  developed  by  the  AMA 
for  financing  health  care  services  for  the 
elderly  well  into  the  21st  century.  While 
TMA  supports  the  intent  of  numerous 
federal  proposals  for  expanding  Medicare 
to  provide  catastrophic  coverage,  such 
coverage  could  be  provided  more  effi- 
ciently and  effectively  through  private  in- 
surance rather  than  under  a government 
program.  Private  insurance  coverage 
should  be  available  that  expands  upon 
and  broadens  Medicare  benefits.  Broad 
personal  and  family  responsibility  for 
long-term  custodial  care  expenses  should 
be  encouraged  through  appropriate  tax 
and  savings  incentives” 

The  delegates  also  addressed  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations  requirement 
that  department  heads  consider  quality 
assurance  outcome  criteria  in  a hospital’s 
reappointment  process.  In  response  to 
the  concern  that  the  requirement  causes 
the  accumulation  of  a file  of  sensitive 
outcome  data  for  each  physician,  which 
is  subject  to  subpoena,  the  delegates  en- 
dorsed the  AMA’s  policy  on  credentials 
files  for  members  of  hospital  medical 
staffs.  They  further  agreed  that  TMA 
should  disseminate  the  AMA’s  policy, 
contained  in  AMA  Board  of  Trustees  Re- 


service  in  TMA's  House  of  Delegates.  The  ceremony 
took  place  during  the  interim  session  in  Austin. 
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port  G (A-87)  to  hospital  medical  staffs 
and  medical  directors  of  Texas  hospitals. 

Report  G (A-87)  recommends  that  the 
AMA  ( 1 ) urge  medical  staffs  to  establish 
and  incorporate  into  their  bylaws  poli- 
cies covering  the  management  and  main- 
tenance of  credentials  files,  and  ( 2 ) 
encourage  medical  staffs  to  develop  cre- 
dentials files  policies  that  are  suited  to 
the  specific  conditions  prevailing  at  each 
individual  hospital. 

In  another  significant  action,  the  dele- 
gates restyled  the  association’s  organiza- 
tional structure,  beginning  with  a single 
board  to  supplant  the  Executive  Board 
and  Board  of  Trustees.  The  new  board,  to 
be  called  the  Board  of  Trustees,  will  have 
responsibility  for  the  association’s  busi- 
ness and  financial  affairs,  strategic  and 
program  planning,  and  program  over- 
sight, as  well  as  authority  to  establish 
interim  policy.  The  single  board’s  mem- 
bership will  include  the  association’s  offi- 
cers and  nine  at-large  members  elected 
at  large  by  the  House  of  Delegates.  Board 
members  will  be  elected  to  staggered 
terms  during  the  1988  annual  session. 

The  delegates  also  gave  final  approval 
to  recommendations  to  combine  the 
offices  of  secretary  and  treasurer  and 
eliminate  the  office  of  vice  president. 
Under  the  new  system,  the  president- 
elect will  assume  the  office  of  president 
in  the  event  of  the  death  or  removal 
of  the  president. 

The  house  also  seated  a delegate  from 
the  newly  created  Young  Physician  Sec- 
tion, endorsed  and  referred  to  the  Execu- 
tive Board  a recommendation  that  a 
standing  committee  on  quality  assurance 
and  utilization  review  be  appointed,  and 
endorsed  the  establishment  of  a TMA  de- 
partment of  public  health  and  health 
planning. 

Leadership  conferences  debut 
Saturday,  Feb  6,  in  Austin 

Saturday,  Feb  6,  1988,  marks  the  debut  of 
Texas  Medical  Association’s  biannual 
leadership  conferences.  Replacing  the  as- 
sociation’s fall  and  winter  conferences, 
the  leadership  conferences  will  facilitate 
coordinated  programs  that  meet  mem- 
bers’ needs.  All  TMA  members  are  wel- 
come to  attend  the  February  conference, 
which  takes  place  in  Austin’s  Hyatt  Re- 


gency hotel.  No  registration  fee  will  be 
charged,  but  preregistration  is  required. 

Daniel  H.  Johnson,  Jr,  MD,  vice  speaker 
of  the  House  of  Delegates  of  the  Ameri- 
can Medical  Association,  is  among  the 
speakers  participating  in  the  premier  pro- 
gram. A Texas  native  and  University  of 
Texas  Medical  Branch  graduate.  Dr 
Johnson  is  a diagnostic  radiologist  in 
New  Orleans.  The  program  will  provide 
information  on  TMA’s  goals,  its  resources, 
and  major  issues  impacting  medicine. 

In  addition  to  the  Saturday  leadership 
segment,  the  conference  will  include 
practice  management  workshops,  post- 
graduate courses,  a special  seminar  for 
county  medical  society  officers,  a media 
training  seminar,  and  a reception.  TMA 
boards,  councils,  committees,  and  sec- 
tions will  meet  in  conjunction  with  the 
conference. 

Provisional  members  may  satisfy  the 
state-level  orientation  requirement  by  at- 
tendance at  either  the  fall  or  winter 
leadership  conference  or  at  the  Annual 
Session,  May  12—15,  1988,  in  San 
Antonio. 

Further  information  on  the  February 
Leadership  Conference  is  available  from 
Robert  G.  Mickey,  Executive  Vice  Presi- 
dent, TMA,  1801  N Lamar  Blvd,  Austin, 

TX  78701,  phone  (512)  477-6704. 

Dr  Hinchey  to  receive  award 
for  distinguished  service 

San  Antonio  orthopaedic  surgeon  John  J. 
Hinchey,  MD,  will  receive  Texas  Medical 
Association’s  highest  honor,  the  Distin- 
guished Service  Award,  during  the  asso- 
ciation’s annual  session  in  San  Antonio, 
May  12-15,  1988.  TMA’s  House  of  Dele- 
gates approved  Dr  Hinchey’s  nomination 
during  the  interim  session,  Nov  20—21, 
1987,  in  Austin. 

Dr  Hinchey  received  his  bachelor  of 
science  degree  from  Texas  Technological 
College  in  1935  and  graduated  from  Bay- 
lor University  College  of  Medicine  in 
1940.  He  received  his  medical  degree  in 
1946  from  the  University  of  Minnesota. 
He  served  an  internship  and  residency  at 
Robert  B.  Green  Memorial  Hospital  in 
San  Antonio  in  1940  and  1942.  Dr 
Hinchey  completed  a fellowship  in 
orthopaedic  surgery  at  the  Mayo  Clinic 
in  Rochester,  Minn,  and  served  in  the  US 


Navy  before  starting  his  private  practice 
in  San  Antonio  in  1947. 

He  is  certified  by  the  American  Board 
of  Orthopaedic  Surgery  and  the  Ameri- 
can Academy  of  Orthopaedic  Surgeons. 

He  has  served  in  many  leadership  posi- 
tions in  the  American  Academy  of 
Orthopaedic  Surgeons,  Texas  Ortho- 
paedic Association,  and  Southern  Medical 
Association.  Dr  Hinchey  has  been  a mem- 
ber of  the  Bexar  County  Medical  Society 
since  1947  and  has  served  as  president 
and  secretary  of  the  society,  as  well  as 
chairman  of  the  Committee  on  Liaison 
with  The  University  of  Texas  Medical 
School  at  San  Antonio.  He  is  an  active 
member  of  numerous  other  medical 
organizations. 

Within  the  Texas  Medical  Association, 
Dr  Hinchey  has  served  as  a member  of 
the  Board  of  Councilors,  the  Council  on 
Medical  Education,  and  the  Committee 
on  Continuing  Education.  He  also  repre- 
sented TMA  on  the  Health  Commissions 
Education  Advisory  Committee  to  the 
Coordinating  Board,  Texas  College  and 
University  System. 

Dr  Hinchey’s  many  appointments  in 
San  Antonio  hospitals  include:  president 
of  the  staffs  at  Santa  Rosa  Medical  Center 
and  Robert  B.  Green  Hospital,  director  of 
the  poliomyelitis  unit  at  Robert  B.  Green 
Hospital,  and  member  of  the  board  of  di- 
rectors at  Humana  Hospital  Metropolitan. 

Dr  Hinchey  and  his  wife  Kathryn  have 
three  daughters,  one  son,  and  seven 
grandchildren. 

Delegates  elect  Dr  Locker 
to  emeritus  membership 

Recognizing  his  exceptional  and  distin- 
guished service  to  medicine,  Texas  Medi- 
cal Association’s  House  of  Delegates  has 
elected  S.  Braswell  Locker,  MD, 
Brooksmith,  to  emeritus  membership. 

Dr  Locker  joined  the  Texas  Medical  As- 
sociation in  1947  and  served  as  a dele- 
gate to  TMA  and  as  a delegate  to  the 
American  Medical  Association.  He  was  a 
member  of  the  Committee  on  Insurance 
and  the  Council  on  Medical  Education. 
He  served  as  a consultant  to  the  Council 
on  Medical  Education  and  the  Commit- 
tee on  Aging  and  Nursing  Homes.  Dr 
Locker  served  as  district  chairman  for  the 
21st  Congressional  District  for  TEXPAC 
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and  as  chairman  of  the  local  TEXPAC 
committee.  He  also  served  as  Councilor 
for  TMA’s  District  4 and  as  chairman  of 
the  Board  of  Councilors.  Dr  Locker  is 
a past  president  of  the  Brown-Mills- 
Comanche  County  Medical  Society,  the 
Fourth  District  Medical  Society,  and  the 
Texas  Medical  Association. 

Dr  Locker  has  retired  to  his  ranch  near 
Winchell,  but  remains  active  in  the 
community. 

Councilors  address  AIDS, 
membership  qualifications 

Texas  Medical  Association’s  Board  of 
Councilors  recently  has  issued  opinions 
on  physicians’  responsibilities  to  patients 
with  Acquired  Immune  Deficiency  Syn- 
drome (AIDS)  and  fair  consideration  of 
qualifications  for  membership  in  county 
medical  societies  and  TMA. 

The  opinion  entitled  “AIDS”  addresses 
the  ethical  aspects  of  the  physician- 
patient  relationship,  stating: 

“A  physician  sh^  either  accept  the  re- 
sponsibility for  the  care  and  treatment  of 
a patient  with  acquired  immune  defi- 
ciency syndrome  (AIDS),  human  immu- 
nodeficiency virus  (HIV),  antibodies  to 
HIV,  or  infection  with  any  other  probably 
causative  agent  to  AIDS,  or  refer  the  pa- 
tient to  an  appropriate  physician  who 
will  accept  the  responsibility  for  the  care 
and  treatment  of  the  patient. 

“Physicians  are  dedicated  to  providing 
competent  medical  service  with  compas- 
sion and  respect  for  human  dignity. 

“Physicians  are  ethically  obligated 
to  respect  the  rights  of  privacy  and  of 
confidentiality  of  AIDS  patients  and 
seropositive  individuals. 

“The  applicable  law  of  the  State  of 
Texas  requires  the  physician  to  report  to 
the  Texas  Department  of  Health  cases  of 
Human  Immunodeficiency  Virus  (HIV) 
infection  as  well  as  cases  of  Acquired  Im- 
mune Deficiency  Syndrome  (AIDS).  Al- 
though the  law  does  not  require  a 
physician  to  nofily  a spouse  of  a positive 
test  result  for  AIDS  or  HIV  infection,  a 
physician  may  inform  a spouse  of  a posi- 
tive test  under  Texas  law.  In  addition,  the 
physician  should  counsel  and  attempt  to 
persuade  the  infected  patient  not  to  en- 
danger other  parties. 

“A  physician  who  knows  that  he  or  she 


is  seropositive  should  not  engage  in  any 
activity  that  creates  a risk  of  transmission 
of  the  disease  to  others. 

“A  physician  who  has  AIDS  or  who  is 
seropositive  should  consult  colleagues  as 
to  which  activities  the  physician  can  pur- 
sue without  creating  a risk  to  patients.” 

The  opinion  entitled  “Membership 
Qualifications”  guides  members  and  com- 
ponent county  medical  societies  in  iden- 
tifying grounds  for  denial  of  membership 
and  assuring  fair  reviews  of  members’ 
professional  conduct.  It  reads: 

“A  physician  shall  deal  honestly  with 
patients  and  colleagues,  and  strive  to  ex- 
pose those  physicians  deficient  in  charac- 
ter or  competence,  or  who  engage  in 
fraud  or  deception. 

“A  licensed  and  qualified  physician 
only  should  be  denied  membership  or 
continued  membership  in  a county  medi- 
cal society  for  a violation  of  the  TI^  or 
county  medical  society  constitution  and 
bylaws,  a violation  of  the  Principles  of 
Medical  Ethics,  criminal  conduct,  or  un- 
professional conduct  likely  to  deceive, 
defraud,  or  injure  the  public.  A physician 
should  not  be  denied  membership  or 
continued  membership  solely  because  of 
an  affiliation  with  a business,  religious, 
political  or  professional  entity. 

“It  is  recommended  that  the  basic 
principles  of  a fair  and  objective  hearing 
be  accorded  to  the  physician  whose  pro- 
fessional conduct  is  being  reviewed.  The 
fundamental  aspects  of  a fair  hearing  are: 
a listing  of  specific  charges,  adequate  no- 
tice of  the  right  to  a hearing,  the  oppor- 
tunity to  be  represented  by  a person  of 
the  physician’s  choice,  the  opportunity  to 
be  present  and  to  rebut  the  evidence, 
and  the  opportunity  to  present  a defense. 
All  proceedings  should  be  conducted  in 
accordance  with  the  policies,  rules  and 
opinions  as  established  by  the  Association. 

“These  principles  of  fair  play  apply 
whenever  physicians  sit  in  judgment  on 
physicians  and  whenever  that  judgment 
affects  a physician’s  reputation,  profes- 
sional status  or  membership  in  a county 
medical  society.” 

The  opinion  encompasses  concepts  ad- 
vanced in  the  AMA  Principles  of  Medical 
Ethics,  The  Current  Opinions  of  the 
Council  on  Ethical  and  Judicial  Affairs 
of  the  American  Medical  Association 
(1986),  TMA’s  Constitution  and  Bylaws, 
and  the  Disciplinary  Procedures  Manual. 


TMA’s  Board  of  Councilors,  comprised 
of  members  from  1 5 geographic  districts, 
reviews  all  questions  of  medical  ethics. 
Ira  A.  Budwig,  Jr,  MD,  El  Paso,  chairs  the 
board.  Further  information  on  the  coun- 
cilors and  their  activities  is  available  from 
the  Office  of  Medical  Ethics,  TMA,  1801 
N Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477—6704,  extension  131. 


Annual  session  reviews 
variety  of  scientific  topics 

Scientific  section  programs  presented  in 
conjunction  with  Texas  Medical  Associa- 
tion’s 121st  Annual  Session  will  update 
physicians  on  a number  of  topics,  includ- 
ing psychiatry,  public  health,  surgery,  and 
physical  medicine  and  rehabilitation.  The 
session  is  scheduled  May  12-15,  1988, 
in  San  Antonio. 

The  Section  on  Psychiatry  will  present 
a program  on  “AIDS  in  Texas.”  Topics  of 
discussion  will  include  epidemiology  and 
modes  of  transmission  of  human  immu- 
nodeficiency virus  (HIV),  identification 
of  groups  at  high  risk  for  HIV  exposure, 
psychiatric  disorders  appearing  in  the 
stages  of  HIV  infections,  clinical  presenta- 
tions of  AIDS,  and  the  impact  of  AIDS  on 
minority  groups. 

The  Section  on  Public  Health  also  will 
focus  on  AIDS  and  HIV  during  the  annual 
session  program.  An  afternoon  panel  will 
discuss  AIDS/HIV  from  the  national  and 
state  perspectives  and  will  consider  legal 
issues  and  AIDS  in  the  armed  forces. 

“The  Surgeon’s  Role  in  a Hostile  En- 
vironment” will  be  the  theme  of  the  Sec- 
tion on  Surgery’s  program  for  the  1988 
annual  session.  Presentations  dealing 
with  this  theme  include  assessment  and 
treatment  of  environmental  hazards  from 
natural  surroundings  such  as  insect  and 
snake  bites,  pollution  of  smoke  and  as- 
bestos, and  hazards  that  cause  blunt  and 
penetrating  trauma.  Other  discussions 
will  focus  on  the  potential  threats  of 
heparin,  risk  management  for  the  sur- 
geon, and  strategies  to  avoid  legal  pitfalls. 

The  Section  on  Physical  Medicine  and 
Rehabilitation’s  presentations  will  con- 
centrate on  nerve  injuries.  The  gross  and 
microscopic  anatomy  of  peripheral 
nerves  will  be  reviewed,  as  will  the  pa- 
thophysiology of  peripheral  nerve  injury. 
Other  presentations  will  address  the 
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spinal  accessory’,  suprascapular,  long 
thoracic,  axillary’,  and  musculocutaneous 
nerv  es;  the  brachial  plexus;  and  the  ra- 
dial, median,  and  ulnar  nerves.  Clinical 
mechanics  of  the  wrist  and  hand  and 
operations  to  restore  muscle  balance  of 
the  hand  also  will  be  discussed. 

Further  information  on  the  annual 
session  is  available  from  Dale  Willimack, 
Department  of  Annual  Session  and  Scien- 
tific Programming,  TMA,  1801  N Lamar 
Blvd,  Austin,  TX  7870 1 , phone  (512) 
477—6704,  extension  230. 


HEALTH  LINE 


Geriatric  information  bureau 
opens  in  Bexar  County 

The  Bexar  County  Medical  Society  has 
launched  a computerized  database  to 
provide  free  information  to  its  local  pub- 
lic concerning  various  services  of  inter- 
est to  the  elderly  and  handicapped. 

The  database  includes  information  on 
topics  such  as  health  care  facilities,  finan- 
cial services,  geriatric  organizations, 
home-related  services,  and  specific  dis- 
ease-related organizations. 

The  information  is  available  by  visiting 
the  Geriatric  Information  Bureau  at  the 
Bexar  County  Medical  Society,  by  calling 
the  bureau  at  (512)  734—0718  between 
9 am  and  5 pm,  or  by  accessing  the  com- 
puter with  a modem. 


Patients  often  use 
prescriptions  improperly 

Two  thirds  of  the  patients  who  visit  a 
doctor’s  office  this  year  will  get  a pre- 
scription. The  average  physician  will 
write  some  8,000  prescriptions.  More 
than  half  of  the  US  population  will  re- 
ceive at  least  one  prescription  drug,  with 
an  average  of  seven  per  person. 

Yet  as  many  as  50%  of  these  prescrip- 
tions will  fail  to  produce  the  desired  re- 
sults because  patients  will  have  used 
them  improperly,  according  to  the  Na- 
tional Council  on  Patient  Information 
and  Education  (NCPIE). 

Improper  use  most  often  means  failing 


to  follow  the  drug  regimen  by  not  having 
the  prescription  filled,  taking  doses  that 
are  too  large  or  too  small,  taking  the 
medication  at  the  wrong  interv  als,  forget- 
ting to  take  one  or  more  doses,  or  dis- 
continuing the  medication  too  soon. 

Other  ty  pes  of  improper  use  include 
self-medicating  with  borrowed  medica- 
tions, saving  and  using  outdated  drugs, 
and  taking  a prescription  drug  with  foods 
and  beverages  that  may  interact  with 
the  drug. 

According  to  the  NCPIE,  only  55%  of 
tuberculosis  patients,  48%  of  diabetics, 
46%  of  asthmatics,  and  42%  of  glaucoma 
patients  use  their  medicines  correctly. 
And  from  14%  to  21%  of  patients  never 
fill  their  original  prescriptions. 

A study  by  the  Food  and  Drug  Admin- 
istration suggests  that  health-care  pro- 
viders know  that  medical  advice  is 
important,  but  they  overestimate  their 
success  in  communicating  key  facts.  Be- 
cause many  patients  do  not  ask  questions 
about  their  medicines,  the  providers  as- 
sume they  have  none. 


Autologous  blood  donation 
brochure  available  for  patients 

A pamphlet  that  answers  questions  often 
asked  by  patients  about  preoperative  au- 
tologous blood  donation  and  transfusion 
is  available  from  the  National  Autologous 
Blood  Resource  Center,  a program  of  the 
American  Association  of  Blood  Banks. 

“Donating  Blood  for  Yourself’  pro- 
vides information  on  how  an  autologous 
transfusion  is  performed,  the  advantages 
of  autologous  transfusion,  how  often  one 
can  give,  how  it  will  affect  the  patient’s 
health,  donating  when  pregnant,  and  how 
to  become  an  autologous  blood  donor. 

Two  other  brochures,  “Preoperative 
Autologous  Blood  Donation  and  Transfu- 
sion” and  “Intraoperative  Autologous 
Blood  Transfusion”  are  written  for  health 
professionals. 

The  brochures  are  available  for  S7.50 
per  50  brochures  from  the  American 
Association  of  Blood  Banks,  Sales  De- 
partment, 1 1 17  N 19th  St,  Suite  600,  Ar- 
lington, VA  22209. 


Hemochromatosis  is  common 
disorder  often  misdiagnosed 

The  American  Liver  Foundation  is  carry- 
ing out  a drive  to  enhance  awareness  of 
hemochromatosis,  a common  genetic  dis- 
order that  is  often  misdiagnosed  with 
tragic  results. 

Although  the  disease,  which  affects  the 
body’s  ability’  to  use  iron,  is  much  more 
common  than  previously  realized  (affect- 
ing approximately  one  in  300  to  400 
people),  it  has  heen  difficult  to  diagnose 
because  symptoms  vary'  greatly  from  pa- 
tient to  patient.  The  excess  iron  in  the 
blood  can  injure  virtually  any  organ  in 
the  body,  producing  symptoms  similar  to 
those  of  other  diseases. 

If  treated  in  time,  a patient  can  lead  a 
completely  normal  life.  Otherwise,  the 
illness  can  result  in  many  complications 
and  eventually  prove  fatal. 

A pamphlet  on  hemochromatosis,  also 
known  as  the  “iron  overload  disease,”  is 
available  by  sending  a stamped,  self- 
addressed  envelope  to  the  American 
Liver  Foundation,  Cedar  Grove,  NJ 
07009. 


SOCIOECONOMICS 


TDH  considers  amendments 
to  disclosure  requirements 

At  press  time,  final  action  on  proposed 
changes  to  the  Texas  Department  of 
Health’s  lists  of  medical  procedures  re- 
quiring full  disclosure  and  procedures  re- 
quiring no  disclosure  was  pending. 
Proposed  amendments  would  add  1 3 
medical  procedures  to  those  requiring 
disclosure.  The  Texas  Medical  Disclosure 
Panel  was  scheduled  to  meet  to  consider 
the  changes  Saturday,  Dec  12,  with  the 
revised  lists  becoming  effective  in  Janu- 
ary or  February'  1988. 

Published  in  the  Oct  9,  1987,  edition 
of  the  Texas  Register,  the  amendments 
transfer  the  following  procedures  from 
List  B ( procedures  requiring  no  disclo- 
sure) to  List  A (procedures  requiring  full 
disclosure):  conization  of  cervix;  dilation 
and  curettage  of  the  uterus  (diagnostic 
and  therapeutic);  removal  of  fallopian 
tube  and/or  ovary  without  hysterectomy; 
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TEXAS  MEDICAL  ASSOCIATION 


February  6,  1988  at  the 
Hyatt  Regency  Austin 


Leadership 

As  a physician,  you  are  a leader.  You  must 
guide  your  patients  through  times  of  sickness 
and  health.  You  must  conduct  your  practice 
efficiently  and  effectively.  And  as  a member 
of  TMA,  you  help  direct  your  profession  to- 
ward the  highest  standards  of  health  care 
for  all  Texans. 

You  are  Texas'  medical  leaders  {and  up- 
and-coming  leaders)!  And  you  are  invited  to 
attend  the  TMA  1 988  Winter  Leadership 
Conference. 

Pre  - registration 

You  must  pre-register  for  the  conference,  but 
there  is  no  registration  fee.  However,  post- 
graduate courses  do  require  a registration 
fee.  Two  postgraduate  courses  and  a prac- 
tice management  workshop  will  be  available. 

To  receive  registration  forms  for  the  confer- 
ence, postgraduate  courses,  the  practice 
management  workshop,  and  housing  (for 
reservations  at  the  Hyatt)  call  TMA  at 
512/477-6704. 

Members  of  TMA's  Official  Family  (that  is, 
members  of  TAAA  boards,  councils,  and  com- 
mittees), county  medical  society  officers,  and 
provisional  members  will  receive  confer- 
ence information  and  registration  forms 
soon.  Watch  for  it  in  your  mail. 


BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  GAFIAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CAHAEATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose),  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B.  Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAEATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 

References: 

1 . Korman  MG,  Shaw  RG,  Hansky  J,  et  al:  Gastroenterology  80:1451-1453, 
1981. 

2.  Korman  MG,  Hansky  J,  Merrett  AC,  et  al:  D/gDisSc/ 27:71 2-71 5, 1982. 

3.  Brandstaetter  G,  Kratochvil  P:  Am  J Med  79{supp\  2C):36-38, 1985. 

4.  Marks  IN,  Wright  JP  Gilinsky  NH,  et  al:  J Clin  Gastroenterol  8:419-423, 
1986. 

5.  Lam  SK,  Hui  WM,  Lau  WY,  et  al:  Gastroenterology  92■^^93-^20^,  1987. 


Another  patient  benefit  product  from 

I PHMMACEUTICAl  DIVISION 

M MARION 

I LABORATORIES  INC 

KANSAS  CITY  MO  64137 


1594H7 


Ulcer  therany 
that  won’t  ^eld, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^'’  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 

Nothing  works  like 


All  patients 
Smokers 


All  patients 


Cimetidine: 


79.4% 

81.6%* 

76.3% 


® 


Smokers  62.5% 

•Significantly  greater  than  cimetidine  smoker  group  (P<.05). 


ARAFATE 

sucralfate/Marion 

Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information. 
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delivery  (cesarean  section);  and  delivery 
(vaginal). 

The  proposed  amendments  also  add 
new  procedures  to  List  A:  removing  fi- 
broids; uterine  suspension;  removal  of 
the  cervix;  repairs  of  the  vaginal  hernia; 
abdominal  suspension  of  the  bladder,  and 
transfusion  of  blood  components. 

Additionally,  the  amendments  add  a 
new  system  to  List  A concerning  psycho- 
therapeutic procedures.  Within  this  new 
system,  according  to  the  Federal  Regis- 
ter, will  be  a provision  concerning  elec- 
troconvulsive therapy  with  modification 
by  intravenous  muscle  relaxants  and  sed- 
atives. Finally,  the  amendments  add  a sys- 
tem to  List  B concerning  psychothera- 
peutic procedures. 

The  lists  will  be  published  in  their  final 
forms  in  the  Texas  Register.  They  will  be 
published  in  Texas  Medicine  when  they 
are  available.  They  also  will  be  available 
from  the  Bureau  of  Health  Facility  Li- 
censure and  Certification  Division,  Texas 
Department  of  Health,  1 100  West  49th 
St,  Austin,  TX  78756,  phone  (512) 
458-7538. 

The  Medical  Liability  and  Insurance 
Improvement  Act  requires  the  publica- 
tion of  the  lists,  which  first  appeared  in 
the  Dec  15,  1981,  issue  of  the  Texas 
Register.  The  first  list  became  effective 
June  1,  1982.  The  lists  were  updated  in 
1983  and  1985. 


HCFA  okays  reimbursement 
for  diabetes  education 

The  federal  Health  Care  Financing  Ad- 
ministration (HCFA),  has  authorized  Blue 
Cross  and  Blue  Shield  of  Texas,  Inc,  the 
Texas  Medicare  intermediary,  to  reim- 
burse hospital  outpatient  facilities  and 
rural  health  clinics  for  the  cost  of  diabe- 
tes education  programs  in  Texas. 

Hospital  outpatient  providers  and  rural 
health  clinics  may  file  reimbursement 
claims  that  meet  the  following  minimum 
guidelines  set  by  HCFA: 

( 1 ) Services  must  be  by  physician’s 
order  and  provided  to  registered  patients 
by  personnel  who  are  under  medical  staff 
supervision. 

(2)  Generally,  only  patients  who  are 
newly  diagnosed,  whose  diabetes  is  un- 
stable, or  who  have  difficulty  managing 
diabetes,  are  eligible  for  reimbursement. 


These  conditions  should  be  noted  on 
each  claim. 

(3)  Services  must  provide  the  patient 
essential  knowledge  to  help  develop 
skills  that  allow  increased  active  partici- 
pation in  treatment. 

(4)  An  individualized  care  plan  for 
each  client  must  identify  education  goals 
and  strategies  for  reaching  the  goals. 

( 5 ) Diabetes  education  services 
provided  to  the  patient  should  not  be 
substituted  for  traditional  education  pro- 
vided by  the  individual’s  personal  physi- 
cian and  other  health  care  providers. 

(6)  Hospitals  with  a separate  cost  cen- 
ter for  diabetes  patient  services  may  use 
Revenue  Code  942  for  billing.  Other  fa- 
cilities may  use  Revenue  Code  510  or 
Revenue  Code  519,  depending  on  the 
method  used  to  match  charges  to  costs. 

The  Texas  Diabetes  Council  will  con- 
tact random  outpatient  education  pro- 
viders to  monitor  their  experiences  with 
the  Medicare  intermediary.  The  informa- 
tion will  enable  the  Diabetes  Council  and 
its  Task  Force  for  Third  Party  Reimburse- 
ment to  study  issues  that  require  further 
clarification  by  the  HCFA  and  the  Medi- 
care intermediary. 

“The  members  of  the  Diabetes  Council 
believe  this  is  a positive  step  in  clarifying 
some  of  the  inconsistencies  in  third  party 
reimbursement  for  diabetes  outpatient 
education  in  Texas.  It  is  expected  this 
will  help  to  increase  access  to  these  es- 
sential services  for  the  high  risk  Medicare 
population  with  diabetes,”  according  to  a 
memorandum  to  diabetes  outpatient  edu- 
cation providers  from  David  C.  Warner, 
PhD,  and  Jan  Scott.  Dr  Warner,  of  the  LBJ 
School  of  Public  Affairs  at  The  University 
of  Texas  at  Austin,  chairs  the  Texas  Dia- 
betes Council.  Scott  is  senior  vice  presi- 
dent of  administration  of  St  David’s 
Community  Hospital,  Austin,  and  chair- 
man of  the  council’s  Task  Force  for  Third 
Party  Reimbursement. 

Further  information  is  available  from 
Margaret  Mendez,  Bureau  of  Dental  and 
Chronic  Disease  Prevention,  Texas  De- 
partment of  Health,  1 100  West  49th  St, 
Austin,  TX  78756,  phone  (512)  458- 
7534.  Questions  on  specific  claims 
should  be  referred  to  the  Medicare  inter- 
mediary, Blue  Cross  and  Blue  Shield  of 
Texas,  Inc,  Attn:  Rogers  Coleman,  MD, 

901  S Central  Expressway,  Richardson, 

TX  75201,  phone  (214)  669-6122. 


Workshops  explain  the  1-2-3’s 
of  practice  development 

The  1-2-3’s  of  Practice  Development  is  a 
workshop  series  that  explains  the  step- 
by-step  approach  to  building  a practice. 
Sponsored  by  the  Texas  Medical  Associa- 
tion and  Harris  County  Medical  Society, 
the  workshops  will  be  conducted  by 
Marketing  Rx  of  Houston.  They  are 
scheduled  for  Feb  23,  March  1,  and 
March  8 at  the  Westin  Galleria,  5060  W 
Alabama,  Houston. 

Consisting  of  three  workshops  lasting 
from  6:30  to  10  pm,  the  series  focuses  on 
developing  a marketing  plan,  a strategic 
program  to  promote  patient  loyalty,  and 
building  a practice  through  community 
awareness  and  patient  education. 

Participants  registering  for  all  three 
sessions  receive  a special  discount  rate  of 
$300  for  TMA  members  or  office  staff,  or 
$465  for  nonmembers.  Registration  for 
individual  workshops  is  $ 1 1 5 for  TMA 
members  or  office  staff  and  $175  for  non- 
members. The  registration  fee  includes  a 
comprehensive  workbook  and  hors 
d’oeuvres. 

Further  information  on  the  workshops 
is  available  from  the  Office  of  Practice 
Management  Services,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704,  extension  262. 


CAPITAL  COMMENTS 


TMA  delegates  act 
on  legislative  proposals 

During  their  interim  session  in  Austin, 
Texas  Medical  Association’s  House  of 
Delegates  agreed  to  pursue  legislation  re- 
stricting the  use  of  all-terrain  vehicles 
and  restoring  tax  exempt  status  for 
grants  and  scholarships  above  tuition  and 
other  related  expenses.  Other  legislative 
proposals  were  referred  to  TMA  councils 
for  further  study,  and  one  was  to  be  pre- 
sented to  the  American  Medical  Associa- 
tion during  its  December  1 987  meeting 
in  Atlanta. 

The  Committee  on  Maternal  and  Child 
Health  report  to  the  House  of  Delegates 
pointed  out  the  dangers  of  all-terrain  ve- 
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Medinc  brings 
diagnostic  imaging 

center  benefits  into 
focus. 


Medinc  has  made  the  benefits  of  free- 
standing imaging  centers  sharp  and  clear 
in  100%  of  the  centers  we  have  developed. 

A Medinc  developed  center  can  provide 
physicians  with  a distributable  cash  flow, 
and  the  potential  for  equity  appreciation. 

A general  or  limited  partnership  in  a 
Medinc  developed  center  can  deliver  these 
same  benefits  to  you. 

Medinc  sees  more  patients  in  diagnos- 
tic imaging  centers  than  any  other  such 
company.  We  can  develop  comprehensive, 
MRI  or  limited  specialty  centers  under 
physician  ownership  and  control.  Our 
expertise  includes  feasibility  analyses, 
financing,  joint  venture  structuring,  part- 
nership syndication,  design  and  construc- 
tion, operational  systems  (including  proprie- 
tary imaging  center  software),  marketing, 
and  management. 

A Medinc  center  provides  the  highest 
standard  of  compassionate  and  professional 
personal  care  for  patients. 

Call  519-758-1525  and  ask  for  Ben 
Pate,  Regional  Director  of  Development. 
And  get  the  clear  picture  on  the  benefits 
of  a physician-owned  diagnostic  imaging 
center. 

Medinc 

Southwestern  Regional  Office,  P.O.  Box  575,  Aransas  Pass,  Texas  78336 


© 1985  Medinc 


Texas  Medidni 


hides  and  called  for  legislation  to  require 
certification  of  all  drivers,  to  regulate 
rental  agencies  that  operate  on  private 
lands,  and  to  consider  making  injuries  re- 
lated to  all-terrain  vehicle  use  a “report- 
able  accident.” 

The  proposal  regarding  scholarships 
and  grants  came  from  the  Medical  Stu- 
dent Section,  which  suggested  that  TMA 
ask  the  Texas  Congressional  delegation 
to  initiate  or  support  efforts  to  restore 
the  tax  exempt  status  for  amounts  above 
tuition  and  other  related  expenses.  Effec- 
tive Jan  1,  1987,  medical  student  scholar- 
ships and  grants  above  tuition  and 
related  expenses  became  taxable  under 
the  1986  Tax  Reform  Act. 

Issues  that  will  be  studied  by  TMA 
councils  relate  to  the  form  of  the  certifi- 
cate of  death,  peer  review  protections, 
the  Texas  State  Rural  Medical  Education 
Board,  payments  for  patient  admissions, 
and  advertisement  of  board  certification. 

The  Dallas  County  delegation  pre- 
sented a resolution  asking  that  TMA  urge 
the  Texas  Department  of  Health  to 
change  the  form  of  the  certificate  of 
death  to  provide  a nonpublic  section  to 
record  the  diagnoses  and  cause  of  death. 
The  resolution  acknowledged  that  be- 
cause the  certificate  of  death  is  a public 
document,  certain  underlying  disease 
processes  and  sensitive  diagnoses,  such 
as  AIDS,  are  under-reported  on  death 
certificates.  The  resolution  was  ap- 
proved and  referred  to  the  Council  on 
Legislation. 

The  Council  on  Legislation  also  will 
consider  a proposal  that  TMA  support 
stronger  peer  review  protections  that 
limit  discovery  in  peer  review  matters. 

The  Committee  on  Maternal  and  Child 
Health  presented  a resolution  to  that 
effect  in  order  to  further  the  committee’s 
work  in  identifying  and  reviewing  mater- 
nal deaths. 

The  Council  on  Medical  Education  will 
study  a recommendation  from  the  Com- 
mittee on  Rural  Health  that  the  Texas 
Legislature  reinstate  funds  to  the  Texas 
State  Rural  Medical  Education  Board.  The 
committee  expressed  concern  for  the  de- 
creasing number  of  physicians  going  to 
rural  medical  practices  and  a lack  of  pro- 
grams offering  incentives  for  practicing 
in  the  state’s  rural  or  underserved  areas. 

Referred  for  study  by  the  Council  on 
Health  Facilities  was  Bexar  County  Medi- 


cal Society’s  recommendation  that  TMA 
seek  introduction  of  legislation  prohibit- 
ing the  practice  of  paying  for  patient  ad- 
missions by  health  care  institutions  or 
organizations.  The  Board  of  Councilors 
will  study  a Dallas  County  resolution 
seeking  to  amend  the  Texas  Medical 
Practice  Act  to  require  that  ( 1 ) when 
“board  certified”  is  used  by  anyone  li- 
censed by  the  Texas  State  Board  of  Medi- 
cal Examiners,  the  certifying  board  must 
be  listed  in  its  entirety;  and  ( 2 ) only 
boards  recognized  by  the  American 
Board  of  Medical  Specialties  shall  be  ac- 
ceptable in  such  advertising. 

Additionally,  the  delegates  agreed  to 
the  appointment  of  a seven-member  ad 
hoc  committee  to  study  the  various  op 
tions  regarding  mandatory'  assignment 
and  report  back  to  the  House  of  Dele- 
gates in  May  1988.  The  council  observed 
that  in  its  closing  days  the  70th  Texas 
Legislature  discussed  mandatory  assign- 
ment. Although  no  action  was  taken,  the 
Council  on  Socioeconomics  feels  TMA 
should  be  prepared  to  address  this  issue, 
which  most  likely  will  resurface  in  the 
next  session  of  the  legislature. 

The  House  of  Delegates  also  agreed  to 
encourage  the  TMA  delegation  to  the 
AMA  to  suggest  that  the  AMA  develop 
model  state  legislation  styled  after  Article 

William  G.  Camel,  MD,  Austin,  (left)  visits  with  US 
RepJJ  (Jake)  Pickle  during  the  interim  session  of 
TMA’s  House  of  Delegates,  Nov  20-21,  in  Austin  Dr 


4495B  of  the  Texas  Medical  Practice  Act, 
which  makes  it  illegal  for  a physician  to 
pay  or  promise  to  pay  a fee  to  a for-profit 
organization  for  a patient  referral. 

Jake  Pickle  updates  delegates 
on  Washington  activities 

After  delaying  his  appearance  by  one 
day  to  remain  in  Washington  for  budget 
negotiations,  US  Rep  JJ.  (Jake ) Pickle 
(D-Austin)  opened  the  Saturday,  Nov  21, 
session  of  Texas  Medical  Association's 
House  of  Delegates.  Representative 
Pickle  offered  insights  on  the  Health  Cart- 
Financing  Administration's  recent  re- 
coupment of  alleged  Medicare  over- 
payments, progress  in  the  development 
of  catastrophic  insurance  coverage  for 
Medicare  recipients,  and  the  state  of  phy- 
sicians’ influence  in  Washington,  DC. 

Representative  Pickle  called  HCFA’s  re- 
coupment of  alleged  overpayments  to 
Medicare  beneficiaries  and  physicians 
“one  of  the  most  poorly  thought-out 
projects  that  HCFA  has  ever  initiated.” 

But  he  added  a note  of  caution.  “The  law 
is  the  law,”  he  said,  and  the  Supreme 
Court  says  an  agency  can  collect  over- 
payments even  if  the  agency'  is  at  fault. 
“Whether  we  can  get  relief  or  not,  1 don’t 

Gamel  is  chairman  of  the  association  s Council  on 
Legislation 
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Doctor  — Your  office  staff  will  benefit  from  the  Texas  Medical  Association  and  th 
Texas  Society  of  Medical  Assistants  1988  Annual  Winter  Educational  Conference 


UPDATE  ’88 

Waller  Creek  Plaza  Hotel 
500  North  Interstate  35 
Austin,  Texas  78701 
512/480-8181 


February  5, 1988 

8:30  - 9:00  am Registration 

9:00  ~ 12:00  noon  CPT  4 Worl^hop 

12:00  - 1:30  pm Luncheon 

1:30  - 4:30  pm CPT  4 Workshop 

Fee 

Member  of  AAMA $75.00 

Non-Member  $90.00 

Includes  conference,  course  materials,  luncheon,  coffee  breaks 
and  CEU  fee. 

Approved  for  CBU’s  through  Amraican  Association  of  Methcal  Assistants. 
CTT  4 woikshap  0.6 

Law  and  the  Medical  Oftice  0.2 


Me^care  Update  0.1 


February  6, 1988 

8:30  - 9:00  am  • • • Registt^ 

9:00  - 10:15  am  Medicare  Upd 

10:30  - 12:30  pm Law  and  tihe  Medical  OS 

Speakers 

Leon  Brown 

Manager  of  Professional  Services 
Division  of  Arkansas  Blue  Cross/Blue  Shield 
Rogos  Coleman,  M.D. 

Vice  President, 

Medical  Director  Blue  Cross/Blue  Shield  of  Texas 
Melvin  D.  Morgan,  M.D.,  J.D. 

Private  Practice,  Dallas 


EACH  REGISTRANT  IS  REQUIRED  TO  BRING  THEIR  CPT  4 MANUAL  TO  THE  WORKSHOP 
ONE  REGISTRATION  PER  FORM,  PLEASE.  YOU  MAY  MAKE  COPIES  FOR  ADDITIONAL  REGISTRAI^j^ 


REGISTRATION  FORM  - Detach  and  mail  as  Directed. 


Registration  fee  prior  to  Junuury  29, 1988  is  $75.00  for  TSMA  members, 
Non-members  prior  to  January  29, 1988  is  $90.00 
At  the  Door  Registration  will  be  $90.00. 


Name 


TSMAMEMB 
llYes  lin 


Address 


street 


Employer 


name 


city 


street 


s^te 


zip 


city 


state 


zip 


phone 


phone 


1 request  continuing  educational  credits  with  AAMA  - [ ] 

Make  checks  payable  to  the  Texas  Society  of  Medical  Assistants  and  maO  with  this  form  to: 

For  furthur  information  contact;  Linda  Coen,  CMA,  PMAC 

Conference  Chairatan 
726  Twilight 
Garland,  TX  75040 
(214)  241-3338 

NO  REFUNDS  AFTER  JANUARY  29,  1988.  REFUNDS  WILL  BE  MADE  FOR 
6M  PM.  JANUARY  29,  1988,  LESS  $10.09  ADMINISTRATIVE  FEE. 


Carolyn  Gerdes,  CMA 
Co-Chairman/Registrar 
% Drs.  Searcy  & McDonald 
402  Blossom 
Webster,  TX  77598 
(713)  332-5536 

CANCELLATIONS  RECEIVED 
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know,”  he  said,  adding  assurances  that 
the  Texas  Congressional  delegation  is 
protesting  the  way  the  recoupment  has 
been  handled.  (At  press  time,  a court 
date  had  not  been  set  for  a hearing  on  a 
lawsuit  filed  by  TMA  against  HCFA.  An 
injunction  barring  collection  of  over- 
payments remained  in  effect. ) 

Representative  Pickle  predicted  that 
the  proposed  legislation  enacting  cata- 
strophic insurance  coverage  for  Medicare 
recipients  would  come  out  of  conference 
committee  sometime  in  February.  Noting 
that  prescription  drugs  had  been  added 
to  the  program,  he  said,  “We’re  doing 
what  is  bold  and  trying  to  help.”  He 
added  that  in  light  of  pending  proposals 
to  add  long-term  care  to  the  package. 
Medicare  premiums  are  going  to  in- 
crease, “ . . . but  it’s  worth  every  cent  if 
you  get  that  sick.  It’s  either  that  or  take  it 
out  of  the  general  treasury,  and  there 
ain’t  no  money  in  the  general  treasury.” 

In  closing.  Representative  Pickle  prom- 
ised his  audience,  “I  try  to  represent  the 
medical  association,  and  I try  to  be  fair.” 
But,  he  said,  there  are  members  of  Con- 
gress who  think  that  physicians  are  inter- 
ested only  in  money.  "You’re  hard  to 
represent,”  even  though  people  trust 
physicians  individually,  he  said.  He  urged 
the  audience  to  communicate  with  their 
Congressional  representatives.  Call  on 
your  congressman,  “even  if  he  is  mad 
at  you.” 


'Lighten  up ..  . there's  nothing  to  worry  about . . . 
lOearlectomy  is  very  minor  surgery." 


NEWSMAKERS 


BYRON  J.  BAILEY,  MD,  Galveston,  was  re- 
cently voted  president-elect  of  the 
American  Academy  of  Otolaryngology — 
Head  and  Neck  Surgery.  Dr  Bailey  is 
Wiess  Professor  and  chairman  of  the  de- 
partment of  otolaryngology  at  The  Uni- 
versity of  Texas  Medical  Branch  at 
Galveston.  He  is  also  editor  of  AMA’s  Ar- 
chives of  Otolaryngology — Head  and 
Neck  Surgery  and  serves  as  director  of 
the  American  Board  of  Otolaryngology. 

R.  EDWARD  CARTER,  MD,  Houston,  has 
been  chosen  president-elect  of  the  Inter- 
national Medical  Society  of  Paraplegia.  Dr 
Carter  is  president  and  chief  executive 
officer  of  The  Institute  for  Rehabilitation 
and  Research,  the  specialty  hospital  in 
the  Texas  Medical  Center  for  people  with 
severe  physical  disabilities. 

BRIAN  M.  COHEN,  MD,  Dallas,  has  been 
elected  a trustee  of  the  American  Asso- 
ciation of  Gynecologic  Laparoscopists.  Dr 
Cohen  is  director  of  the  Fertility  Center 
of  North  Texas  and  is  clinical  professor, 
department  of  obstetrics  and  gynecology. 
The  University  of  Texas  Health  Science 
Center. 


R Edward  Carter,  MD 


JOHN  P.  McGovern,  MD,  Houston,  has 
been  appointed  by  Otis  R.  Bowen,  MD, 
secretary,  US  Dept  of  Health  and  Human 
Services,  to  a four-year  term  on  the  Na- 
tional Advisory  Council  on  Alcohol 
Abuse  and  Alcoholism.  Dr  McGovern  is 
the  founder  of  the  McGovern  Allergy 
Clinic  in  Houston. 

The  American  Society  of  Clinical  Pa- 
thologists and  the  College  of  American 
Pathologists  have  named  VERNIE  A. 
STEMBRIDGE,  MD,  the  recipient  of  the 
1987  Distinguished  Service  Award.  The 
award  is  presented  for  outstanding  con- 
tributions to  the  societies  and  to  pathol- 
ogy. Dr  Stembridge  is  chairman  and 
professor  in  the  department  of  pathology 
at  Southwestern  Medical  School,  The 
University  of  Texas  Health  Science  Cen- 
ter at  Dallas. 

LUCIUS  WAITES,  MD,  Dallas,  recently  re- 
ceived the  Orton  Dyslexia  Society’s  top 
award,  given  annually  to  the  individual 
who  has  contributed  the  most  to  dyslexia 
research  and  treatment.  Dr  Waites  is  di- 
rector of  the  Child  Development  Divi- 
sion at  Texas  Scottish  Rite  Hospital  for 
Crippled  Children.  He  established  the  di- 
vision in  1965  as  the  first  learning  center 
for  dyslexic  children  in  the  Southwest. 


John  P.  McGovern,  MD 
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Enhance  your  patient  communications  through  use  of  the 


TEXAS  MEDICAL  ASSOCIATION 


HeaUhWiSie  Senied 


A collection  of  health  education  brochures 


The  TMA  HealthWise  Series  is  a collection  of  15  brochures  on  a variety  of  health  topics  Each  is  designed  to 
provide  your  patients  valuable  information  and  positively  influence  their  health  care  habits.  The  collection  is 
easy  to  read  and  can  be  used  as  reception  area  reading  material  or  as  statement  stuffers. 

Each  brochure  costs  only  40  including  sales  tax,  postage  and  handling. 

Here's  a brief  description  of  each  one: 


Tobacco  Products:  Hazards  You  Could  Live  Without  discusses 
the  dangers  of  smoking  and  using  tobacco  products,  and 
offers  some  suggestions  tor  quitting. 

Give  Blood ...  So  Others  Can  Live!  answers  questions  about 
blood  donations,  including  how  to  donate  for  others  and 
yourself. 

The  Challenge  of  Medicine:  Becoming  a Physician  describes 
the  qualities  and  training  necessary  to  become  a physi- 
cian, and  discusses  the  range  of  health  careers  available. 

Accidents— They  Don't  Just  Happen  describes  the  ways 
people  can  avoid  accidents  at  home,  work,  and  at  play. 

Health  Fraud:  The  Voice  of  Misinformation  focuses  on  proven 
versus  unproven  methods  of  treatment,  the  need  for  ap- 
propriate treatment  of  chronic  illnesses,  and  what  you  can 
do  if  a treatment  is  suspect. 

Immunizations— Investing  in  a Healthy  Future  provides  an 
overview  of  the  value  and  effectiveness  of  immunizations 
for  both  children  and  adults. 

Putting  Together  the  Health  Care  Puzzle  describes  the  various 
ways  you  can  receive  health  care  including  solo  and 
group  practices,  HMOs,  PPOs,  IPAs,  and  ambulatory 
centers. 

Your  Health  is  in  Your  Hands  discusses  how  health  is  ulti- 
mately the  responsibility  of  the  individual  and  how  six 
health  habits  can  contribute  to  a longer,  healthier  life. 


Drunken  Driving:  Everyone's  Problem  describes  the  problem 
of  drinking  and  driving  and  what  you  can  do  to  help  get 
the  drunk  driver  off  the  road. 

You  and  Your  Doctor:  Partners  in  Health  Care  emphasizes  the 
need  for  good  communication  between  the  doctor  and 
patient  in  achieving  effective,  cost-efficient  health  care. 

Love  Sick:  Sexually  Transmitted  Diseases  answers  the  most 
frequently  asked  questions  about  sexually  transmitted  dis- 
eases and  tells  how  to  prevent  and  deal  with  these 
diseases. 

Click— the  Sound  of  Saving  a Life  discusses  the  value  and 
effectiveness  of  using  auto  safety  belts  and  child  restraints 
and  answers  some  of  the  most  frequently  asked  questions 
about  these  devices. 

Feeling  Good  Means  Being  Health-Wise  emphasizes  the  im- 
portance of  feeling  good  physically,  mentally,  and  emo- 
tionally and  suggests  ways  to  reduce  risks  to  overall 
health. 

Aging  in  Good  Health  tells  the  reader  how  to  prevent  acci- 
dents and  illnesses  and  describes  special  needs  of  the 
older  individual. 

Good  Health— Does  It  have  to  Cost  a Lot?  describes  the  fac- 
tors that  contribute  to  health  care  costs,  what  you  can  do 
to  lower  costs,  and  what  physicians  and  businesses  are 
doing  in  this  area. 


To  place  an  order  or  to  receive  o free  sample  set  of  the  15  brochures,  contact  the  Communication  Department,  Texas 
Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701, 512  477-6704. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Richard  B.  Ross,  Rick  D,  Bolin  Michael  Rollans 

Charles  F.  Curtice,  Daniel  S,  Marley  Suite  155,  7887  Katy  Freeway  Thomas  A.  Weisman 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Katy  Hollow  Office  Park  512  GPM  Life  Building 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  682-8024  San  Antonio,  TX  78216,  (512)  344-5901 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 
MEDICINE 

ALLERGY 

Arthur  T.  Pederse(i, 

CARDIOVASCUL 

Hugh  F.  Arnold, 
Michael  B.  Raine,  MD 
Michael  A.  Models|ki,  IV 
Sigmund  W.  Fried|and 
Boguslaw  Godlew^ki, 
John  W.  Kirk,  MD 

DERMATOLOGY 

Samuel  F.  Bean, 

ENDOCRINOLOGY  & 
METABOLIC  DISEAS 

Thomas  G.  Vandi 
R.  Frederick  Greg^ 
Thomas  J.  Hanso 
Richard  D.  Jablon 
Brian  R.  Tulloch, 

gastroenterOlo 

W.  Tom  Arnold,  M 
Belton  G.  Griffin,  MD 
Frederick  R.  Lumrrais, 
Dean  C.  Solcher,  MD 
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Convention  Facilities^ 
Ovtstanding 

Perhaps  the  nucleus  of  San  Antonio's 
charm  is  the  San  Antonio  River,  which 
meanders  its  way  through  the  heart  of 
downtown.  The  San  Antonio  Convention 
Center,  near  the  river  in  Hemisfair  Plaza, 
Is  the  focal  point  for  all  meetings  and 
exhibits  for  the  TMA  Session.  It  has  re- 
cently been  expanded  and  renovated 
and  is  an  exceptionally  fine  facility. 

Hotels  where  members  and  guests  will 
be  housed  are  clustered  around  the 
Plaza.  All  are  within  easy  walking  dis- 
tance of  the  Convention  Center  and 
many  also  are  accessible  by  river  barge 
taxi.  The  Hilton  Palacio  del  Rio  is  situ- 
ated on  the  Riverwalk  across  the  street 
from  the  Center,  next  door  to  La  Villita. 
San  Antonio  Marriott  Riverwalk  also  is 
directly  across  from  the  Convention 
Center  on  the  River.  Auxiliary  head- 
quarters, the  Hyatt  Regency  San  An- 
tonio, is  located  one  block  from  the 
Alamo. 

Scientific  Sessions,  House  of  Delegates 
and  Exhibits — San  Antonio  Convention 
Center 

Housing  for  Program  Participants;  Gen- 
eral Housing — Hilton  Palacio  del  Rio 

Business  Sessions  (Boards,  Councils, 
Committee  Meetings,  Delegates'  Hous- 
ing) — San  Antonio  Marriott  Riverwalk 

Auxiliary  Headquarters;  Auxiliary  and 
General  Housing — Hyatt  Regency 
San  Antonio 

General  Housing — Four  Seasons, 
Crockett  Hotel,  St.  Anthony  Inter- 
Continental Hotel,  La  Quinta- 
Convention  Center,  Emily  Morgan 
Hotel,  The  Fairmount  Hotel. 


Fecrtures 

Exhibits — Scientific,  Technical 

Section  Programs — Some  500  scientific 
presentations  in  Allergy,  Asthma  and 
Clinical  Immunology — Colon  and  Rectal 
Surgery — Digestive  Diseases — Diseases 
of  the  Chest — Endocrinology — Family 
Practice — Internal  Medicine — 
Neurological  Surgery — Neurology — 
Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — 
Oncology — Ophthalmology — 
Otolaryngology — Pathology — Pedi- 
atrics— Physical  Medicine  and  Re- 
habilitation— Plastic,  Reconstructive  and 
Maxillofacial  Surgery — Psychiatry — 
Public  Health — Radiology — Surgery — 
Urology. 


Benjamin  L Aaron,  MD 

Washington,  DC 

general  and  cardiothoracic  surgery 

Robin  A.  LaDue,  PhD 

Seattle,  Wash 
clinical  psychology 

Jack  Anderson 

Washington,  DC 
journalism  (author,  columnist) 

Bernard  Levin,  MD 

Houston,  Tex 

gastrointestinal  oncology;  digestive  diseases 

Hector  Battifora,  MD 

Duarte,  Calif 
pathology 

Kenneth  Luskey,  MD 

Dallas,  Tex 
internal  medicine 

Arnold  M.  Belker,  MD 

Louisville,  Ky 
urology 

John  S.  Meyer,  MD 

Houston,  Tex 

neurology  and  cerebrovascular  disease 

Thomas  E.  Bittker,  MD 

Phoenix,  Ariz 
behavioral  medicine 

George  A.  Ojemann,  MD 

Seattle,  Wash 
neurological  surgery 

M.  Donald  Blaufox,  MD,  PhD 

Bronx,  NY 

internal  and  nuclear  medicine 

Mercer  C.  Rang,  MB 

Toronto,  Ontario,  Canada 
othopaedic  surgery 

Paul  W.  Brand,  MB 

Carville,  La 
orthopaedic  surgery 

Robert  E.  Reisman,  MD 

Buffalo,  NY 

allergy  and  immunology 

John  W.  Chandler,  MD 

Madison,  Wis 
opthalmology 

Darrell  S.  Rigel,  MD 

New  York,  NY 
dermatology 

Donald  E.  Cook,  MD 

Greeley,  Colo 
pediatrics 

Jack  H.  Sheen,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 

Antonio  De  la  Cruz,  MD 

Los  Angeles,  Calif 
otolaryngology 

Ira  A.  Shulman,  MD 

Los  Angeles,  Calif 
pathology  (blood  banking) 

James  O.  Donaldson,  MD 

Farmington,  Conn 
neurology 

Kenneth  M.  Singer,  MD 

Eugene,  Ore 

orthopaedic  surgery  (sports  medicine) 

Bernard  T.  Ferrari,  MD 

New  Orleans,  La 
colon  and  rectal  surgery 

Raymond  G.  Slavin,  MD 

St.  Louis,  Mo 

allergy  and  immunology 

Martin  J.  Gaynes,  LLB 

Washington,  DC 
medicine  and  the  law 

Lee  E.  Smith,  MD 

Washington,  DC 
colon  and  rectal  surgery 

Richard  J.  Glassock,  MD 

Torrance,  Calif 
nephrology 

M.  Thomas  Summar,  MD 

Lombard,  III 

occupational  medicine  (otology) 

Richard  L Goode,  MD 

Palo  Alto,  Calif 
otolaryngology 

Norman  E.  Hugo,  MD 

New  York,  NY 

plastic  and  reconstructive  surgery 

Kenneth  R.  Kenyon,  MD 

Boston,  Mass 
ophthalmology 

Gary  T.  Kinasewitz,  MD 

Shreveport,  La 
pulmonary  disease 

Hueston  C.  King,  MD 

Venice,  Fla 
otolaryngic  allergy 

Kuros  Tabari,  MD 

Los  Gatos,  California 
plastic  surgery 

President,  National  Flying  Physicians  Association 

Michael  J.  Thorpy,  MD 

Bronx,  NY 

neurology  (sleep-wake  disorders) 

John  H.  Tinker,  MD 

Iowa  City,  Iowa 
anesthesiology 

Sarah  Weddington,  LLB 

Austin,  Tex 

law  (state-federal  relations) 

Robert  J.  White,  MD,  PhD 

Cleveland,  Ohio 

neurological  surgery  (brain  research) 

Specialty  Society  Programs — In  addition 


to  numerous  topics  of  general  interest, 
you  will  hove  on  opportunity  for  on  up- 
date on  your  own  particular  specialty. 

Sports/Alumni  Events — Tennis  tourna- 
ment, golf,  fun  run,  alumni  parties,  class 
reunions. 

Auxiliary  Program 

'Mission:  San  Antonio"  will  be  the 
heme  of  the  TMA  Auxiliary's  70th  an- 
luol  convention. 

'he  opening  day,  Wednesday,  May  1 1, 
vill  be  devoted  to  meetings  of  commit- 
ees  and  councils,  followed  by  a gala 
velcoming  reception.  The  House  of 
delegates  will  meet  and  county  auxil- 
ary achievement  awards  will  be  pre- 
ented  on  Thursday  morning.  The 
'hursday  luncheon  speaker  will  be 
loleen  Grissom,  Dean  of  Student  Af- 
airs  at  Trinity  University. 

he  1988-1989  board  will  meet  on  Fri- 
iay,  and  installation  of  officers  will  take 
)lace  during  luncheon,  which  will  fea- 
ure  Amy  Freeman  Lee,  a well-known 
ind  highly  visible  San  Antonio  humanist, 
irtist,  writer  and  lecturer. 

^ wide  array  of  special  optional  events 
i^ill  be  available.  They  include  a seminar 
Hassle-Free  Holidays,"a  cooking  dem- 
)nstration  by  Marina  Gonzalez  and  a 
Durof  San  Antonio's  famous  missions, 
a Tienda  Boutique,  which  features 
lothing,  jewelry,  gifts  and  accessories 
•om  auxiliary  members  in  business,  will 
e a feature  of  the  convention. 

or  additional  information,  contact  TMA 
auxiliary,  1801  North  Lamar  Blvd.,  Aus- 
n 78701  512/477-6704. 

tegistrcrtion 

here  is  no  registration  fee  for  members 
f the  Texas  Medical  Association,  for 
Deckers  and  exhibitors  in  the  annual 
sssion  program,  and  for  nonmembers 
jch  as  officially-invited  guests  of  the 
iSsociation. 

egistration  fees  are  charged  for  some 
onmember  categories,  and  these  are 
lentioned  below: 


Physicians 

$100 

Allied  Health  Disciplines — 
Nurses,  Technicians,  Medical 
Assistants 

$10 

In-Training — Interns, 

Residents,  Fellows 

$10 

Students 

$10 

Prospective  Exhibitors  and 
Approved  Visitors 

$50 

Spouses  of  Nonmember 
Physicians 

$10 

One  Location  for  Registration 
for  Session 


San  Antonio  Convention  Center 

Gallery,  S.  Alamo  Street  Entrance 

Wednesday,  May,  11,9  am-5:30  pm 
Thursday,  May  12,  7 am-5:30  pm 
Friday,  May  13,  7 am-5:30  pm 
Saturday,  May  14,  7 am-3:30  pm 

You  may  register  in  advance  of  the  ses- 
sion by  completing  the  Advance  Regis- 
tration Form  printed  here.  Pick  up  badge 
and  registration  materials  during  above 
hours. 


Good  friends,  great  food,  and  the  Big 
Band  Sound — San  Antonio  style — all 
come  together  Friday,  May  13,  when 
Texas  Medical  Association  and  Auxiliary 
members  stage  Fiesta  Friday  in  the 
North  Banquet  Hall,  San  Antonio  Con- 
vention Center,  6:30  pm  to  midnight. 

Take  time  for  a fun  time  in  a relaxed, 
casual  atmosphere.  Enjoy  the  tastes, 
the  sound,  the  sights  of  ole  San  Antone. 
Fiesta  tickets  are  $35  per  person  and  in- 
clude cocktails  throughout  the  evening, 
a complete  Mexican  dinner  and  sundae 
bar.  The  Paul  Elizondo  Big  Band  will  be 
there,  playing  your  kind  of  music.  Cock- 
tails, 6:30  pm;  dinner,  8 pm;  dancing, 

9 pm  to  midnight. 

For  those  wishing  to  join  their  friends  for 
cocktails  only,  6:30-8  pm,  tickets  are 
$10  per  person. 

Get  a group  together,  and  order  your 
tickets  soon!  Use  the  ticket  order  form 
printed  here. 


Early  Bird  Party- 
Come  to  the  Cabaret! 

Texas  Medical  Association  welcomes 
members  and  guests  to  an  Early  Bird 
Party,  Thursday,  May  12,  5:30-6:30  pm, 
in  the  patio  near  the  lagoon  of  the  San 
Antonio  Convention  Center.  Cabaret 
S.A.,  a sharp  and  lively  local  group  of 
talented,  energetic  performers,  will 
present  a 30-minute  show  of  first-class 
stage  entertainment  featuring  singing, 
dancing  and  a salute  to  Broadway  and 
Texas.  Music  will  be  provided  through- 
out the  hour.  Complimentary  light  hors 
d'oeuvres  and  a cash  bar  for  cocktails 
will  be  offered.  Plan  to  attend  the  open- 
ing social  event  of  the  TMA  1 21  st  An- 
nual Session.  Come  to  the  Cabaret! 

General  Meeting 
Luncheons  Fecrture  Two 
Exciting,  Informcrtive 
Speakers 

"You  Can  Make  a Difference"  is  Sarah 
Weddington's  topic  for  the  Friday,  May 
13,  General  Meeting  Luncheon  address. 
As  a lawyer  and  as  special  assistant  to 
President  Jimmy  Carter  for  Women's  and 
Minority  Affairs,  Weddington  has  been 
a pioneering  force  in  progress  in  the 
fields  of  I aw,  legislation  and  scholarship 
for  two  decades. 

She  served  as  a federal  lobbyist  for  the 
State  of  Texas  under  Governor  Mark 
White.  Weddington  has  been  named  an 
Outstanding  Young  American  Leader  by 
Time  magazine,  selected  as  one  of  the 
Ten  Outstanding  Women  in  America, 
and  named  Woman  of  the  Future  by 
Ladies  Home  Journal.  She  served  three 
terms  in  the  Texas  legislature. 

Jack  Anderson,  the  most  widely  syndi- 
cated columnist  in  the  world,  will  ad- 
dress "The  News  Behind  the  Headlines" 
in  his  General  Meeting  Luncheon  pre- 
sentation on  Saturday,  May  14.  A 
Pulitzer  Prize-winning  author  and  edi- 
torial writer,  he  has  explored  many 
issues — the  high  tech  challenge,  edu- 
cation and  the  21st  century  and  Ameri- 
can achievement. 

A patriot,  a futurist,  a premier  orator, 
Anderson's  influence  and  expertise  ex- 
tend beyond  the  role  of  journalist.  He 
is  Co-Chairman  of  the  National  Com- 
mission for  the  Prevention  of  Waste  in 
Government  Spending  (The  Grace 
Commission)  and  Chairman  of  the 
Young  Astronaut's  Council. 

Both  luncheons  are  scheduled  in  North 
Banquet  Hall,  San  Antonio  Convention 
Center,  12:15-1:30  pm.  Purchase  tickets 
($20  each)  in  advance  by  completing 
the  form  here. 


1988  Annual  Session  Advance  Registration  Form 


name 

address 

city 

state 

zip 

specialty 

Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fee 

□ Physician 

□ 50  Year  Club 

□ Speakers,  Exhibitors 

waived 

□ Intem/Resident/Fellow 

□ Hospital  Medical  Staff  Section  Representative 

□ TMA  and  County  Medical  Society  Staff 

waived 

□ Medical  Student 

□ TEXPAC 

and  Family 

$100 

□ TMA  Otficer 

□ TEXPAC  300  Club 

□ Physicians 

□ TMA  Trustee 

□ MSS  Executive  Council 

□ Interns,  Residents,  Fellows 

$10 

□ TMA  Delegate 

□ MSS  Chapter  Otficer 

□ Medical  Students 

$10 

□ TMA  Alternate  Delegate 

□ MSS  Chairman 

□ Allied  Health  Personnel 

$10 

□ TMA  Councilor 

□ TMA  Vice  Councilor 

□ RPS  Chairman 

□ RPS  Councilor 

□ Prospective  Exhibitors,  Approved  Visitors 

3^ 

□ TMA  Council/Committee 

□ RPS  Executive  Council 

Nonmember’s  Family 

$10 

n AMA  Member 

□ Speaker 

□ Family  of  Nonmembers 

□ AMA  Delegate 

□ AMA  Alternate  Delegate 

□ Scientific  Exhibitor 

□ Satisfying  state  level  meeting  requirement 

□ Children  (21  and  under) 

waived 

□ CMS  President 


Please  mail  check  and  registration  form  to;  Texas  Medical  Association  Finance  Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Advance  Ticket  Reservation  Form 


name 


address 


city  state  zip 

Avoid  the  lines,  the  last  minute  rush  and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Complete  the  advance  ticket  reservation 
order  form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registra- 
tion area  by  4 pm  previous  day  of  event.  Note  ticket  sales  location  and 
hours. 

Number  of  Function  and  Price  Amount 

Tickets  (Inclusive  of  Tox/Grotuity)  Enclosed 

Fiesta 

Cocktoils/Dinner/Donce 
Paul  Elizondo  Big  Band  Sound 

Friday,  May  13,  6:30  pm-12  midnight 

$35  per  person  

Fiesta 

Cocktails  Only 

Friday,  May  13,  6:30-8  pm 

$1 0 per  person  

General  Meeting  Luncheon 

Sarah  Weddington 

Friday,  May  13,  12:15-1 :30  pm 

$20  per  person  

General  Meeting  Luncheon 

Jock  Anderson 

Saturday,  May  14,  12:15-1:30  pm 

$20  per  person  


Final  Program  Order  Form 

The  Program  and  Abstracts  of  the  121st  Texas  Medical  Associa 
tion  Annual  Session  will  be  available  in  early  April.  If  yau  wish 
to  order  your  copy  in  advance,  please  return  this  coupon  with 
a check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1 801  North  Lamar  Blvd.,  Austin,  Texas  78701 . 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  121st 
Annual  Session  to: 


name 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


TOTAL  $ 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  6. 
No  refunds  after  April  27. 

Please  complete  and  return  before  April  6 to:  Texas  Medical  Association, 
Finance  Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  7870?. 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  San 
Antonio  Convention  & Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 

San  Antonio  Convention 

& Visitors  Bureau 

P.O.Box  2277 

San  Antonio,  Texas  78298 

Do  not  send  housing  form  to  Texas 
Medical  Association.  This  will  only  de- 
lay your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reser- 
vations directly,  and  telephone  requests 
cannot  be  accepted. 

List  six  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  20 

Confirmations 

Room  confirmation  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
(Housing  Bureau.  Please  check  it  care- 
I fully  to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  any  room  deposit  with 
Housing  Form.  Should  a deposit  be  re- 
quired, the  hotel  will  request  it. 
Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed  di- 
rectly to  the  hotel. 

Changes  and  Cancellations 

Any  changes  in  room  reservations,  ar- 
rival or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

■All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your  no- 
tice of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  ar- 
rival or  your  deposit  cannot  be  re- 
funded. Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

^pril  20 


2.  The  Emily  Morgan  (TEM) 

705  East  Houston  Street 
(General  Housing) 

Single  $65 
Double  $75 

3.  The  Fairmount  (FRM) 

401  South  Alamo 
(General  Housing) 

Single  $95 
Double  $105 

4.  Four  Seasons  Son  Antonio  (FSE) 

555  South  Alamo 
(General  Housing) 

Single  $90 
Double  $100 

*5.  Hilton  Polacio  del  Rio  (HPR) 

200  South  Alamo 

(Housing  for  Program  Participants; 
General  Housing) 

Single  $86 
Double  $98 

*6.  Hyatt  Regency  San  Antonio  (HYR) 

1 23  Losoya 

(Auxiliary  Headquarters;  Auxiliary 
and  General  Housing) 

Single  $84 
Double  $95 


7.  La  Quinta-Convention  Center  (LQCj 

1001  East  Commerce 
(General  Housing) 

Single  $50 
Double  $60 

8.  St.  Anthony  Inter-Continental  (SAI) 

300  East  Travis 
(General  Housing) 

Single  $79 
Double  $89 

*9.  San  Antonio  Marriott  Riverwalk 
(SAM) 

71 1 East  Riverwalk 
(Boards,  Council,  Committee  Meet- 
ings; Delegates  Housing) 

Single  $84 
Double  $95 

A San  Antonio  Convention  Center 

200  East  Market 

(Scientific  Sessions,  House  of  Dele- 
gates Meeting,  Exhibits) 

The  above  room  rates  do  not  include 
13%  occupancy  tax  and  daily  parking 
fees. 

* Headquarters  Hotels 


1.  The  Crockett  (CRO) 

320  Bonham 
(General  Housing) 

Single  $65 
Double  $75 


X 


FOR  HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Texas  Medical  Association 
121st  Annual  Session 
May  12-15,  1988 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 


TMA  HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


TELEPHONE  REQUESTS  NOT  ACCEPTED. 

PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION  WILL  FOLLOW  FROJ 


HOTEL. 

PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary. 
(NAME  OF  PERSON  REQUESTING  ROOMS) 


RESERVATION  CUTOFF  DATE 


April  20,  1988 


(LA 

ST  N/ 

VME) 

(FIRST) 

(NA 

ME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 


(STATE) 


(ZIP  — USA) 


(COUNTRY) 


(AREA  CODE) 


(PHONE  NUMBER) 


INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice. 

FIRST  CHOICE  □ □ □ SECOND  CHOICE 

(HOTEL  CODE) 


Request  will  not  be  processed  without  SIX  choices. 

□ □ □ THIRD  CHOICE  □ □ c 


(HOTEL  CODE) 


(HOTEL  CODE 


FOURTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


FIFTH  CHOICE  Q O O 

SIXTH  CHOICE  O Q C 

(HOTEL  CODE) 

(HOTEL  CODE 

INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2 SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 
3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 
4 PRINT  OR  TYPE  LAST  NAME  FIRST 

NOTE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  ( 

referral  system  determined  by  your  association. 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


(Type  of  card  AE,  MC.  VISA)  (Credit  card  number)  (Expiration  date) 


fsiiFST  NAMF/<;  (PRINT  I ART  NAME  FIRST)  P + 1 — Parlor  & one  bedrjpqm P * 2 — Parlor  & tviro  bedrooms__ 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  ^Triple 

Double Quad 

Twin  P * 1 

Dbl/Dbl_P  ♦ 2 

ARR  DATE  DEP.  DATE  

APR  TIMF  n AM  □ PM  (Check  0 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

2 

3 

4 

ROOM 

NO.  2 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P • 1 

_Dbl/Dbl  _P  ‘ 2 

ARR  DATE DEP.  DATE  

2 

ARR.  TIME  □ AM  □ PM  (Check  0 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 

NO.  3 

1 

CHECK  ONE 

Single  __Triple 

Double  Quad 

ARR  DATE  _DEP.  DATE  

2 

ARR  TiMF  □ AM  □ PM  (Check  0 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

Twin  _P  ♦ 1 

_Dbl/Dbl  _J>  ♦ 2 

4 

NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Tsnuiis 


We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
^ I Force  missioh.  For  those  who  quaiify, 

- \ retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
weekend  a month  pius  two  weeks  a 
year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
'.^f^  country. 


‘V 


< 1 


CALL:  (512)  385-1816 

Or  Fill  Out  Coupon  and  Mail  Todayl 


To:  Air  Force  Reserve  Recruiting  Oftice 
Health  Prolessions  Recruiting,  10  AF/RSH 
Bergstrom  AFB,  TX  787A3-6002 


Name . 


Address . 


Cltv- 


. State . 


.Zip. 


Phone . 


-Prior  Service?  Yes . 


-No. 


Medical  Specialty . 


-Date  of  Birth . 


am  FORtX  RESERVE 


10-815-003 


A GREAT  WAY  TO  SERVE 


The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  In: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


1 


Pnm  oailiwdys  page  63 

Family  P?~dclioe  Reoertifiealion* 


JULY  1987  .'  VOL  9,  NO  7 


< LINK  Al.  .\H  rif.I.I.S 


Ivndomcirial  Caiuor:  Causes  ancJ  PtUiem  Evaluaiion 
m Ertin  ManuKeinerit  in  Primary  Care 

<'ontrolUng  Side  Efforts  of  Antipsy<  hotic  Oruj^s. 
Part  .i:  Extrapyramiriai 

Gsiooporosis.  Pan  2:  Po\'ontion  aiui  Tronimont 


Kcr.piNo  Cl  miH.N  I 


.\ssf,sstn>{  liniMimu'nl  of  lilclcrt\ 

Koiainr  RatlioloHit  al  Tcstinsfor 
U<'S|>ira«)r>  lllnc-ss 
I’sMiM  I'lirH.sound  to  Pt-ieci  Ilip 
Aimorinnilllos 

Piaj^noslns  Hone  Intcttion  I’nder 
I^rssiire  Sores 

SIomIiis  l^ojiression  of  Dialx-lit 
MephroparhN 

Kehavlonil  DIsortIrrs  .Vinoii){ 
Children  of  AUohoHc  l-.ithers 
Catheter  llriciled  Se|>ti(  Central 
N’cnoiis  ThroinlMisis 


NVlilulr.O'inn  P.iiients  |-‘rom 
Aniihvpenen.siNe  !>rii«  I herapy 
Ctvsare.in  Set  tion  and  Infani 
Snr\hal 

I*re\eniin8  Neonatal  (irtnip  H 
Sirepiot  o(  t al  l)isea.se 
Ui.iXtioslnx  At  me  Scrotal  Haiti 

l'rlnar>  rr.ui  Inrections  ArnoiiK 

L'lU  ircuini  l.setl  Infants 
ColonosiopM  Delecting  Ket  nrreni 
ta»lt»ref  i.ii  Cant  er 
Snr8it  .ll  yPinaKt'inent  tif  Chronic 
Intestinal  Ist  iu-inia 
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A public  service  message  of  this  publication.  The  Ad  Council  and  The  Society  of  Professional  Journalists.  ■■ 

(Sw 

Texas  Median 


NASA  was  warned  that  0-rings  could  not  withstand  freezing  temperatures. 


If  the  press  didn’t  tell  us,\\ho  would? 

To  get  printed  information  on  the  role  of  a free  press  and  how  it  protects  your  rights, 
or  to  discuss  any  free  press  issue,  call  the  First  Amendment  Center  at  1-800-542-1600. 


mf/mm 

Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 


CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION 

EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X 

X 

X 

OXYCODONE 

XX 

XX 

XX 

XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.' 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanGOmg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic 


:^Ji'Sp!^ify  "Dispense  as  written"  for  the  origina 


.•  • } - :-v  • 


hydrocodone  analgesic. 


^ ^ ^^'‘4  iN^iC^tiONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 

;■  ,i  =t'-  i Wyri'  eONTRAJNDtCATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

■ WARNINGS: 

■ >■  DrugAbuseandOependence:  VICODIN*  issubjecttotheFederalControlledSubstancesAct 


(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 


Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

SpMial  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syncirome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related 
The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1.  Hopkinson  JH  III;  Curr  TherRes  24:  503-516,  1978 
2 Beaver,  WT  Arch  Intern  Med,  141  293-300,  1981 


Knoll  Pharmaceuticals, 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 


BASF  Group 

>?'  1986,  BASF  K&F  Corporation 


5768/9-86 


Printed  in  U.S.A 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
lorming)  with  acetaminophen  500  mg. 


Accounts  Receivable: 

I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 

Practice  

Address 

City  State Zip Phone 

Send  to:  I.C.  System,  Inc. 

444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 


DEWEY  W,  JOHNSTON,  MD 


Measuring 

the  quality  of  care 


Dewey  W.  Johnston. 
MD,  Cantey,  Hanger, 
Gooch,  Munn  and  Col 
lins,  2100  Interfirst 
Tower,  Ft  Worth,  TX 
76102. 
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The  quality  of  health  care  has  been  subject  to 
much  rhetoric.  Attempts  to  define  quality  have 
been  met  with  little  enthusiasm  and  less  accep- 
tance by  physicians  in  general  The  AMA  in  1986 
outlined  certain  elements  of  “high  quality"  care. 
The  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  has  changed  its  recom- 
mended approach  almost  yearly.  The  American 
College  of  Surgeons  has  issued  a new  patient  safety 
manual  that  emphasizes  “adverse  outcomes 
screening  atid  integration  of  risk  management 
and  quality  assurance  activities.  ” The  Health  Care 
Financing  Administration  (HCFAJ  continues  to  re- 
lease hospital -specific  mortality  figures  to  the  pub- 
lic, the  inference  being  that  this  may  be  indicative 
of  quality.  Adjusting  such  data  for  severity  of  ill- 
ness poses  a real  challenge  to  data  analysts. 

The  measurement  of  favorable  outcomes  per- 
haps will  be  comparable  to  the  measurement  of 
adverse  outcomes.  Physicians  cannot  afford  to 
avoid  the  process  at  their  local  institutions.  Only 
they  can  be  patients’  advocates  as  further  attempts 
at  cost  restraints  may  affect  the  quality  of  care. 

KEY  WORDS:  HEALTH  CARE,  QUAUTT’,  PRO,  HCFA,  RISK  MAN- 
AGEMENT. UTIUZATION  MANAGEMENT. 


The  definition  of  quality  health  care,  although 
much  discussed,  is  elusive.  Through  reports 
of  its  Council  on  Medical  Services,  the  Ameri- 
can Medical  Association  in  June  of  1986  defined 
“high  quality”  care  as  that  “which  is  consistently  re- 
lated to  favorable  patient  outcomes.”  The  report 
outlined  eight  elements  of  “high-quality”  care,  but 
acknowledged  the  need  to  develop  “more  precise 
and  meaningful  criteria  of  favorable  outcomes  ( 1 ). 
The  adoption  of  the  council  report  reflects  physi- 
cians’ growing  concern  about  the  effect  of  cost  re- 
straints (ie,  as  seen  in  fixed  pricing  of  Medicare  and 
Medicaid ) and  “utilization  management”  on  the 
quality  of  patient  care.  The  multiplicity  of  fourth- 
party  audit  organizations  in  the  government  and  pri- 
vate sector  places  a considerable  burden,  practically 
and  legally,  on  the  hospital  and  physician  ( 2 ). 

Since  favorable  outcomes  may  be  difficult  to  de- 
fine because  of  factors  related  to  age,  physical  flinc- 
tion,  emotional  and  intellectual  performance,  and 
socioeconomic  status,  we  are  entering  an  era  of 
measuring  adverse  outcomes  with  the  inference 
being  that  among  hospitals  and  physicians  this  is  a 
measure  of  quality.  This  seems  consistent  with  the 
report  of  the  AMA  Council  on  Medical  Services  as  to 
elements  of  quality  care. 

Texas  PRO 

The  1986  national  release  of  crude  mortality  data 
for  hospitals  was  followed  by  releases  relating  to 


mortality  rates  for  coronary  artery  bypass  proce- 
dures. Additional  public  release  of  data  was  due  in 
December  1987.  In  1986  public  meetings,  represen- 
tatives of  the  Texas  Medical  Foundation  (the  Texas 
professional  review  organization,  or  PRO)  an- 
nounced that  based  on  data  acquired  during  the 
past  two  years,  ten  “providers”  and  23  “practi- 
tioners” had  been  identified  for  focused  review  and 
consideration  of  “corrective  action”  based  on  as- 
sessments of  mortality  risk. 

The  Texas  Medical  Foundation  (TMF)  has  issued 
its  Medical  Peer  Review  Manual  for  Hospitals  ( 3 ) 
which,  as  part  of  the  two-year  TMF  contract 
( 1986- 1988)  with  the  Health  Care  Financing  Ad- 
ministration (HCFA),  outlines  the  objectives  and 
work  program  of  the  Texas  PRO.  The  stated  objec-  1 
tives  are: 

A.  To  eliminate  adverse  outcomes  including  “pre-[ 

mature  discharges”  by  maintaining  a database  on  | 
hospitals  and  physicians  as  to  their  respective  “pro- 
files.” Their  objectives  include  reducing  the  “risk  of 
mortality”  for  selected  providers  and  practitioners 
by  70%  by  1988.  The  “study”  focuses  on  the  “risk 
of  mortality”  for  pneumonia  with  complications,  i 
deaths  from  myocardial  infarction,  heart  failure  with 
shock,  major  joint  procedures,  coronary  artery  by-  j 
pass,  and  cerebrovascular  disorders.  ! 

B.  To  reduce  unnecessary  admissions  and/or  pro- 1 

cedures.  Twenty-six  hospitals  have  been  identified  ! 
for  a reduction  of  85%  in  unnecessary  admissions  j 
and/or  procedures  by  September  1988.  | 

Fourteen  conditions  have  been  targeted  for  this  j 
objective:  gastrointestinal  disorders  (miscellane-  j 

ous ),  other  digestive  system  diagnoses,  medical 
back  problems,  hypertension,  breast  biopsy,  urinary  j 
tract  signs  and  symptoms,  uncomplicated  peptic  ul-  I 
cer,  disturbed  equilibrium,  respiratory  illness,  foot 
procedures,  and  red  blood  cell  disorders.  If  the 
chart  is  reviewed  for  any  of  the  above  conditions,  it 
will  also  be  subjected  to  the  screening  criteria  listed 
in  Fig  1. 

A massive  amount  of  data  which  are  hospital-, 
physician-,  and  condition-specific  will  be  acquired. 
Hospital  data  are  subject  to  public  release. 

Section  1 1 56  of  the  Social  Security  Act  defines 
the  authority  of  the  PRO  to  recommend  sanctions. 
Part  474  of  Federal  Regulations  (Federal  Register, 
April  17,  1985)  outlines  the  sanction  process  for 
substantial  violations  and  for  gross  and  flagrant  vio- 
lations. The  TMF  protocol  for  sanctions,  (Exhibit  7 
of  the  TMF  manual ) should  be  taken  seriously  by 
hospital  administration.  Counsel  should  be  sought 
early — late  may  be  too  late.  In  the  spring  of  1987, 
the  PRO  sanction  process  was  challenged  in  federal 
court  by  the  AMA  and  the  American  Association  of 
Retired  Persons,  resulting  in  modification  of  the 
procedures  which  incorporated  additional  due  pro- 
cess safeguards  (4,5). 
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Risk  management 

Quality  assessment  and  risk  management  are  in- 
separable and  their  databases  overlap.  Occurrence 
reporting  originated  as  a risk  management  tool  and 
its  database  followed  a “safety  model.”  In  more  re- 
cent times,  the  shift  of  emphasis  has  been  toward  a 


“patient  injury  ” model  which  requires  active  review 
of  and  by  the  medical  staff.  The  criteria  or  screens 
are  those  relating  to  adverse  outcomes,  in  contrast 
to  criteria  relating  to  structure  or  process  (6). 

The  American  College  of  Surgeons  published  the 
second  edition  of  its  “Patient  Safety  Manual”  in 


I.  Texas  PRO  "generic  quality  screens.  ’’  (From  Texas  Medical  Foundation  Peer  Review  Manual  for  flospi- 
tals.  Sept  20,  1986. ) 


1 . Adequacy’  of  discharge  planning* 

A.  No  documented  plan  for  appropriate  follow-up 
care  or  discharge  planning  as  necessary,  with  con- 
sideration of  physical,  emotional  and  mental 
status/needs  at  the  time  of  discharge. 

2.  Medical  stability  of  patient  at  discharge 

A.  BP  on  day  before  or  day  of  discharge:  systolic  less 
than  85  or  greater  than  180;  diastolic  less  than  50 
or  greater  than  110. 

B.  Temperature  on  day  before  or  day  of  discharge 
greater  than  101  degrees  oral  (rectal  102  degrees). 

C.  Pulse  less  than  50  (or  45  if  the  patient  is  on  a 
beta  blocker),  or  greater  than  120  within  24  hours 
of  discharge. 

D.  Abnormal  results  of  diagnostic  services  which  are 
not  addressed  or  explained  in  the  medical  record. 

E.  IV  fluid  or  drugs  on  the  day  of  discharge  (ex- 
cludes KVOs,  antibiotics,  chemotherapy  or  total  par- 
enteral nutrition). 

F.  Purulent  or  bloody  drainage  of  postoperative 
wound  within  24  hours  prior  to  discharge. 

3.  Deaths 

A.  During  or  following  elective  surgery. 

B.  Following  return  to  intensive  care  unit,  coronary 
care,  or  special  care  unit  within  24  hours  of  being 
transferred  out. 

C.  Other  unexpected  death. 

4.  Nosocomial  infections 

A.  Temperature  increase  of  more  than  2 degrees 
more  than  72  hours  from  admission. 

B.  Indication  of  an  infection  following  an  invasive 

[ procedure  (eg,  suctioning,  catheter  insertion,  tube 
I feedings,  surgery,  etc). 

I 

1 5.  Surgical  problems 

j A.  Unscheduled  return  to  surgery  within  same  ad- 
I mission  for  same  conditions  as  previous  surgery. 

I B.  Unscheduled  return  to  surgery  within  same  ad- 
mission to  correct  operative  problem. 

C.  Unplanned  removal  or  repair  of  a normal  organ 
(ie,  removal  or  repair  not  addressed  in  operative 
consent ). 


6.  Trauma  suffered  in  the  hospital 

A.  Fall  with  injury  or  untoward  effect  ( including  but 
not  limited  to  fracture,  dislocation,  concussion,  lac- 
eration, etc).* 

B.  Life-threatening  complications  of  anesthesia. 

C.  Life-threatening  transfusion  error  or  reaction. 

D.  Hospital  acquired  decubitus  ulcer. 

E.  Care  resulting  in  serious  or  life-threatening  com- 
plications, not  related  to  admitting  signs  and  symp- 
toms, including,  but  not  limited  to,  the  neurological, 
endocrine,  cardiovascular,  renal  or  respiratory’  body 
systems  (eg,  resulting  in  dialysis,  unplanned  transfer 
to  special  unit,  lengthened  hospital  stay). 

7.  Major  adverse  drug  reaction  or  medication  error 
with  serious  potential  for  harm  or  resulting  in  spe- 
cial measures  to  correct  (eg,  intubation,  cardiopul- 
monary' resuscitation,  gastric  lavage). 

A.  Incorrect  drug  ordered  by  physician  (eg,  incon- 
sistent with  diagnostic  studies  or  the  patient’s  his- 
tory of  drug  allergy' ). 

B.  No  diagnostic  studies  to  confirm  which  drug  is 
correct  to  administer  (eg,  culture  and  sensitivity). 

C.  Serum  drug  levels  not  performed  as  needed. 

D.  Diagnostic  studies  or  other  measures  for  side 
effects  not  performed  as  needed  (eg,  BUN,  crea- 
tinine, intake  and  output ). 

8.  Other  quality  problems) 

A.  ITierapy,  test(s),  procedure(s)  medically  unnec- 
essary or  inappropriate. 

B.  Therapy,  diagnostic  test,  consultation  indicated 
but  not  ordered. 

C.  Diagnostic  test,  therapy,  or  consultation  ordered, 
but  delayed  or  not  done. 

D.  Medical  problem  not  identified  or  managed 
improperly. 

9.  Premature  discharge 

A.  Case  referred  to  physician  advisor  to  evaluate  a 
potential  premature  discharge  (ie,  the  case  failed 
discharge  and/or  generic  quality  screens ). 


* Identify  on  Quality  Assurance  worksheet  but  do  not  refer  to  a PA 
I (Additional  TMF  PROT  Generic  Quality  Screens 
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1985  (7).  This  document  reviews  the  history  of  ad- 
verse outcome  reporting  and  is  a “state  of  the  art” 
document  of  current  methodology  using  “generic 
screens.”  Again,  a massive  amount  of  data  are  gener- 
ated and  must  be  “handled”  by  joint  efforts  of  hospi- 
tal administration  and  medical  staff. 

Liability  carriers  are  now  insisting  on  at  least  a 
moderate  degree  of  sophistication  in  such  an  on- 
going program  before  they  will  even  consider  any 
type  of  liability  coverage  for  the  hospital.  The  inte- 
gration of  quality  assessment,  risk  management,  and 
utilization  management  is  now  imperative. 

JCAHO 

The  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations  (formerly  the  Joint  Com- 
mission on  Accreditation  of  Hospitals)  has  once 
again  changed  its  direction  as  it  relates  to  quality  as- 
surance standards.  Dennis  O’Leary,  MD,  JCAHO 
president,  has  said:  “We  now  have  the  fundamental 
knowledge  and  methodology  to  begin  to  define  and 
measure  the  quality  of  care  hospitals  provide”  (8). 
The  new  program  visualizes  gathering  of  data  from 
hospitals  and  the  development  of  aggregate  and 
facility-specific  outcomes  by  procedure  or  diag- 
nosis. A JCAHO  spokesman  stated  the  JCAHO’s  role 
is  to  gather  and  provide  information.  The  effort  is  to 
evolve  over  the  next  five  years.  The  ramifications, 
especially  as  to  release  of  such  data,  are  hard  to 
predict. 

JCAHO  has  proposed  the  “first  of  a number  of 
standards”  pertaining  to  the  integration  of  quality 
assessment  and  risk  management  and  their  over- 
lapping databases.  Emphasis  is  placed  on  the  medi- 
cal staff’s  involvement — especially  in  the  area  of 
credentialing  (9). 

It  is  the  organization’s  stated  intent  of  the  JCAHO 
to  help  facilities  prepare  for  more  data  releases  from 
HCFA.  The  JCAHO  will  also  release  aggregate  data, 
and  will  “study  the  wisdom  of  releasing  sensitive 
institutional-specific  data”  (10). 

Summary 

Intrinsic  and  extrinsic  forces  are  targeting  hospitals 
and  their  untapped  health  care  data  in  an  effort  to 
measure  quality  patient  care.  Whether  adverse  out- 
come screening  will  be  equivalent  to  measuring 
“favorable  outcomes,”  as  proposed  by  AMA,  remains 
to  be  seen.  A major  challenge  in  reporting  clinical 
outcome  data  is  to  make  sure  raw  data  are  adjusted 
for  severity  of  illness  or  case-mix  of  the  facility.  If 
data  are  to  be  used  for  comparative  purposes,  there 
must  be  consistency  across  the  system  in  the  data 
gathering  and  analysis. 

Whatever  evolves,  it  is  clear  that  hospitals  must 
prepare  for  the  onslaught  of  public  data  releases. 
Hospitals  and  their  medical  staffs  must  give  the 
measurement  of  quality  the  attention  it  deserves — 


especially  in  the  current  environment  where  third- 
party  payers  are  too  often  interested  only  in  costs. 
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The  organic  acidemias  are  inherited  metabolic 
disorders  characterized  by  a wide  spectrum  of 
clinical  manifestations  atid  laboratory  findings. 
We  report  the  association  of  cerebellar,  thalamic, 
and  intraventricular  hemorrhages  Ui  an  infant 
with  propionic  acidemia.  When  combined  with 
two  recent  reports  of  intracerebellar  hemorrhage 
in  three  infants  with  propionic,  methylmalonic, 
and  isovaleric  acidemias,  respectively,  it  is  appar- 
ent that  infants  with  organic  acidemia  are  at  risk 
for  developitig  intracranial  hemorrhage.  In  par- 
ticular, intracerebellar  hemorrhage  must  be  con- 
sidered when  there  is  acute  deterioration  in  the 
condition  of  a child  with  organic  acidemia  and 
appropriate  evaluation  must  be  undertaken. 

KFV  WORDS:  INTRACRANIAL  HEMORRHAGE,  ORGANIC 
ACIDEMIA,  INBORN  ERROR  OF  METABOUSM. 


The  organic  acidemias  are  rare  inborn  errors 
of  metabolism  characterized  by  a wide  spec- 
trum of  clinical  and  biochemical  findings  ( 1 ). 
Intracranial  hemorrhages  are  commonly  seen  in  the 
premature  infant  ( 2 ),  but  are  considered  rare  in 
infants  born  at  term  (3)-  We  recently  cared  for  a 
full-term  infant  with  propionic  acidemia»who  had 
multiple  intracranial  hemorrhages,  a finding  only  re- 
cently recognized  as  being  associated  with  this  dis- 
order ( 4,5 ).  We  report  this  case  and  review  the 
association  of  intracranial  hemorrhages  with  organic 
acidemias  in  order  that  pediatricians  may  recognize 
the  bleeding  as  a possible  complication  of  these 
disorders. 

Case  report 

A 2,75()-gm  male  infant  was  born  at  term  to  a 23- 
year-old  woman  with  a history  of  one  previous  mid- 
trimester miscarriage.  The  pregnancy,  labor, 
and  delivery  were  uneventful  and  the  infant  was 
discharged  at  1 8 hours  of  age.  He  did  well  until 
the  fourth  day  of  life  when  feeding  difficulties, 
tachypnea,  lethargy  , and  dehydration  were  noted. 
The  infant  was  taken  to  a local  hospital  where  an 
evaluation  for  sepsis  was  performed.  Initial  therapy 
included  intravenous  administration  of  fluid  and 
antibiotics  ( ampicillin  and  gentamicin ).  His  condi- 
tion deteriorated  during  the  next  24  hours.  He  was 
noted  to  have  a profound  metabolic  acidosis,  with 
an  anion  gap  of  30  mEq/L  During  the  initial  24-hour 
period,  he  received  a total  of  5 mEq/kg  of  sodium 
bicarbonate  intravenously.  The  child  was  then  trans- 
ferred to  Brooke  Army  Medical  Center  for  further 


The  opinions  or  assertions  contained  herein  are  the  pri- 
vate views  of  the  authors  and  are  not  to  be  construed  as 
official  or  as  reflecting  the  views  of  the  Department  of  the 
Army  or  the  Department  of  Defense. 


evaluation  and  management. 

At  BAMC,  the  baby  was  noted  to  have  ketonuria 
and  to  be  hypocalcemic  [2.4  mg/dL  (0.60  mmol/L)], 
hyperammonemic  [865  gg/dL  (505  gmol/L)],  and 
pancy  topenic.  Despite  the  administration  of  1 4 
mEq/kg  of  sodium  bicarbonate  during  the  second 
hospital  day,  the  metabolic  acidosis  persisted  (with 
an  anion  gap  continuing  above  22  mEq/L).  The 
urine  glycine  level  was  4,520  pmol/day  (normal 
0.20-65  p-mol/day)  and  the  serum  propionic  acid 
concentration  was  133  mg/dL  (normal  <0.25  mg/ 
dL).  The  infant  had  both  focal  and  generalized  sei- 
zures. He  was  hypotonic  without  any  spontaneous 
respiratory'  efforts.  Protein  was  eliminated  from  his 
intravenous  fluid,  and  therapy  with  biotin  (10  mg/ 
day  orally  ) and  cobalamin  ( 2 mg/day  intramuscu- 
larly) was  administered.  Three  double  volume  ex- 
change transfusions  were  performed,  resulting  in 
the  decrease  of  the  serum  ammonia  level  to  less 
than  100  |jLg/dL(60  gmol/L).  Despite  platelet 
eounts  as  low  as  4,000  cu  mm,  no  aetive  bleeding 
was  noted.  An  ultr^ound  sean  of  the  head  on  the 
fourth  hospital  day  was  normal.  The  child’s  condi- 
tion stabilized  during  the  next  week.  The  platelet 
count  remained  less  than  30,000  cu  mm  without  ac- 
tive bleeding.  The  prothrombin  time  and  partial 
thromboplastin  time  were  normal  throughout  the 
infant’s  course. 

On  the  eleventh  hospital  day,  the  child’s  head  cir- 
cumference acutely  increased  and  widening  of  the 
sutures  was  noted.  A cranial  ultrasound  scan  re- 
vealed thalamic  and  intraventricular  hemorrhages 
( Fig  1 ).  These  findings  were  eonfirmed  by  CT  scan, 
which  additionally  demonstrated  ventriculomegaly 
and  extensive  demyelination  ( Fig  2 ).  Rapidly  pro- 
gressing hydroeephalus  subsequently  developed.  An 
intraventrieular  reservoir  was  placed  in  an  effort  to 
mitigate  the  hydrocephalus  via  intermittent  cere- 
brospinal fluid  removal.  An  intracerebellar  hemor- 
rhage was  found  on  a subsequent  CT  scan.  Several 
weeks  later,  the  ehild  had  another  acute  increase  in 
his  head  cireumference.  Evaluation  at  that  time  re- 
vealed E coli  ventriculitis.  Despite  the  administra- 
tion of  systemic  and  intraventricular  antibiotics 
(gentamicin,  ceftazidime),  the  child  died  on  the 
46th  hospital  day. 

Postmortem  examination  corroborated  the  previ- 
ous findings  of  the  CT  scans  and  cranial  ultrasound 
scan  (Figs  3,  4).  The  brain  weighed  375  gm  (ex- 
pected weight,  500  gm ).  Serial  sectioning  of  the 
cerebral  cortex  disclosed  total  malacia  of  the  cen- 
trum semiovale  with  extensive  cavitation.  The 
lateral  and  third  ventricles  were  markedly  dilated. 
The  older,  more  organized  thalamic  hemorrhage 
compressed  the  upper  segment  of  the  slit-like  aque- 
duct. Additionally,  there  was  a more  recent,  bi- 
lateral, intracerebellar  hemorrhage  in  the  region 
around  the  moderately  dilated  fourth  ventricle.  A 
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subarachnoid  purulent  collection  above  the  cere- 
bellum was  positive  on  culture  for  E coli.  Micro- 
seopic  examination  revealed  extensive  lysis  of  the 
eerebral  white  matter  with  reactive  glial  cells  in  the 
perivascular  regions.  Numerous  Alzheimer’s  type  11 
astrocy  tes  (with  hydropic  nuclei)  were  seen  in  the 
cortex  and  basal  ganglia.  Sections  of  the  basal  gang- 
lia demonstrated  multiple  areas  of  dystrophic  cal- 
cifications and  active  spongiotic  degeneration.  The 
white  matter  of  the  pons  was  remarkable  for  a mod- 
erate degree  of  reactive  gliosis  with  prominent  glit- 
ter cells  in  this  region.  There  was  also  prominent 
vacuolization  of  the  cytoplasm  within  the  descend- 
ing tracts  and  microcalcifications  were  present 
within  the  neuropil  in  these  regions. 

Discussion 

Propionic  acidemia  is  an  overwhelming  metabolic 
disorder,  usually  presenting  during  the  first  week  of 
life  (6,7).  Propionic  acid  is  an  intermediate  in  the 
catabolism  of  lipid  and  protein.  Propionyl  CoA  car- 
boxylase is  a mitochondrial,  biotin-requiring  en- 
zyme that  catalyzes  the  conversion  of  propionyl 
CoA  to  methylmalonyl  CoA,  which  in  turn  enters 
the  tricarboxylic  acid  cycle  via  succinyl  CoA.  A defi- 
ciency in  this  enzyme  results  in  an  accumulation  of 
propionic  acid  (6,7). 

Most  affected  infants  appear  normal  at  birth. 
Symptoms  typically  occur  after  the  infant  has  re- 
ceived protein-containing  nourishment  for  several 
days.  Propionic  acidemia  is  characterized  by  promi- 
nent neurological  dysfunction  including  lethargy, 
feeding  difficulties,  hypotonia,  coma,  and  seizures 
(1,6—8).  Additional  features  of  the  disorder  include 
hypocalcemia,  pancytopenia,  metabolic  acidosis, 
ketonuria,  tachypnea,  and  hyperammonemia  (7-9). 
Although  affected  infants  usually  die  in  infancy, 
long-term  survival  has  been  described  following 
early  diagnosis  and  treatment  ( 7 ). 

A review  of  the  disorder  based  on  data  collected 
from  65  patients  with  propionic  acidemia  did  not 
mention  intracranial  hemorrhage  as  a manifestation 
(7).  Similarly,  some  textbooks  do  not  include  this 
feature  among  the  findings  of  affected  infants  (6,8). 
However,  two  reports  describe  intracerebellar 
hemorrhages  complicating  the  courses  of  three  in- 
fants with  propionic,  methylmalonic,  and  isovaleric 
acidemias,  respectively  (4,5).  These  latter  two  dis- 
orders are  similar  clinically  to  propionic  acidemia, 
with  major  features  including  fulminant  metabolic 
acidosis,  central  nervous  system  depression,  de- 
myelination,  pancytopenia,  and  early  death  (4,5,8,9). 

i These  three  infants  were  of  term  gestation  and  all 

, died  by  1 2 days  of  age. 

Intraventricular,  cerebral  parenchymal,  and  intra- 
cerebellar hemorrhages  in  the  full-term  infant  are 
decidedly  rare  (10-14).  Precipitating  factors  in- 
clude hypoxic-ischemic  injury,  birth  trauma,  coag- 

1 
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1.  Cranial  ultrasound 
scan  (sagittal  view) 
revealing  thalamic 
and  intraventricular 
hemorrhage  and 
ventricular  dilatation 
The  central 
sonolucency  indicates 
that  the  thalamic 
hemorrhage  is  at  least 
several  days  old 


2.  CT  scan  of  the  brain 
demonstrating 
thalamic  and 
intraventricular 
hemorrhage, 
ventriculomegaly,  and 
hypodensity  of  the 
white  matter 
secondary  to  the 
patient's 
demyelination 


Intracranial  hemorrhage 


3.  Postmortem 
coronal  view  of  the 
brain,  revealing  the 
thalamic  hemorrhage, 
ventriculomegaly,  and 
marked  loss  of 
cerebral  volume 


4.  Cerebellum  of  the 
infant  demonstrates 
the  extensive  amount 
of  parenchymal 
hemorrhage. 


ulation  defects,  tumors,  arteriovenous  malfor- 
mations, aneurysms,  hemorrhagic  infarction,  and 
venous  hypertension  (10—14).  Possible  mecha- 
nisms for  the  origin  of  intracranial  hemorrhage 
common  to  infants  with  organic  acidemias  include 
thrombocytopenia,  acidemia,  and  hyperosmolar 
sodium  bicarbonate  infusion  (2,4,15).  It  is  unclear 
whether  or  not  these  hemorrhages  might  represent 
a specific  manifestation  of  the  organic  acidemias 
themselves  or  a result  of  other  predisposing  factors. 
It  is  interesting  that  two  of  the  four  infants  were  rela- 
tively stable,  were  several  days  beyond  their  initial 
presentation  and  therapy,  and  had  had  normal  cranial 
ultrasound  scans  prior  to  the  rapid  neurological  de- 
terioration associated  with  their  hemorrhages. 

Intracerebellar  hemorrhage  has  usually  been  diag- 
nosed only  at  postmortem  examination  (11,12). 
However,  computed  tomography  and  real-time 
ultrasound  scanning  have  recently  provided  the 
means  for  rapid  diagnosis  of  this  condition  (11,16). 
Several  full-term  infants  with  cerebellar  hemorrhage 
have  survived  following  surgical  removal  of  the 
hematoma  (11,12).  Unfortunately,  virtually  all  of  the 
survivors  are  neurologically  impaired.  The  early,  ag- 
gressive use  of  platelet  transfusions  may  be  a more 
important  therapy  than  surgical  intervention. 

We  have  learned  anecdotally  of  five  additional  in- 
fants with  inborn  errors  of  metabolism  who  also  had 
intracranial  hemorrhages.  Their  disorders  included 
propionic  acidemia,  methylmalonic  acidemia,  a urea 
cycle  defect,  congenital  lactic  acidosis,  and  maple 
syrup  urine  disease.  Unfortunately,  we  do  not  know 
the  details  of  these  infants’  clinical  course.  How- 
ever, they  serve  to  substantiate  the  association  we 
describe. 

Intracranial  hemorrhage,  in  particular  intra- 
cerebellar hemorrhage,  must  be  recognized  as  a po- 
tential complication  of  the  organic  acidemias.  Rapid 
deterioration  in  an  infant  with  one  of  these  dis- 
orders should  be  promptly  evaluated  for  such  a 
hemorrhage  and  interventions,  such  as  they  are, 
should  be  considered. 
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Snoring  when  accompanied  by  obstructive  sleep 
apnea  and  excessive  daytime  sleepiness  can 
threaten  both  health  and  mental  well  being.  Often 
ignored  or  misinterpreted,  it  can  lead  to  mistreat- 
ment with  sedatives.  An  example  of  sleep  apnea 
responding  to  multidisciplinary  therapeutic  ap- 
proach is  presented.  Improvement  in  sleep,  depres- 
sion, and  general  health  followed  tracheostomy. 
Other  surgical  and  nonsurgical  treatments  that 
offer  relief  are  discussed. 

KEY  WORDS:  OBSTRUCTIVE  SLEEP  APNEA,  DEPRESSION,  SEDA- 
TIVES, SURGICAL  AND  MEDICAL  MANAGEMENT, 
TRACHEOSTOMY. 


Sleeping  can  be  hazardous  to  one’s  health  if  he 
or  she  happens  to  be  among  the  many  severe 
snorers  who  experience  excessive  daytime 
sleepiness  as  a consequence  of  obstructive  sleep 
apnea  (OSA).  Anyone  who  has  had  to  stay  up  all 
night  knows  what  a charming  personality  he  or  she 
has  the  next  day.  One  can  imagine  what  sleep  de- 
privation extending  for  months  or  even  years  can 
do  to  his  or  her  personality  profile.  ITie  patient  who 
has  obstructive  sleep  apnea  syndrome  spends  his 
night  punctuated  by  hundreds  of  apneic  episodes 
which  create  a miserable,  restless  night.  This  can 
easily  lead  the  physician  to  administer  sedatives, 
which  are  potentially  lethal  since  they  reduce 
arousability  and  prolong  apneic  episodes  ( 1 ). 

As  deep  sleep  begins,  the  soft  tissues  of  the  ve- 
lopharyngeal portal  obstruct  the  airway,  resulting  in 
loud  snoring  interrupted  by  periods  of  silence  in 
which  the  exchange  of  air  ceases  despite  continued 
respiratory  effort.  The  patient  is  “strangled”  to  a 
more  shallow  stage  of  sleep  or  may  actually  be 
aroused,  only  to  start  the  cycle  over  again.  Sedatives 
or  alcohol  can  greatly  potentiate  this  phenomenon 
or  even  cause  death  from  hypoxia  and  arrhythmia. 

We  report  a case  in  which  the  initial  problem 
identified  was  both  medical  and  psychological  with 
hyperaggressive  behavior,  depression,  morbid 
obesity,  hypertension,  and  markedly  abnormal  psy- 
chological testing.  When  treated  definitively  with 
tracheostomy  for  his  moderately  severe  obstructive 
sleep  apnea,  the  patient  showed  a dramatic  reversal 
to  normal  values  on  the  Minnesota  Multiphasic  Per- 
sonality Inventory  ( MMPl ) and  resumed  a substan- 
tially more  appropriate  behavior  pattern. 

Case  report 

This  six-foot  one-inch,  175.5  kg  (390-pound)  indi- 
vidual in  his  mid-40s  was  seen  for  treatment  of  de- 
pression. His  wife  described  his  sleep  as  disruptive, 
with  profound  snoring  and  said  that  at  times  “he 
seems  to  stop  breathing  for  a few  seconds.”  The  pa- 
tient had  become  extremely  obese  and  hyperten- 


sive. He  was  constantly  fatigued  during  the  day,  was 
becoming  less  productive  at  work,  and  would  fall 
asleep  at  the  slightest  opportunity.  Irritability  and 
marital  problems  plagued  his  life.  He  often  awoke 
with  a headache  and  found  mental  concentration  in- 
creasingly difficult.  He  also  was  a moderate  to  heavy 
drinker  and  noted  that  his  snoring  was  much  worse 
after  an  evening  of  drinking. 

Physical  examination  revealed  many  of  the  physi- 
cal attributes  that  are  characteristic  of  the  sleep 
apnea  patient;  morbid  obesity,  hypertension,  bulky 
uvula,  and  redundant  posterior  oropharyngeal  soft 
tissues.  Polysomnography  was  obtained  for  differ- 
ential diagnosis.  A standard  sleep  test  including 
monitoring  of  electroencephalogram,  electro- 
oculogram, electromyogram  impedance  respirome- 
try, nasal-oral  thermistors,  and  ear  oximetry  was 
performed.  During  the  overnight  study,  there  were 
many  moaning,  groaning,  snoring,  choking,  and  gas- 
ping sounds.  There  were  78  countable  awakenings, 
not  counting  microarousals.  Most,  if  not  all,  of  the 
awakenings  were  due  to  movement  during  attempts 
to  restore  air  flow.  The  total  number  of  sleep  stages 
was  significantly  increased  to  a total  of  208.  The 
mean  for  this  age  group  is  approximately  40  (2).  On 
three  separate  occasions,  the  patient  sat  up  in  bed 
and  slept  in  an  upright  position  for  several  minutes 
in  an  apparent  attempt  to  prevent  airway 
obstruction. 

Sleep  stages  during  the  sleep  study  were  limited 
to  stage  I primarily  (111  minutes  ) with  only  1 1 
minutes  of  stage  II,  less  than  two  minutes  of  REM 
(rapid  eye  movement)  sleep  during  a single  REM 
period,  and  a total  absence  of  stage  III  and  stage  IV 
sleep. 

During  the  tracing,  oxygen  saturation  ranged 
from  greater  than  99%  while  awake  to  as  low  as 
79%  during  stage  I and  stage  II  sleep.  The  oxygen 
levels  were  slightly  higher  while  the  patient  sat  up 
in  bed  dozing;  however,  they  continued  to  fall  sig- 
nificantly even  while  in  this  position.  Paradoxical 
chest  and  abdominal  wall  movements  were  ob- 
served and  recorded  via  the  strain  gauges  through- 
out the  night.  ECG  monitoring  during  the  study 
showed  sinus  arrhythmia  varying  with  apneic  and 
hypopneic  episodes.  Tachycardia  tended  to  accom- 
pany periods  of  obstruction  and  desaturation;  how- 
ever, bradycardia  and  ectopic  beats  were  not 
observed  on  this  tracing.  TTiese  data  clearly  show  a 
pattern  of  severely  disturbed  sleep  consistent  with 
obstructive  sleep  apnea  syndrome  accompanied  by 
significant  oxygen  desaturation. 

After  a thorough  discussion  of  the  alternatives  in 
management,  the  patient  opted  to  undergo  tra- 
cheostomy. This  was  performed  under  local  anes- 
thetic supplemented  by  intravenous  sedation  using 
the  Montgomery  trephination  technique  (3).  Within 
a few  days,  he  was  out  of  the  hospital  and  volun- 
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teered  that  his  daytime  sleepiness  had  essentially 
abated. 

The  Minnesota  Multiphasic  Personality  Inventory 
(MMPI)  was  used  as  the  primary'  personality'  testing 
instrument  with  this  patient.  The  first  administration 
was  approximately  30  days  before  the  second  ad- 
ministration of  the  test.  In  the  interim,  the  tra- 
cheostomy was  performed.  There  was  an  elevated 
2—4  adult  code  in  the  first  MMPI  which  does  not 
conform  with  a normative  profile  ( 5 ).  The  validity 
scales  (L,F,  and  K)  are  similar  to  those  in  individuals 
who  tend  to  have  longstanding  problems  to  which 
they  have  become  adjusted  to  the  extent  they  feel 
good  about  themselves,  while  still  admitting  to 
some  bad  feelings,  usually  about  their  situations. 

The  depression  scale  on  the  first  MMPI  was  ele- 
vated to  T-90,  20  scale  points  above  the  upper  limit 
of  the  normal  range.  This  scale  is  often  character- 
ized as  a “mood”  scale,  and  was  designed  as  a mea- 
sure of  “degree  of  depression,”  a psychological  state 
expressing  poor  morale  and  feelings  of  hopelessness 
and  sorrow.  As  these  vary,  the  scale  can  be  expected 
to  fluctuate.  An  individual  with  a T-score  above  80 
tends  to  be  self-depreciating  and  withdrawn.  Also, 
on  the  first  administration  of  the  MMPI,  scale  4 
(psychopathic  deviate)  was  elevated  (T  = 85+) 
and  is  characteristic  of  individuals  with  long  histo- 
ries of  difficulty  in  maintaining  satisfactory  personal 
relationhips.  They  are  superficially  genial  but  easily 
angered  or  irritated,  often  acting  hastily  and  im- 
pulsively. Although  quite  bright  in  measured  in- 
telligence, they  are  unable  to  profit  from  experi- 
ence (6,7). 

The  second  administration  of  the  MMPI,  approxi- 
mately three  weeks  after  tracheostomy,  revealed  un- 
expectedly dramatic  improvement.  Since  transient 
emotional  states  are  not  accompanied  by  a change 
in  depression  scale,  it  is  noteworthy  that  the  post- 
operative depression  score  dropped  from  T-score 
90  to  T-score  68.  Furthermore,  the  scale  4 (psycho- 
pathic deviate)  dropped  from  T-score  85+  to 
T-score  65 + . Once  scale  4 is  established  in  adoles- 
cence, it  seldom  fluctuates  except  to  decrease  with 
aging.  However,  if  the  first  scale  is  still  above  T-70 
by  the  age  of  40,  it  usually  is  indicative  of  longstand- 
ing antisocial  behavior.  The  key  phrase  in  this  scale, 
according  to  Duckworth  is  “fighting  something,” 

(4)  where  the  nature  of  the  conflict  depends  upon 
the  target  (parents,  spouse,  society,  or  school) 

(6).  Therefore,  it  is  worthy  of  note  to  observe  that 
this  46-year-old  Caucasian  male’s  scale  4 dropped 
1 5 T-scores  within  the  30-day  period  from  the  first 
to  the  second  administration. 

Discussion 

Approximately  43  million  adults  in  the  United  States 
have  a problem  with  snoring  sufficiently  severe  to 
interfere  in  some  manner  with  their  lives.  Snoring  is 


one  of  the  most  frequent  sleep  disorders  that  oc- 
curs, and  it  has  been  estimated  that  70%  of  simple 
snorers  have  at  least  some  degree  of  obstructive 
sleep  apnea  (8).  Many  times  it  is  the  fact  that  the 
spouse  has  moved  out  of  the  bedroom  which  causes 
the  patient  to  seek  medical  attention  (9).  The  prob- 
lem is  no  laughing  matter  to  those  affected  by  it. 

The  patient  may  fall  asleep  in  mid-conversation,  in 
the  middle  of  a meal,  or  at  his  desk  at  work,  thus 
threatening  his  or  her  livelihood.  Worse  yet,  the 
rate  of  household,  occupational,  and  automobile  ac- 
cidents is  remarkably  high  (9). 

Epidemiologic  studies  have  shown  a high  correla- 
tion between  sleep  apnea  and  the  development  of 
hypertension.  Cardiac  arrhythmias  including  bra- 
dycardia, asystole,  premature  ventricular  contrac- 
tions, and  even  ventricular  tachycardia  have  been 
seen  during  apneic  episodes  ( 10,1 1 ).  Sudden  unex- 
pected death  in  sleep  must  be  considered  a conse- 
quence of  this  disorder  ( 1 2 ).  It  is  daytime  sleepi- 
ness, however,  that  represents  the  most  common 
complaint  requiring  evaluation  at  sleep  centers  (9). 

There  are  a number  of  primary  medical  diseases 
that  can  cause  sleep  apnea  (12).  Impaired  pharyngeal 
neuromuscular  reflexes  can  occur  in  patients  who 
have  had  bulbar  poliomyelitis  or  stroke.  Central 
sleep  apnea  may  follow  neurologic  pathology  of  the 
medullary  area  and  the  cortical  forebrain  which 
regulates  respiratory  centers.  Violent  episodes  with 
paranoia  and  assaultive  behavior  have  been  re- 
ported in  the  professional  literature  (13,14)  and  in 
the  popular  press  (15).  Nasal  turbinate  hypertrophy 
from  allergies  or  infection  or  severe  septal  defor- 
mity can  cause  nasal  airway  obstruction.  In  chil- 
dren, passive  tonsil  and  adenoid  enlargement  are 
major  contributors.  Facial  abnormalities  such  as  mi- 
crognathia, retrognathia,  narrow  dental  arch,  and 
macroglossia  can  contribute  to  the  ease  with  which 
the  tongue  can  obstruct  the  airway  in  the  hypo- 
pharyngeal  area.  This  is  operative  in  acromegaly.  A 
large  weight  gain  may  precipitate  symptoms  of 
daytime  sleepiness  in  a snorer  who  has  previously 
been  asymptomatic.  Alcohol  can  markedly  enhance 
the  degree  of  obstruction.  Sedatives  are  contraindi- 
cated and  might  even  be  fatal!  Evaluation  starts 
with  a thorough  history  and  physical  examination. 
Often  the  patient  minimizes  the  severity  of  the 
problem,  so  history  from  a spouse  or  other  family 
member  is  critical  (12).  The  physical  examination 
may  reveal  abnormalities  of  the  upper  airway  (eg, 
elongated  soft  palate,  a bulky  uvula,  redundant  pos- 
terior pharyngeal  mucosa,  a shallow  nasopharynx, 
enlarged  tonsils  or  adenoids,  nasal  septal  or  turbi- 
nate obstruction,  etc)  which  predispose  to  obstruc- 
tion. Hypertension  and  obesity  are  often  present  as 
well.  Special  studies  are  often  critical  in  the  overall 
evaluation  of  the  problem  snorer.  Several  bio- 
medical companies  have  developed  home  car- 
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diorespiratory  monitoring  systems  using 
microcomputer  technology  that  can  be  used  as  a 
screening  device  to  assess  the  severity  of  obstruc- 
tion (8).  Polysomnography  (PSG)  in  a sleep  dis- 
orders laboratory,  cephalometry  (16,17),  fiberoptic 
nasopharyngoscopy  (18),  fluorscopy,  and  computer 
tomography  (19)  during  sleep  have  been  advocated 
as  ancillary  studies  to  try  to  predict  which  patients 
will  respond  best  to  which  surgical  procedures.  The 
sleep  latency,  or  the  time  it  takes  to  fall  asleep,  may 
be  used  to  classify  these  patients  as  to  the  severity 
of  sleepiness  (20).  The  frequency  of  apneic  and/or 
hypopneic  episodes  per  hour  has  been  termed  the 
apnea  index  and  is  a second  way  to  categorize  the 
severity  of  the  problem  (8).  If  the  mean  duration  of 
apneas  is  multiplied  by  the  number  of  apneas,  one 
can  derive  the  time  the  patient  is  not  breathing  dur- 
ing a night. 

A typical  apneic  event  is  characterized  by  severe 
snoring  that  worsens  until  air  ceases  to  move.  Para- 
doxic rocking  motion  between  the  chest  and  dia- 
phragm can  sometimes  be  seen  as  respiratory  effort 
continues  despite  complete  obstruction  of  the 
upper  airway.  General  body  movement  occurs  and 
there  is  an  arousal  ( many  times  without  an  actual 
awakening)  followed  by  a repeat  of  the  same  pat- 
tern. Over  a whole  night,  this  may  happen  literally 
hundreds  of  times! 

Medical  management  has  been  somewhat  dis- 
appointing in  its  efficacy.  Acetazolamide  has  had 
trial  use  for  treatment  of  central  sleep  apneas  (19). 
Use  of  an  alerting  antidepressant  such  as  protrip- 
tyline can  be  useful  for  the  depressive  element  of 
this  syndrome  (21).  Progesterone  has  been  used  as 
a CNS  stimulant  of  respiration  with  limited  effect 
primarily  when  there  may  be  a mixture  of  central 
and  obstructive  apnea  (22).  The  use  of  ampheta- 
mines or  other  stimulants  to  try  to  counteract  the 
excessive  daytime  sleepiness  is  fraught  with  prob- 
lems including  habituation,  tolerance,  and  increased 
risk  of  psychiatric  symptoms  (9).  Abstinence  from 
CNS  depressants  and  alcohol  is  a must  if  non- 
operative management  is  to  be  considered  (24). 
Weight  loss  is  also  a key  ingredient  (25).  The  sever- 
ity of  daytime  sleepiness  may  lessen  with  significant 
weight  loss,  but  rarely  is  there  much  change  in  the 
severity  of  snoring.  Furthermore,  the  patient  is  often 
depressed  and  unable  to  lose  weight.  Tongue  re- 
tainers, neck  braces,  shock  collars  and  other  devices 
have  been  offered  with  little  success  or  patient  ac- 
ceptance (26). 

Recently,  the  use  of  nasal  continuous  positive  air- 
way pressure  ( n-CPAP ) has  been  used  with  signifi- 
cant decrease  in  apneic  episodes,  oxygen  desatura- 
tion, and  daytime  sleepiness  (27,28).  Patient 
tolerance  is  variable,  however,  due  to  the  bulkiness 
and  noise  level  of  the  device.  Many  patients  utilize 
n-CPAP  as  an  interim  measure  before  surgery,  or 


choose  it  as  an  alternative  in  the  event  that  surgery 
is  not  desired  or  is  unsuccessful. 

Recent  years  have  seen  the  rapid  development  of 
a variety  of  surgical  management  techniques.  When 
sleep  apnea  first  began  to  be  identified  in  the 
mid-70s  (29),  tracheostomy  was  the  only  procedure 
that  was  offered  to  these  patients  (30-32).  The  dis- 
advantages of  tracheostomy  are  obvious  (33).  The 
patient  must  wear  a conspicuous  device  which  fre- 
quently triggers  paroxysms  of  coughing.  Some 
means  of  occlusion  is  needed  to  allow  speech.  Fre- 
quent cleansing  of  the  area  is  needed.  Increased 
susceptibility  to  bronchitis  and  tracheitis  with  for- 
mation of  stomal  granulations  are  frequent  prob- 
lems, although  this  may  be  minimized  using  skin 
flaps  to  line  the  stoma  (34).  Tracheostomy,  how- 
ever, remains  the  most  definitive  procedure  for  cor- 
rection of  severe  sleep  apnea  syndrome. 

Better  understanding  of  the  pathophysiology  and 
anatomy  of  the  obstruction  process  has  led  to  the 
first  viable  alternative  to  tracheostomy  (35,36). 
Since  the  obstruction  occurs  most  commonly  in  the 
velopharynx,  surgical  removal  of  these  tissues  by 
performing  uvulopalatopharyngoplasty  (UPPP)  has 
been  devised.  In  this  procedure  the  distal  soft  palate 
and  part  of  the  uvula,  along  with  the  tonsils,  are  re- 
moved. The  tonsil  fossa  mucosa  is  removed  if  the 
patient  has  previously  had  a tonsillectomy.  Both  the 
transverse  and  anteroposterior  dimensions  in  the 
narrowest  part  of  the  airway  are  thus  enlarged.  In 
addition,  correction  of  other  airway  obstruction 
such  as  septoplasty  or  turbinectomy  is  combined 
with  the  UPPP  if  indicated.  Approximately  90%  of 
these  patients  show  significant  diminution  in  their 
snoring  and  subjectively  decreased  daytime  sleepi- 
ness. However,  as  many  as  40%  may  continue  to 
have  some  apnea  which  may  be  severe.  Various 
sleep  researchers  have  suggested  that  one  cause  for 
failure  to  respond  to  UPPP  surgery  may  be  due  to 
retrognathia  and  posterior  positioning  of  the  base  of 
the  tongue  ( 37 ).  Some  such  patients  have  subse- 
quently undergone  facial  reconstructive  surgery  in- 
cluding horizontal  osteotomy  of  the  mandible  and 
mandibular  advancement,  LeFort  I or  II  osteotomies 
with  midface  advancement,  or  genial  tubercle  ad- 
vancement, with  dramatic  improvement  (38,39). 

Conclusion 

Obstructive  sleep  apnea  is  a potentially  serious  dis- 
turbance in  the  physiology  of  sleep  which  may 
manifest  itself  in  a variety  of  psychological  and 
physical  maladies.  The  evaluation  and  treatment  are 
discussed  in  light  of  a patient  whose  primary  mani- 
festation was  that  of  depression  and  in  whom  re- 
sponse was  dramatic  following  tracheostomy. 
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Acute  renal  failure 
secondary  to 
intravenous 
pyelography  in  a child 


A case  of  a child  with  preexisting  mild  renal  insuf- 
ficiency who  developed  acute  renal  failure  follow- 
ing an  intravenous  pyelogram  is  presented.  This 
report  points  out  potential  risk  factors  in  this 
common  procedure,  discusses  the  pathogenesis  of 
this  complication,  and  describes  the  clinical  course 
of  radiocontrast -induced  acute  renal  failure. 
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Acute  renal  failure  (ARE)  is  an  uncommon 

complication  of  the  intravenous  injection  of 
water-soluble  contrast  media.  ARE  developed 
in  a child  subsequent  to  an  intravenous  pyelogram. 
The  case  is  presented  to  point  out  the  potential 
risks  of  this  commonly  performed  procedure,  to  dis- 
cuss the  pathogenesis  of  this  complication,  and  to 
describe  the  course  of  radiocontrast-induced  ARE. 


Case  report 

A 7-year-old  white  girl  with  spina  bifida  and  neu- 
rogenic bladder  was  admitted  to  the  hospital  with 
complaints  of  crampy  abdominal  pain,  nausea,  and 
vomiting.  There  was  no  history  of  fever. 

One  month  before  admission  the  patient  had  un- 
dergone right-to-left  transureteroureterostomy. 
Ureteral  catheters  were  left  across  the  ureteroureter 
ostomy  and  she  was  discharged.  Crampy  abdominal 
pain,  nausea,  and  vomiting  developed  four  days  be- 
fore admission.  A ureterogram  showed  free  flow  of 
contrast  through  the  anastomosis  into  the  bladder, 
and  the  catheters  were  removed.  The  symptoms 
persisted  and  the  child  was  admitted. 

On  physical  examination  her  blood  pressure  was 
102/56  mm  Hg;  her  heart  rate  was  70  beats/minute. 
Her  admission  weight  was  18.2  kg.  She  was  not  de- 


hydrated. There  was  no  abdominal  tenderness.  Per- 
tinent laboratory  information,  urine  output,  and 
body  weights  are  included  in  Eig  1.  The  initial  blood 
urea  nitrogen  and  creatinine  values  were  unchanged 
from  previous  values.  The  urinalysis  showed  no 
hematuria,  proteinuria,  or  red  blood  cell  casts.  An 
intravenous  pyelogram  (IVP)  using  diatrizoate 
meglumine  (1.1  cc/kg),  performed  to  rule  out 
obstruction,  demonstrated  moderate  bilateral  hydro- 
nephrosis which  was  relieved  by  catheterization  of 
the  urinary  bladder.  Because  of  worsening  azotemia 
and  oliguria,  a percutaneous  nephrostomy  on  the 
right  was  performed  and  an  antegrade  nephrosto- 
gram  revealed  prompt  flow  of  contrast  through  the 
transureteroureterostomy  into  the  bladder.  As  indi- 
cated in  Pig  1 , there  was  no  urine  output  from  the 
nephrostomy.  The  pediatric  nephrology  service  was 
consulted. 

On  physical  examination  she  had  generalized 
edema  and  her  blood  pressure  was  100/60  mm  Hg. 
She  was  not  in  respiratory  distress  and  there  was  no 
wheezing.  No  urticaria  were  present.  A Tc-DPTA* 
renal  scan  demonstrated  no  flow  to  either  kidney. 

An  electrocardiogram  showed  peaked  T-waves 
indicating  hyperkalemia.  Peritoneal  dialysis  was 
begun. 

Her  hospital  course  was  further  complicated  by 
three  acute  hemorrhages  from  her  right  nephros- 
tomy tube,  each  requiring  transfusion.  The  bleeding 
episodes  stopped  when  the  nephrostomy  tube  was 
removed  five  days  after  insertion.  The  patient  re- 
quired one  additional  dialysis  at  this  time.  Her  renal 
function  gradually  improved  so  that  on  discharge 
her  creatinine  was  1.7  mg/dL  ( 150  pmol/L).  One 
month  later  her  creatinine  had  returned  to  the  pre- 
admission value  of  1.4  mg/dL  (120  |xmol/L). 
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1.  Summary  of  clinical  data 


Hospital  day 

1 

2 

3 

4 

Time 

1900 

0700 

0700 

0615 

0800 

1.300 

1400 

Creatinine 
mg/dL  (/imol/L) 

1.4  (120) 

1.4(120) 

5.2  (460) 

Urea  nitrogen 
mg/dL 

(mmol/L  of  urea) 

21  (7.5) 

18  (6.4) 

44  (15.7) 

74  (26.4) 

82  (29.3) 

Potassium 
mEq/L  (mmol/L) 

4.3  (4.3) 

6.2  (6.2) 

7.6  (7.6) 

Urine  output 
(cc/kg/ hr) 

2 1 

.7 

.3 

0 

0 

0 

Weight  (kg) 

18.2 

18.4 

19.3 

19.5 

Procedures 

rvp 

Antegrade 

Nephrostogram 

•*- 

Dialysis 
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Discussion 

The  majority  of  reports  of  radiocontrast-induced 
ARF  have  been  in  adults,  with  a few  reported  cases 
in  infancy  (1,2).  This  complication  has  not  been  rs; 
ported  in  childhood. 

Acute  renal  failure  can  occur  after  administration 
of  any  contrast  material  administered  intravascularly 
(3)  or  following  retrograde  pyelographic  proce- 
dures (4),  ARF  appears  to  be  more  common,  how- 
ever, following  arteriography.  The  incidence  of  this 
complication  varies  from  0.1%  to  13%  (5). 

Risk  factors  include  advanced  age,  preexisting  re- 
nal disease,  infancy,  diabetes  mellitus,  dehydration, 
and  multiple  myeloma  (5).  Hypertension  as  an  addi- 
tional risk  factor  in  both  diabetic  and  nondiabetic 
subjects  has  been  described. 

Preexisting  renal  insufficiency  has  been  described 
as  a major  risk  factor  in  both  diabetic  and  non- 
diabetic populations  (6,7)  and  would  appear  to  be  a 
significant  factor  in  our  patient.  Other  investigators 
have  noted  that  intravenous  pyelography  is  a benign 
procedure  in  patients  with  nondiabetic  renal  insuffi- 
ciency (8).  The  role  of  dehydration  is  also  unclear; 
however,  this  complication  does  occur  in  well- 
hydrated  patients. 

The  pathophysiology  of  radiocontrast-induced 
ARF  is  not  well  understood.  A number  of  theories 
have  been  advanced  to  explain  the  ARF.  These  in- 
clude intrarenal  hemodynamic  changes  as  a result 
of  hypertonicity,  direct  toxicity,  intratubular  ob- 
struction by  protein  or  uric  acid  crystals,  and  immu- 
nologic reactions,  and  have  been  reviewed  exten- 
sively elsewhere  (4). 

Radiocontrast-induced  nephrotoxicity  and  ARF 
are  real  complications  in  pediatric  patients.  Previ- 
ous reports  have  included  infants  and  adults,  but 
not  children.  In  infants,  the  cases  have  been  compli- 
cated by  the  presence  of  hypoxia. 

Other  factors  which  might  have  caused  ARF  in 
this  child  could  not  be  demonstrated.  She  had 
stable,  but  decreased,  renal  function,  and  this  would 
appear  to  be  a significant  predisposing  factor.  It  is 
possible  that  some  degree  of  obstruction  could  have 
contributed  to  the  ARF;  however,  the  ureterogram 
before  admission  and  the  antegrade  nephrostogram 
showed  no  evidence  of  obstruction. 

Although  severe,  our  patient’s  course  is  typical  of 
most  patients  with  radiocontrast-induced  ARF.  The 
“typical”  patient  presents  with  oliguria  within  24 
hours  after  injection.  The  serum  creatinine  value 
usually  peaks  within  seven  days  after  injection  and 
returns  to  pre-injection  levels  in  more  than  two- 
thirds  of  cases  (4).  Recurrence  of  radiocontrast- 
induced  ARF  has  been  documented  in  the  presence 
of  adequate  hydration  (9),  and  therefore  any  patient 
who  has  had  one  episode  must  be  considered  to  be 
at  high  risk  for  a second. 

The  intravascular  injection  of  contrast  material 


must  be  considered  to  be  a procedure  with  some 
risk  in  children  with  pre-existing  renal  insufficiency. 
Therefore  the  decision  to  perform  this  procedure  in 
these  patients  must  involve  consideration  of  the 
benefits  to  be  gained  and  the  risks  involved. 
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Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or \n  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 fo  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
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demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
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childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
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taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet’,  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 


likely.  A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  100:  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
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Injection: 
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Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 

Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toin.  propranolol,  chlordiazepoxide,  diazepam,  lldo- 
caine,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet'  is  administered  concomitantly. 
Interaction  with  phenytoln,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.I.d,  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
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rarely.  Decreased  white  blood  cell  counts  in 
Tagamet  -treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


ADD-Vantage'^*  Vials:  300  mg./2  ml.  In  single-dose^ 
ADD-Vantage'^  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40°C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage'^is  3 trademark  of  Abbott  Laboratories. 
BR5-TC:L73B  Date  of  issuance  Apr.  1987 

SI^&F  LAB  CO. 

Cldra.  P.R.  00639 
©SK&PLabCo..  1988 


In  peptic  ulcer: 


REASSURANCE 

REWARD 


Tbgamet 

brand  of  ^Qmetidine 

First  to  Heal 


You'D  both  feel  good  about  it. 


!=:  U- 
|Ssl  vr 

o 


A better  alternative 
for  hypertensives  who 
are  going  bananas,.. 


Spare  your  patients  the  extra  cost- 
in  caiories,  sodium  and  doilars. 

Spare  your  patients  the  rigors  of 
dietary  h\+ supplementation. 


25mg  t1ydrochlorothiazide/50mg  Triamterene/5h\F 


Effective  antihypertensive' 
therapy...without 
the  bananas 


* Not  lor  initial  therapy.  See  brie!  summary. 

'Without  a history  of  allergy  or  bronchial  asthma  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  mlh  thiazide  diuretics. 

Precautions:  The  bioavaitability  of  the  hydrochlorothiazide 
component  of  Vyazide ' is  about  50%  of  the  bioavaitability  ol  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavaitability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  Dyazide ' Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene  and  leukopenia,  thrombocytopenia,  agranulocytosis 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  ivith  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  lubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  ' Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  he  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  Vyazide ' when  treated 
with  indomethacin  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Vyazide  '.  The 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renai  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
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needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  ih  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insulliciency  Periodically,  serum  K‘  levels  should  be  determined 
It  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  k' 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additionat  therapy.  Thiazides  cross  the  placehtal 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  laundice.  thrombocytopenia,  other  adverse 
reactions  seen  in  adults  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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following  may  occur:  transient  elevated  BUN  or  creatinine  orcc 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  m, 
be  altered),  hyperuricemia  and  gout  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabom 
acidosis.  Vyazide  interferes  with  fluorescent  measurement  ol 
quinidine.  Hypokalemia  is  uncow.mon  with  Vyazide  '.  but  shom 
develop,  corrective  measures  should  be  taken  such  as  potassm 
supplementation  or  increased  dietary  intake  ol  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
' serum  potassium  levels  determined  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  re'.-eal  elevaa 
serum  potassium.  Chloride  deficit  may  occur  as  well  as.  diluiipn 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increi 
the  risk  ol  severe  hyponatremia.  Serum  PBt  levels  may  decreai 
without  signs  ol  thyroid  disturbance  Calcium  excretion  is  . 
decreased  by  thiazides.  Vyazide'  should  be  withdrawn  before 
conducting  tests  tor  parathyroid  function.  Thiazides  may  add  to 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  ol  lithium  and  increase  the  risk  ol  lithiun 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity purpura,  other  dermatological  conditions,  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  mclua 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a few.  patients  on  Dyazide '.  although  a causal 
relationship  has  not  been  established 
Supplied:  Vyazide ' is  supplied  as  a red  and  while  capsule.  I 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  oi 
too  (intended  lor  institutional  use  only):  in  Patienl-Pak"'-  unit 
of-use  bottles  of  100. 

BRS-DZ:L45 


a product  ol 

SK&f=  CO.  SK&FCo 

Odra.  PR  00639 


Before  prescribing,  see  compiele 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brie!  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
I IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


The  benefit  of  antlanglnal 
proteetion  plus  safety... 
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diltiazem  HCI/Marion 


A remarkable  safety  profile'^ 

The  low  incidence  of  side  effects  with  Cardizem  allows  patients  to  feel  better. 


Rretection  against  angina  attacks’'^ 

The  predictable  efficacy  of  Cardizem  in  stable  exertional*  and  vasospastic 
angina  allows  patients  fa  do  more. 

A decrease  in  myocardial  oxygen  demand 

Resulting  from  a lowered  heart  rate-blood  pressure  product  ^ 

Compatible  adth  other  antianginals*^ 

Safe  In  angina  adth  coexisting  hypertension, 
CORD,  asthma,  or 

*CARDIZEM'‘  ( diltiazem  HO)  is  indicated  in  the  treatment  at  angina  pectoris  due  to  coronary  artery  spasm  and  in  the 
management  of  chronic  stable  angina  (classic  effort-associated  angina)  in  patients  who  cannot  tolerate  therapy  with 
beta-blockers  and/or  nitrates  or  who  remain  symptomatic  despite  adequate  doses  at  these  agents 

'See  Warnings  and  Precautions 

Please  see  brief  summary  of  prescribing  information  on  the  next  page 
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CARDIZEM  iliinriA/irGiiiMi  protection 


diltiazem  HCI/Marion  PIUS  SAFETY 


Usual  maintenance  dosage  range:  180-360  mg/day 


Brief  Summary 

Professional  Use  Information 

CARDIZEM’^ 

(diltiazem  HCI)  30  mg,  60  mg,  90  mg,  and  120  mg  Tablets 

CONTRAINDICATIONS 

CARDIZEM  IS  contraindicated  in  (I ) patients  with  sick 
sinus  syndrome  except  in  the  presence  at  a functioning 
ventricular  pacemaker,  (2)  patients  with  second-  or 
third-degree  AV  block  except  in  the  presence  of  a functioning 
ventricular  pacemaker,  and  (3)  patients  with  hypotension 
(less  than  90  mm  Hg  systolic). 

WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  AV  node 
refractory  periods  without  significantly  prolonging 
sinus  node  recovery  time,  except  in  patients  with  sick 
sinus  syndrome  This  effect  may  rarely  result  In 
abnormally  slow  heart  rates  (particularly  in  patients 
with  sick  sinus  syndrome)  or  second-  or  third-degree 
AV  block  (six  of  1,243  patients  for  0 48%).  Concomi- 
tant use  of  diltiazem  with  beto-btockers  or  digitalis 
may  result  in  additive  effects  on  cardiac  conduction  A 
patient  with  Prinzmetal's  angina  developed  periods  of 
asystole  (2  to  5 seconds ) after  a single  dose  at  60  mg 
otdiltlgzem 

2 Congestive  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  hove  not  shown  a 
reduction  in  cardiac  index  nor  consistent  negative 
effects  on  contractility  (dp/dt). 

Experience  with  the  use  of  CARDIZEM  alone  or  In 
combination  with  beta-blockers  in  patients  with 
impaired  ventriculdr  function  is  very  limited  Caution 
should  be  exercised  when  using  the  dnjg  in  such 
patients 

3 Hypotension.  Decreases  in  blood  pressure  dssociated 
with  CARDIZEM  therapy  may  occasionally  result  in 
symptomatic  hypotension 

4 Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase, 
CPK,  LDH,  SCOT  SGPT  and  other  symptoms 
consistent  with  ocute  hepatic  injury  have  been  noted 
These  reactions  hove  been  reversible  upon  discontin- 
uation of  dnjg  therapy  The  relatiohship  to  CARDIZEM  is 
uncertain  in  most  coses,  but  probable  in  some  (See 
PRECAUTIONS  ) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is 
extensively  metabolized  by  the  liver  and  excreted  by  the 
kidheys  and  in  bile.  As  with  any  new  drug  given  over 
prolonged  periods,  laboratory  parameters  should  be  mohi- 
tored  at  regular  intervals  The  drug  should  be  used  with 
caution  in  patients  with  impaired  renal  or  hepatic  function.  In 
subacute  and  chronic  dog  and  rat  studies  designed  to 
produce  toxicity,  high  doses  ot  diltiazem  were  associated 
with  hepatic  damage.  In  special  subacute  hepatic  studies. 


oral  doses  of  125  mg/kg  ahd  higher  in  rats  were  associated 
with  histological  changes  in  the  liver  which  were  reversible 
wheh  the  dnjg  ivos  discohtinued  In  dogs,  doses  ot  20 
mg/kg  were  also  associated  with  hepatic  chaages,  however, 
these  changes  were  reversible  with  continued  dosing 

Drug  Interaction.  Pharmacologic  studies  indicate  that 
there  may  be  additive  effects  in  prolonging  AV  conduction 
when  using  bela-blockers  or  digitalis  concomitantly  with 
CARDIZEM  (See  WARNINGS.) 

Controlled  and  uncontrolled  domestic  studies  suggest  that 
concomitant  use  of  CARDIZEM  and  bela-blockers  or  digitalis 
IS  usually  well  tolerated  Available  data  are  not  sutticient 
however,  to  predict  the  effects  of  concomitant  treatment 
particularly  in  patients  with  left  vehtricular  dysfunction  or  car- 
diac conduction  abnormalities  In  healthy  voluhteers, 
diltiazem  has  been  shown  to  increase  serum  digoxin  levels 
up  to  20% 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility. 

A 24 -month  study  ih  rats  and  a 21 -month  study  ih  mice 
showed  no  evidence  of  carcinogenicity  There  wos  olso  no 
mutagenic  response  in  in  vitro  bacterial  tests  No  intrinsic 
effect  on  fertility  wos  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been 
conducted  in  mice,  rats,  and  rabbits  Administration  of  doses 
ranging  from  five  to  ten  times  greater  (on  a mg/kg  basis) 
than  the  daily  recommeaded  therapeutic  dose  has  resulted  ih 
embryo  and  fetal  lethality  These  doses,  in  some  studies, 
hove  been  reported  to  cause  skeletal  abnormalities.  In  the 
perinatal/postnatal  studies,  there  was  some  reductioh  in 
early  individual  pup  weights  and  survival  rates  There  was 
on  increased  incidence  of  stillbirths  at  doses  of  20  times  the 
human  dose  or  greater 

There  are  no  well-controlled  studies  in  pregnant  women, 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the 
potential  benefit  justifies  the  potential  risk  to  the  fetus. 

Nursing  Mothers.  Diltiazem  is  excreted  ih  human  milk. 
One  report  suggests  that  concentrations  in  breast  milk  may 
approximate  serum  levels  It  use  of  CARDIZEM  is  deemed 
essential,  an  alternative  method  of  infant  feeding  should  be 
instituted 

Pediatric  Use.  Safety  and  effectiveness  in  children  have 
not  been  established 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies 
carried  out  to  date,  but  it  should  be  recognized  that  patients 
with  impaired  ventricular  function  and  cardiac  conduction 
abnormalities  have  usually  been  excluded 

In  domestic  placebo-controlled  trials,  the  incidence  of 
adverse  reactions  reported  during  CARDIZEM  therapy  was 
not  greater  than  that  reported  during  placebo  therapy 

The  following  represent  occurrences  observed  In  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  ol  calcium  influx  inhibition.  In  many  cases, 
the  relationship  to  CARDIZEM  has  not  been  established  The 
most  common  occurrences  as  well  as  their  frequency  ol 
presentation  are  edema  (24%),  headache  (2  I %), 
nausea  (1 .9%),  dizziness(l  5%),  rash(l.3%),  asthenia 
(12%)  Inaddition,  the  following  events  were  reported 
infrequently  (less  than  1%). 
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IS 


□ 60  mg  □ 90  mg 
□ 120  mg 

-t'li 


Cardiovascular  Angina,  arrhythmia,  AV  block  (first 

degree),  AV  block  (second  or  third  degree 
— see  conduction  warning),  bradycar- 
dia, congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System:  Amnesia,  gait  abnormality,  hallucina- 
tions, insomnia,  nervousness)  paresthe- 
sia, personality  change,  somnolence, 
tinnitus,  tremor. 

Gastrointestinal  Anorexia,  constipation,  diarrhea, 

dysgeusia,  dyspepsia,  mild  elevations  of 
olkaline  phosphatase,  SGOT,  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Petechiae,  pruritus,  photosensitivity, 

urticaria 

Other:  Amblyopia,  dyspnea,  epistaxis,  eye 

initation,  hyperglycemia,  nasal  conges- 
tion, nocturia,  osteoorticulor  pain, 
polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM  alopecia, 
gingival  hyperplasia,  erythema  multiforme,  and  leukopenia. 
However,  a definitive  cause  and  effect  between  these  events 
and  CARDIZEM  therapy  is  yet  to  be  established. 

Issued  9/86 

See  complete  Professional  Use  Information  before  prescribing 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  backed  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  stanhard  has  beeh  set 


Statewide  Service  Center:  1'800'252'9179/P.O.  Box  14746,  Austin,  Texas  78761 


J RUSSELL  HOVERMAN,  MD 
THE  REVEREND  CHARLES  MEYER 


Proposal  for 
determining  supportive 
care  only  status 


I Russell  Hoverman, 
MD,  Internal  Medicine, 
Heniatology/Oncology, 
900  E 30th  St,  Suite 
206,  Austin,  TX  78705; 
The  Reverend  Charles 
Meyer,  Assistant  Vice 
President  for  Patient 
Services,  St  David  s 
Community  Hospital, 
919  E 32nd  St,  Austin, 
TX  78705;  Ethics  Com- 
mittee, St  David's  Com- 
munity Hospital.  Send 
reprint  requests  to  Dr 
Hoverman 


Texcis  hcis  had  a Natural  Death  Act  since  1977.  Yet 
nearly  all  of  us,  as  physicians,  as  members  of  hos- 
pital ethics  committees,  or  as  family  or  friends  of 
dying  patients,  have  seen  or  heard  of  instances 
where  concrete  ethical  and  legal  guidelines  would 
have  been  helpful,  and  where  the  Texas  Natural 
Death  Act  (TNDA),  even  as  amended  in  1985,  has 
not  applied. 

In  this  article  we  discuss  the  reasoning  behind 
the  recent  legal  decisions  where  artificial  means  of 
support  have  been  withdrawn  from  patients,  and 
the  relationship  of  these  decisions  to  the  present 
Natural  Death  Act  We  shall  conclude  by  proposing 
“Guidelines  for  Supportive  Care  Only  Status"  for 
use  by  ethics  committees  and,  potentially,  for  revi- 
sion of  the  Texas  law. 

KET  WORDS:  DEATH  AND  DYING,  ‘DO  NOT  RESUSCITATE” 
ORDERS,  TEXAS  NATURAL  DFJiTH  ACT 


It  has  been  ten  years  since  the  Karen  Quinlan 
case  extended  the  right  to  refuse  treatment 
from  competent  to  incompetent  patients.  The 
court’s  decision  broke  new  ground  in  suggesting  a 
hierarchy  of  decision  makers  other  than  the  patient 
in  accepting,  refusing,  withholding,  or  withdrawing 
life  support.  The  court  also  suggested  a particular 
kind  of  forum — ethics  committees — for  establishing 
that  hierarchy. 

The  natural  expansion  of  that  decision  occurred 
in  1986  in  both  the  Jobes  case  (1 ) in  New  Jersey, 
and  the  Brophy  case  ( 2 ) in  Massachusetts.  The  for- 
mer involved  a 3Tyear-old  woman  who  was  in  a 
chronic  vegetative  state  and  had  no  immediate 
medical  problem,  but  with  tube  feedings  and  dili- 
gent care,  she  could  be  expected  to  survive  for  an 
indefinite  time.  Paul  Brophy,  age  49,  had  an  exten- 
sive intracranial  hemorrhage  leading  to  a chronic 
vegetative  state.  His  prospects  for  prolonged  sur- 
vival (with  artificial  nutrition,  artificial  hydration, 
and  diligent  care ) were  similar  to  Jobes’. 

The  issue  in  both  of  these  instances  was  whether 
tube  feedings  could  be  withdrawn.  The  argument  in 
both  cases  was  that  if  the  patient  had  been  able  to 
foresee  these  medical  events,  he  or  she  would  have 
wished  to  receive  no  artificial  nutritional  support. 
Also,  in  each  case  a suitable  representative  of  the 
patient  ( the  spouse ) was  available  to  speak  for  the 
patient’s  interests. 

In  both  cases,  the  courts  allowed  the  removal  of 
artificial  nutritional  support,  thus  expanding  the 
precedents  set  not  only  in  the  Quinlan  case,  but 
also  the  Conroy  case  (3).  In  the  latter,  the  New 
Jersey  courts  decided  that  nutritional  support  could 
be  withheld  or  withdrawn  from  an  elderly,  de- 
mented, chronically  ill  nursing  home  resident 
whose  life  expectancy  was  less  than  one  year. 


For  patients,  families,  physicians,  and  staff  involved 
in  these  difficult  decisions,  two  major  issues  arise: 

(a)  the  patient’s  interest  in  maintaining  control  over 
his  or  her  treatment  and  life  (patient  autonomy), 
and  (b)  the  state’s  interest  in  preserving  life. 

The  right  of  the  competent  adult  to  make  life  or 
death  decisions  when  faced  with  a terminal  condi- 
tion is  not  disputed,  and,  in  fact,  is  upheld  by  the 
TNDA.  For  incompetent  patients,  the  principle  of 
“substituted  judgment”  is  invoked  to  make  a life 
support  decision.  Simply  put,  “substituted  judg- 
ment” means  that  immediate  family  or  friends  have 
indicated  that  if  the  patient  could  see  things  as  they 
are  now,  he  or  she  would  elect  no  aggressive  treat- 
ment. While  the  evidentiary  weight  of  those  speak- 
ing for  the  patient  has  been  challenged,  such  de- 
cisions have  been  supported  by  the  courts  when 
there  is  substantial  evidence  that  the  patient  actu- 
ally felt  in  the  manner  alleged  and,  of  course,  that 
such  feelings  are  reasonable. 

In  the  Quinlan  case,  even  without  documentation 
of  the  patient’s  wishes,  the  right  of  autonomy  is  pre- 
served by  allowing  those  best  situated  to  know  the 
patient’s  wishes  to  speak  for  her.  As  the  court  said  in 
its  decision: 

1 

I 

The  only  practical  way  to  prevent  destruction  ! 
of  the  right  (sic:  of  patient  autonomy)  is  to  per-  ^ 
mit  the  guardian  and  family  of  Karen  to  render  j 
their  best  judgment,  subject  to  the  qualification  : 
hereinafter  stated,  as  to  whether  she  would  exer-  ! 
cise  it  in  these  circumstances.  If  their  conclusion  j 
is  in  the  affirmative,  this  decision  should  be  ac-  ! 
cepted  by  a society,  the  overwhelming  majority  , 
of  whose  members,  would,  we  think,  in  similar  i 
circumstances,  exercise  such  a choice  in  the  i 
same  way  for  themselves  or  for  those  closest  to 
them  (4). 

It  is  certain  that  the  courts  have  little  difficulty 
upholding  patient  wishes,  documented  in  writing, 
which  specify  the  circumstances  in  which  artificial 
means  of  support,  including  nutrition,  are  to  be 
withdrawn.  If  this  degree  of  documentation  is  ab- 
sent, the  courts  have  looked  favorably  upon  docu- 
mentation of  spoken  wishes,  and  finally  (lacking 
verbal  evidence  ) upon  the  testimony  of  friends  and  i 
family  closest  to  the  patient.  Underlying  this  ac- 
cepted hierarchy  of  decision  making  is  the  standard 
perception  of  the  court  that  it  is  reasonable  and  ' 
consistent  with  patient  autonomy  to  withdraw  ar- 
tificial means  of  support  under  certain  circumstances 
The  next  issue,  then,  is  to  consider  the  question  i 
of  under  what  circumstances  it  is  reasonable  and 
consistent  with  the  interests  of  the  state  to  with- 
draw life  support.  In  the  matter  of  Eichner  v Dillon  ■ 
(5)  involving  a Roman  Catholic  Brother  in  a 
chronic  vegetative  state,  the  court  made  a with- 
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drawal  of  support  distinction  between  “health”  and 
“life.”  But  the  patients  we  have  discussed  (Quinlan, 
Conroy,  Brophy,  Jobes)  all  fall  into  a gap  between 
“health”  and  “death,”  and  thus  the  dilemma. 

We  already  have  medically  accepted  criteria  for 
death  (6,7)  in  which  the  medical  profession  is 
under  obligation  to  treat  no  more.  We  also  have 
clear-cut  cases  where  treatment  will  restore  health 
and  we  are  obligated  to  treat.  We  have  other  pa- 
tients whom  we  generally  recognize  should  not  be 
treated  in  an  aggressive  fashion  because  inevitably 
they  will  die  in  a short  time.  But  in  the  cases  dis- 
cussed here,  death  as  strictly  defined  is  not  immi- 
nent, yet  health,  even  to  a minimal  degree,  can 
never  be  regained  or  restored. 

In  Eichner  v Dillon,  the  state  determined  that: 

. . . the  patient  in  a permanent  vegetative  coma 
has  no  hope  of  recovery  and  merely  lies,  trapped 
in  a technological  limbo,  awaiting  the  inevitable. 
As  a matter  of  established  fact,  such  a patient  has 
no  health,  and,  in  the  true  sense,  no  life  for  the 
State  to  protect  ( 5 ). 

It  seems  clear,  then,  that  the  state  has  no  interest  in 
preserving  this  kind  of  “life,”  and  that  the  state’s  in- 
terests may  be  best  served  by  strictly  defining  the 
circumstances  in  which  regaining  health  is  impos- 
sible, or  at  least  highly  improbable. 

Both  the  patient’s  interest  for  autonomy  and  the 
state’s  interest  for  preservation  of  life  may  be  met 
by  adherence  to  standards  for  the  removal  ( or  re- 
fusal) of  life  support  in  well-defined  circumstances. 
But  if  neither  the  patient  nor  the  state  has  an  inter- 
est in  preserving  this  kind  of  “life,”  does  the  medical 
profession? 

We  think  not,  and  in  fact  would  submit  that  the 
prolongation  of  bodily  functions  without  the  con- 
comitant “quality  of  life”  characteristics  (as  the  pa- 
tient defines  them ) is  a prolongation  of  dying  rather 
than  of  life.  The  court  in  the  Quinlan  case  noted  this 
dichotomy  in  medicine — that  there  is  a concern  for 
quality  of  life  as  well  as  an  impulse  to  pre,serve  life 
at  any  cost.  Each  of  these  cases  has  relied  on  an  ex- 
pert testimony  indicating  that  there  existed  no 
“quality  of  life.”  It  has  become  clear  that  the  im- 
pulse to  preserve  life  does  little  service  in  these 
cases,  and  is  not  in  keeping  with  the  other  obliga- 
tions of  the  profession. 

Dying  naturally 

It  is  not  illegal  to  die  naturally  in  Texas,  but  it  is 
hard.  Dying  “naturally”  is  defined  by  us  as  succumb- 
ing to  an  incurable  disease  in  comfortable  surround- 
ings in  the  company  of  family  or  friends.  Many 
patients  and  families  wi,sh  to  die  peacefully,  with 
dignity,  and  without  the  extraordinary'  procedures 
that  are  often  perceived  to  be  invasive,  uneomfort- 
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able,  and  useless.  But  with  an  estimated  80%  of 
deaths  occurring  in  hospitals,  death  is  often  a medi- 
cally attended  event.  With  chronic  vegetative  pa- 
tients, death  is  nearly  always  medically  attended. 
Our  proposal  deals  with  limiting  the  scope  of  that 
attention  in  accordance  with  the  interests  of  both 
the  individual  (patient  autonomy)  and  the  state 
(protection  of  life). 

ITie  state,  of  course,  has  an  obligation  to  protect 
its  citizens  from  untimely  deaths.  It,  thereby,  has  an 
interest  in  defining  the  circumstances  in  which 
natural  death  is  acceptable.  According  to  the  cur- 
rent I’NDA,  only  competent,  terminally  ill  patients 
are  qualified  to  execute  the  Living  Will.  If  compe- 
tent, they  may  speak  for  themselves;  if  incompetent, 
a legal  guardian  or  specified  family  member  may 
speak  for  the  patient.  In  either  case,  the  patient 
must  be  certified  by  two  physicians  as  terminal  and 
the  directive  must  be  witnessed  by  two  others  who 
are  not  family  members  or  members  of  the  health 
care  team.  Thus,  the  state  has  protected  its  interests 
by  strictly  defining  the  circumstances  and  by  re- 
quiring certification  and  witnesses  for  any  such 
directive. 

But  the  current  TNDA  does  not  go  far  enough, 
and,  as  it  stands,  may  actually  infringe  on  the  pa- 
tient’s autonomy.  The  patient  has  an  interest  in 
maximizing  his/her  own  autonomous  decision 
making,  in  relieving  the  family  of  a decision-making 
responsibility,  of  reducing  futile  pain  and  suffering, 
and  in  reducing  the  financial  burden  on  the  family. 
Presently,  these  interests  may  be  met  only  under 
the  conditions  listed  previously.  Therefore,  as  long 
as  safeguards  are  in  effect,  we  propose  that  the 
scope  of  the  TNDA  be  expanded  to  include  tho.se 
persons  with  prolonged  unconsciousness  and  mini- 
mal hope  of  recovery,  and  those  with  severe,  irre- 
versible dementia. 

Our  suggested  protocol,  developed  by  the  Ethics 
Committee  of  St  David’s  Community  Hospital  in 
Austin,  is  structured  by  the  ENDA,  and  is  designed 
to  stand  alone  as  a separate  document.  It  provides 
for  the  same  method  of  certification  and  witnessing, 
and  includes  a brief  discussion  of  the  various  forms 
of  tube  feeding  as  artificial  support,  along  with  a 
definition  of  “severe  irreversible  dementia.” 

We  hope  that  a careful  review  of  our  presentation 
and  guidelines  will  enable  the  reader  to  see  that  the 
interests  of  the  patient  and  family,  the  interests  of 
the  state,  and,  indeed,  the  interests  of  the  medical 
profession  can  be  best  served  by  such  an  expansion 
of  the  scope  of  the  TNDA. 

We  also  hope  that  by  providing  a framework  for 
expressing  one’s  wishes,  individuals  will  indicate 
those  wishes  through  an  advance  directive,  so  that, 
should  anything  involving  these  conditions  occur, 
the  plan  of  care  will  be  made  according  to  their 
stated  preference. 


Supportive  care  only 
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Guidelines  for  supportive  care  only  status 


I.  Conditions  to  be  considered  for  “Supportive 
Care  Only”  or  “No  Code”  status: 

A.  Brain  death 

B.  Irreversible,  progressive  disease  considered 
terminal 

( 1 ) Mentally  competent  patient 

(2)  Mentally  incompetent  patient 

C.  Prolonged  unconsiousness  with  prospects  for  a 
chronic  vegetative  state 

D.  Severe,  irreversible  dementia 

II.  Principles  of  “Supportive  Care  Only”  status: 

A.  If  a patient  is  brain  dead,  the  physician  is  under 
no  obligation  to  continue  artificial  means  of  life  sup- 
port. A patient  will  be  considered  brain  dead  by  the 
concurring  opinion  of  two  consulting  neurologists. 

B.  In  the  case  of  the  terminally  ill  patient  who  is 
competent,  the  decision  of  the  patient  prevails  and 
the  guidelines  of  the  Texas  Natural  Death  Act 
(TNDA)  can  be  followed: 

( 1 ) The  patient’s  condition  must  be  certified  as 
terminal  in  the  medical  record  by  the  attending 
physician  and  one  other  physician. 

(2)  In  the  presence  of  two  witnesses  who  are 
not  family,  members  of  the  health  care  team,  nor 
employees  of  the  institution  caring  for  the  pa- 
tient, the  patient  and  only  the  patient  can  issue  a 
directive  that  limits  the  use  of  artificial  means  to 
prolong  life  where  death  is  imminent. 

(3)  The  competent  patient  can  also  designate  an- 
other to  make  decisions  about  life  support  in 
case  of  incompetence. 

C.  Guidelines  for  the  incompetent  patient  with  ter- 
minal disease  are  also  covered  by  the  TNDA: 

( 1 ) If  a directive  exists,  the  patient  can  be  cer- 
tified as  qualified  and  his/her  wishes  honored. 

(2)  If  a legal  guardian  exists,  that  person  can 
make  decisions  regarding  life  support,  assuming 
B ( 1 ) above  and  in  the  presence  of  two  wit- 
nesses as  in  B ( 2 ) above,  with  the  decision  re- 
corded in  the  medical  record. 

( 3 ) If  no  legal  guardian  has  been  appointed,  and 
family  members  can  attest  that  the  patient  ver- 
bally expressed,  while  competent,  that,  given  a 
terminal  illness,  no  artificial  means  be  used  to 
support  life,  these  means  can  be  withheld  or 
withdrawn.  Again,  conditions  B ( 1 ) and  B ( 2 ) 
need  to  be  satisfied. 

(4)  Finally,  if  there  is  no  written  or  verbal  direc- 
tive, the  family,  in  the  following  priority,  again 
given  conditions  B ( 1 ) and  B ( 2 ) above,  have 
the  authority  to  make  decisions  regarding  ar- 
tificial means  of  life  support.  “At  least  two  of  the 
following  categories  of  persons  in  the  following 
priority:” 

(a)  the  patient’s  spouse 

(b)  a majority  of  the  patient’s  reasonably  avail- 


able adult  children 

(c)  the  patient’s  parents 

(d)  the  patient’s  nearest  living  relatives 

D.  In  both  the  case  of  the  terminally  ill  patient  and 
in  the  circumstances  discussed  below,  the  status  of 
nutritional  support  deserves  special  consideration: 

( 1 ) Nutritional  support  represents  a basic  obliga- 
tion to  those  for  whom  we  care. 

( 2 ) Food  and  water  appear  to  many  to  be  basic 
requirements  for  comfort. 

YET 

(3)  The  comfort  value  of  nutrition  in  someone 
unconscious  or  severely  demented  is  not  known, 
nor  can  it  be  known  with  certainty. 

(4)  The  means  to  provide  nutritional  support  be- 
yond simple  feeding  becomes  invasive  and  in- 
clude intravenous  lines,  nasogastric  intubation, 
and  gastrostomies.  These  may  have  a deleterious 
effect  on  comfort. 

THEREFORE 

(5)  These  invasive  techniques  can  be  included 
as  “artificial”  means  to  support  life,  and  can  be 
withdrawn  according  to  the  guidelines  in  each 
section.  These  provisions  are  in  concurrence 
with  the  guidelines  of  the  AMA  (8). 

E.  In  the  case  of  the  patient  with  prolonged  uncon- 
sciousness, although  not  necessarily  terminal,  there 
are  no  provisions  in  the  TNDA.  However,  a proce- 
dure following  the  TNDA  guidelines  seems 
reasonable: 

( 1 ) Two  physicians  not  associated  with  the  care 
of  the  patient  must  agree  and  record  in  the  medi- 
cal record  that  the  chance  of  recovery  is  nil. 

( 2 ) The  attending  physician  must  concur. 

(3)  A previous  written  directive  will  be 
honored. 

(4)  If  no  directive  exists,  the  legal  guardian  must 
agree  with  withdrawal  of  life  support. 

( 5 ) If  no  Living  Will  has  been  written  naming  a 
legal  guardian,  the  previously  expressed  wishes 
of  the  patient  should  be  honored  as  in  section 
C(3). 

(6)  Failing  that,  the  decisions  of  the  family  as  in 
section  C (4)  can  determine  treatment. 

(7)  Any  decision  must  be  witnessed  as  in  B (2) 
above. 

F.  Gradually  progressive  irreversible  dementia  is 
not  considered  a terminal  disease  by  the  TNDA.  Yet, 
again,  a procedure  following  the  TNDA  guidelines 
seems  reasonable: 

( 1 ) Two  physicians  unrelated  to  the  primary 
care  of  the  patient  must  certify  the  severity  and 
the  irreversibility  of  the  dementia  in  the  medical 
record. 

( 2 ) The  attending  physician  must  concur. 

(3)  For  the  patient,  “the  awareness  of  self  in  rela- 
tion to  surroundings  has  vanished  and  never  will 
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be  experienced  again”  (9).  This  includes  at  a 
minimum  the  loss  of  self-care,  recognition  of 
family  members,  and  self-initiated  activities. 

(4)  If  the  above  are  the  case,  a directive  in  writ- 
ing given  at  any  time  while  the  patient  was  com- 
petent will  have  priority'. 

( 5 ) If  the  above  are  the  case  and  there  is  no 
written  directive,  evidence  of  a verbal  directive 
and  affirmation  by  family  members  will  have  pri- 
ority, as  in  C ( 3 ) above. 

(6)  If  there  is  no  evidence  of  a verbal  directive, 
the  judgment  of  the  family  according  to  the  hier- 
archy outlined  in  the  TNDA  [C  (4)  above]  will 
be  used  to  guide  treatment. 

(7)  The  treatment  decision  must  be  witnessed  as 
outlined  in  B (2). 


III.  Procedure  in  case  of  uncertainty  or 
disagreement: 

A.  Pastoral  Care/Social  Services.  Often  personnel 
from  these  departments  can  assist  patients  and  fam- 
ily members  to  clarify  the  information  regarding 
treatment/prognosis  and  a decision  based  on  that 
information.  These  persons  are  usually  trained  in 
crisis  intervention  skills  and  can  enable  the  parties 
to  make  an  appropriate  decision,  and  provide  com- 
fort and  support  when  any  decision  is  made. 

B.  Ethics  Committees.  The  consultative  services  of 
this  committee  can  be  helpful  in  providing  an  open 
forum  for  the  discussion  of  ethical  issues  involved 
in  such  a decision.  Sometimes  this  committee  may 
recommend  the  services  of  a professional  mediator. 

C.  Legal  System.  Referral  to  a court  of  law  may  be 
necessary  in  particularly  difficult  situations. 


REFERENCES 

1.  In  the  matter  of  Jobes,  510  A 2d  133  (NJ  1986). 

2.  Brophy  vs  New  England  Sinai  Hospital,  497  NE  2d 
626  (Mass  1986). 

3.  In  re  matter  of  Conroy,  486  A 2d  1209  (ISJ  1985). 

4.  In  re  Quinlan,  355  A 2d  647  ( 1976). 

5.  Eichner  vs  Dillon,  426  NYS  2d  157  ( 1980.) 

6.  A definition  of  irreversible  coma.  Report  of  the  Ad 
Hoc  Committee  of  the  Harvard  Medical  School  to  Examine 
the  Definition  of  Brain  Death.  JAMA  205(6);  337—340, 
1968. 

7.  Guidelines  for  the  determination  of  death.  Report  of 
the  medical  consultants  on  the  diagnosis  of  death  to  the 
President’s  Commission  for  the  Study  of  Ethical  Problems 
in  Medicine  and  Biomedical  and  Behavioral  Research. 
JAMA  246(19):2184-2186,  1981. 

8.  Current  Opinions  of  Council  on  Ethical  and  Judicial 
Affairs  of  the  American  Medical  Association,  Opinions  2.18, 
2.19,  1986. 

9.  American  College  of  Physicians  Ethics  Manual.  Part 
II;  Research,  other  ethical  issues.  Ad  Hoc  Committee  on 
Medical  Ethics,  American  College  of  Physicians.  Ann  Intern 
Med  101(2);  263-274,  1984. 

ACKNOWLEDGMENT 

Other  members  of  the  St  David’s  Community  Hospital  Eth- 
ics Committee  participated  in  the  discussions  that  led  to 
this  document. 


For  additional  resources  on  this  topic,  see  the  MORE  ON 
THE  SUBJECTS  department  in  this  issue. 


Volume  84  January  1988 
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opportunities.  Competitive  income  and  excellent 
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Department  of 
Internal  Medicine 
Scott  ik  White 
2-i()l  South  yist  Street 
Temple.  TX  “'hSOH 

or  for  more  information,  please  call 

817/774-2580. 
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The  University  of  Texas  Health  Center  at  Tyler 
announces 

GERIATRICS  BOARD  CERTIFICATION 
REVIEW  COURSE 

March  16-18,  1988 
Tyler,  Texas 


A 2y2-day  intensive  board-preparation  course 
(Wednesday  afternoon,  Thursday  and  Friday)  for 
the  Geriatric  Board  Exam  scheduled  April  20, 
1988 

• Excellent  hotel  and  meeting  accommodations 

• Outstanding  nation-wide  faculty 

FEE  $300 

(includes  continental  breakfast  & lunch  each  day) 

For  additional  information  contact  the 
Department  of  Medical  Education, 

The  University  of  Texas  Health  Center 
P.O.  Box  2003,  Tyler,  TX  75710 
or  Phone  1-800-442-8842. 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Useful  arterialized  flaps  for  head  and  neck  reconstruc- 
tion. Jeffrey  C.  Posnick,  DMD,  MD,  and  John  B.  McCraw,  MD. 
Little,  Brown  and  Company,  Annals  of  Plastic  Surgery,  vol  1 9, 
no  4,  October  1987,  pp  359-374. 

During  the  past  ten  years,  there  have  been  extensive  develop- 
ments in  both  “island”  muscle  and  musculocutaneous  flaps  and 
in  “free”  microvascular  transfers.  Competition  still  exists  be- 
tween these  two  schools  of  surgical  methodology,  even  though 
both  methods  are  known  to  be  complementary  and  have  com- 
parable success  rates.  Each  individual  procedure  has  its  com- 
mending features,  and  the  reconstructive  surgeon  should  be 
conversant  with  both  techniques  to  plan  the  best  reconstruc- 
tion for  each  patient.  It  is  therefore  important  first  to  place 
each  local  flap  into  context  with  other  local  flaps,  so  that  com- 
parisons can  then  be  made  with  the  several  free  microvascular 
flaps  that  are  available. 

Children  of  depressed  parents.  Increased  psycho- 
pathology and  early  onset  of  major  depression.  Myrna  M. 
Weissman,  PhD;  G.  Davis  Gammon,  MD;  Karen  John,  MA;  et  al. 
AMA,  Archives  of  General  Psychiatry,  vol  44,  October  1987, 
pp  847-853. 

Data  on  the  psychiatric  diagnosis,  overall  functioning,  and 
treatment  of  220  6-to  23-year-old  subjects  who  were  at  high  or 
low  risk  for  major  depression  are  presented.  The  subjects’ 
diagnoses  were  made  by  a child  psychiatrist  based  on  best- 
estimate  evaluation  of  diagnostic  information  derived  from 
structured  interviews  (Schedule  for  Affective  Disorders  and 
Schizophrenia  for  School-Aged  Children,  Epidemiologic  Ver- 
sion ) with  the  subjects  and  separately  with  their  mothers 
about  their  children.  The  major  findings  were  an  increased 
overall  prevalence  of  major  depression  and  substance  abuse, 
psychiatric  treatment,  poor  social  functioning,  and  school 
problems  in  tbe  children  of  depressed  proband  parents  com- 
pared with  children  of  normal  proband  parents.  Overall  pre- 
pubertal depression  was  uncommon  and  the  sex  ratios  were 
equal.  After  1 2 years  of  age,  there  was  an  increasing  prepon- 
derance of  female  subjects  in  the  group  with  major  depression. 
The  mean  age  at  onset  of  major  depression  was  similar  for 
male  and  female  subjects.  However,  it  was  slightly  earlier  in 
the  children  of  depressed  probands  ( mean  age  at  onset,  1 2 to 
13  years)  compared  with  the  children  of  normal  probands 
(mean  age  at  onset,  16  to  17  years).  Symptom  profiles  and  ad- 
ditional types  of  diagnoses  in  the  depressed  children  from  ei- 
ther proband  parent  group  did  not  differ.  These  children  are 
being  followed  up  longitudinally  to  determine  the  prognostic 
significance,  persistence,  recurrence,  and  recall  of  their  symp- 
toms. Several  research  and  clinical  strategies  are  suggested  by 
these  data. 


Atypical  presentations  of  cardiovascular  disorders  in  the 
elderly.  Donald  D.  Tresch,  MD.  Harcourt  Brace  Jovanovich, 
Geriatrics  vol  42,  October  1987,  pp  31—46. 

Despite  the  high  prevalence  of  cardiac  disease  in  the  elderly, 
specific  cardiac  disorders  are  often  missed  or  misdiagnosed  in 
this  age  group.  Not  uncommonly,  the  clinical  manifestations 
are  significantly  different  from  those  in  the  younger  patient 
with  the  same  disorder.  The  classical  findings  of  aortic  valve 
stenosis  may  not  be  present  and  the  disorder  is  frequently  mis- 
diagnosed as  mitral  valvular  incompetence.  Mitral  valve  pro- 
lapse, usually  considered  a benign  disorder  in  the  young  and 
middle-aged,  may  present  with  heart  failure  in  the  elderly,  and 
mitral  valve  surgery  may  be  necessary.  Instead  of  angina  pec- 
toris, dyspnea  may  be  the  first  manifestation  of  coronary  artery 
disease  in  the  elderly.  Acute  myocardial  infarction  may  be  si- 
lent or  present  in  an  atypical  manner  with  abdominal  distress, 
acute  signs  of  cerebral  insufficiency,  or  dyspnea. 

Predictors  of  disease  course  in  patients  with  probable 
Alzheimer’s  disease.  Y.  Stern,  PhD;  R.  Mayeux,  MD;  M.  Sano, 
PhD;  et  al.  American  Academy  of  Neurology,  Neurology,  vol 
37,  October  1987,  pp  1649-1653. 

The  presence  of  extrapyramidal  signs  or  psychosis  may  indi- 
cate greater  disability  in  patients  with  probable  Alzheimer’s 
disease.  The  authors  evaluated  the  ability  of  these  signs,  noted 
at  a patient’s  first  visit,  to  predict  one  of  two  specific  clinical 
endpoints:  ( 1 ) a preselected  score  on  the  modified  Mini- 
Mental  State  examination  (cognitive  endpoint  ),  and  (2)  a pre- 
selected score  on  the  Blessed  Dementia  Rating  Scale  (func- 
tional endpoint ).  Sixty-five  patients  were  followed  either  until 
they  reached  the  endpoints  or  to  the  end  of  the  study  period. 
Survivorship  curves  were  drawn  to  predict  the  distribution  of 
time  to  onset  of  an  endpoint  in  patients  with  and  without  the 
clinical  signs.  Time  to  reach  the  cognitive  endpoint  was 
shorter  for  patients  with  extrapyramidal  signs  or  psychosis 
compared  with  those  without  these  signs  and  symptoms. 

These  clinical  signs  did  not  predict  the  functional  endpoint. 
The  authors  conclude  that  extrapyramidal  signs  and  psychosis 
may  be  useful  predictors  of  intellectual  decline  in  Alzheimer’s 
disease. 


Delirium  tremens.  Update  on  an  old  disorder.  Paul 
Cushman,  Jr,  MD.  McGraw-Hill,  Postgraduate  Medicine,  vol  82, 
no  5,  October  1987,  pp  117-122. 

Delirium  tremens  is  a serious,  complex,  and  sometimes  fatal 
condition  seen  after  withdrawal  from  heavy  alcohol  intake.  Al- 
though the  disorder  has  long  been  recognized,  diagnosis  and 
treatment  remain  controversial.  In  a retrospective  study  of 
hospital  records,  the  author  examines  various  aspects  of  delir- 
ium tremens  and  concludes  that  management  with  multiple  in- 
terventions is  most  effective. 
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I Hospital  mortality  stats: 

Fine  tuning  a bad  idea? 


In  March  1986,  the  Health  Care  Financ- 
ing Administration  released  to  peer  re- 
view organizations  (PROs)  lists  of 
hospitals  that  the  administration  had 
identified  as  outliers  when  their  actual 
performance  was  compared  with  ex- 
pected performance  in  terms  of  overall 
mortality  and  readmissions,  and  of 
mortality  related  to  certain  medical 
conditions.  After  requests  made  under 
the  Freedom  of  Information  Act,  the  in- 
formation came  to  light  amid  much 
confusion  and  misinterpretation. 

Subsequently,  the  administration  has 
revamped  its  statistical  model  and 
gathered  data  on  all  US  hospitals  that 
treat  Medicare  patients.  The  mortality 
statistics  are  derived  from  Medicare  bills 
submitted  for  services  furnished  in 
1986.  The  information  presents,  for  each 
short-term,  acute  care  hospital  that 
treated  Medicare  beneficiaries  in  1986, 
the  number  of  beneficiaries  it  treated, 
the  percentage  of  beneficiaries  who  died 
within  30  days  of  admission,  and  the 
expected  percentage  of  deaths,  calcu- 
lated on  the  basis  of  the  overall  na- 
tional experience  with  patients  of 
similar  age,  sex,  incidence  of  complicat- 
ing diseases,  and  prior  hospitalizations 
in  1986.  Additionally,  the  HCFA  has  col- 
lected hospitals’  responses  to  the  data 
The  data  and  the  hospitals’  responses — 
a seven-volume  agglomeration — was 
scheduled  for  release  December  16. 

This  article  examines  some  of  the 
concerns  that  the  release  of  the  data  has 
generated  as  well  as  its  potential  for 
providing  useful  information  to  PROs, 
hospitals,  and  patients. 
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At  press  time,  the  medical  commu- 
nity in  Texas  and  throughout  the 
United  States  was  bracing  itself  for 
the  release  of  data  that  describes  hospi- 
tals’ mortality  statistics.  The  Health  Care 
Financing  Administration  calculated  the 
statistics  to  provide  a “valuable  tool  for 
Peer  Review  Organizations  (PROs)  for 
focusing  on  potential  quality  of  care 
problems,  for  hospitals  in  focusing  their 
efforts  on  improving  the  quality  of  care 
they  provide,  and  for  consumers  in 
making  decisions  on  obtaining  health 
care.”  Tom  Morford,  Baltimore,  director 
of  HCFA’s  Health  Standards  and  QuaUty 
Bureau,  assures,  “(HCFA)  has  very  delib- 


erately gone  through  an  extraordinarily 
elaborate  process  of  consultation  and  dis- 
cussion over  a year  to  release  informa- 
tion to  the  public.” 

Public  perception 

Noble  purposes  aside,  some  outspoken 
recipients  of  this  “valuable  tool”  agree 
that  the  data  has  limited  value  as  a mea- 
sure of  the  quality  of  care  that  a hospital 
provides.  American  Medical  Association 
Executive  Vice  President  James  H. 
Sammons,  MD,  wrote  HCFA  Administrator 
William  L.  Roper,  MD,  “.  . . any  statis- 
tically significant  differences  between  a 
hospital’s  expected  and  actual  mortality 
rates  ( however  accurate  the  meth- 
odology ) may  not  be  caused  by  differ- 
ences in  the  quality  of  care  provided.  . . . 
Many  important  variables  are  not  in- 
cluded in  the  statistical  model;  for  ex- 
ample, individual  patients  within  the 
same  diagnostic  category  often  present 
substantial  differences  in  severity  of  ill- 
ness. Thus,  a hospital’s  imputed  substan- 
dard performance  may  in  fact  be  based 
on  the  presence  of  unusually  severe 
cases  and  other  unmeasured  factors. 
Similarly,  imputed  excellent  performance 
can  be  disguised  by  mitigating  factors, 
thus  elevating  a hospital’s  relative  stand- 
ing as  to  quality.” 

Spokesmen  for  the  American  Associa- 
tion of  Retired  Persons  (AARP)  and  the 
Public  Citizen  Health  Research  Group,  a 
Washington-based  consumers’  watchdog, 
agree  that  the  data  are  not  a singular 
measure  of  quality.  Patrick  Luby,  Dallas, 
AARP’s  Area  VII  representative,  acknowl- 
edges, “There  are  a number  of  facilities 
around  the  country  that  have  very  legiti- 
mate explanations  about  why  some  may 
have  higher  mortality  than  another  hospi- 
tal.” Marcel  Salive,  MD,  MPH,  medical  re- 
searcher for  the  health  research  group, 
adds,  “Certainly,  it’s  not  the  only  crite- 
rion of  quality  that  anyone  would  advo- 
cate using.” 

There  also  is  concern  about  the  pos- 
sible misleading  use  of  the  information  in 
advertising.  After  the  first  release  of  data 
some  hospitals  fueled  competition  by  ad- 
vertising their  good  ratings. 

Ann  Wheeler,  director  of  communica- 
tion for  the  Houston  region  of  American 
Medical  International,  Inc,  a health  care 
services  company  operating  26  hospitals 
in  Texas,  disagrees  with  this  strategy. 


“Obviously,  it’s  extremely  useful  as  inter- 
nal information,  but  we  won’t  be  using  it 
in  promotions.  It  seems  inappropriate  for 
one  thing,  and  from  a public  relations 
point  of  view,  these  things  can  change 
from  year  to  year.  There’s  no  predicting 
where  you’ll  be  next  year.  The  difficulty 
in  something  like  this  is  the  complexity 
of  the  model  itself  and  communicating  it 
clearly  to  the  general  public.  Nobody  in 
the  world  will  sit  still  for  a discussion  of 
the  development  of  the  statistical  model. 
The  alternative  is  some  sort  of  superficial 
distillation  of  the  information,  which  usu- 
ally is  misleading.” 

While  HCFA’s  new  policy  of  publishing 
hospitals’  comments  seemingly  would 
limit  misinterpretation.  Parkland  Hospi- 
tal’s Beth  Mancini,  Dallas,  is  skeptical.  Ms 
Mancini,  vice  president  for  nursing  ad- 
ministration, also  is  administratively  re- 
sponsible for  the  hospital’s  department  of 
quality  assurance.  She  predicts,  “I  don’t 
expect  to  see  Parkland’s  comments  on 
the  front  page  of  the  newspaper.” 

The  statistical  model 

At  the  nucleus  of  the  data,  the  AMA  ques- 
tions HCFA’s  statistical  model  itself.  Dr 
Sammons  wrote,  “.  . . serious  questions 
exist  as  to  whether  the  statistical  model 
utilized  by  HCFA  accurately  predicts  hos- 
pital mortality  rates.”  Calling  the  data 
“worse  than  useless,”  an  AMA  analysis  as- 
serts, “The  omission  of  important  explan- 
atory variables  raises  serious  questions 
about  the  validity  of  the  predictive 
model  and  how  the  government  intends 
to  establish  validity.” 

Parkland’s  Beth  Mancini  points  out  that 
HCFA  errs  in  overlooking  whether  deaths 
were  expected  upon  admission.  “When 
we  looked  at  our  statistics,  we  found  that 
nearly  all  of  our  deaths  were  expected 
deaths  upon  admission.  Yet,  the  HCFA 
study  doesn’t  look  at  that.  It  assumes  that 
all  the  deaths  are  unexpected.” 

She  adds,  “For  example,  we’re  outside 
(the  expected  mortality  rate  for)  major 
trauma.  Well,  of  course  we  would  be. 
We’re  a trauma  facility.  So,  you  can’t 
compare  us  to  a normal  hospital  on 
major  trauma  deaths,  not  when  we  get 
people  who  are  basically  dead  when  they 
arrive.”  She  also  questions  the  wisdom  of 
“charging”  Parkland  with  deaths  that  oc- 
curred within  30  days  of  the  patient’s  re- 
lease. “HCFA  recommended  that  we 
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contact  the  private  physicians  to  see 
what  happened  to  some  who  died.  With 
most  of  our  patients,  that’s  not  possible. 
So,  what  we  did  was  go  back  and  look  at 
how  many  of  those  who  died  after  dis- 
charge had  discharge  notes  that  indicated 
that  they  were  home  to  die,  if  you  will. 
And,  with  nearly  all  of  them,  that  was 
the  case.” 

She  adds,  “We’re  within  the  norm  for 
overall  scores.  It  was  only  three  out  of  16 
categories  where  we  were  excessive.  So, 

I would  not  say  that  we  would  not  be 
perceived  badly.  When  it’s  a hospital  like 
ours,  and  we  still  have  problems  with  the 
system — somebody  who  really  shouldn’t 
be  complaining  about  it  saying  that 
there’s  a problem  with  the  system — that 
might  mean  something.” 

In  an  official  response  to  HCFA’s  origi- 
nal proposal  that  outlined  the  procedure 
for  gathering  the  data.  Dr  Salive  and  Pub- 
lic Citizen  Health  Research  Group  Direc- 
tor Sidney  M.  Wolfe,  MD,  described  a 
potential  problem  with  the  data.  “The 
model,  as  described  in  the  notice,  is  sus- 
ceptible to  manipulation  by  hospitals 
wishing  to  have  better  mortality  rates, 
but  without  improving  care.  Attributing  a 
death  to  the  most  recent  hospital  encour- 
ages ‘patient  dumping’  of  complicated 
or  very  sick  patients  by  unscrupulous 
hospitals.” 

Drs  Salive  and  Wolfe  also  express  their 
concern  that  “.  . . some  hospitals  may 
have  begun  falsifying  or  using  misleading 
diagnostic  codes,  in  anticipation  of  fur- 
ther HCFA  data  releases  ....  If  additional 
independent  variables  are  added  to  the 
model,  careful  consideration  must  be 
taken  to  avoid  variables  which  are  sub- 
ject to  this  kind  of  manipulation.” 

The  AMA  also  fears  “release  of  the  data 
could  be  counter-productive  and  harmful 
to  the  interests  of  the  public  if  it  leads 
hospitals  to  take  inappropriate  actions, 
such  as  attempting  to  reduce  admissions 
of  difficult  or  risky  cases.”  However, 

Texas  Hospital  Association  spokeswoman 
Ann  Ward  Rogers,  vice  president,  public 
relations,  assures  that  the  association 
does  not  foresee  hospitals  taking  such 
steps.  “Hospitals  routinely  monitor  the 
quality  of  care  provided,  and  on  a regular 
basis  examine  mortality  data,”  she  ex- 
plained. “The  real  issue  is  ensuring  that 
quality  care  is  provided  on  an  ongoing 
basis.  Quality  can  only  be  evaluated 


through  the  process  of  peer  review, 
not  through  simplistic  statistical 
comparisons.” 

PROS 

In  addition  to  concerns  about  public  per- 
ception and  the  statistical  model,  the 
medical  community  is  anxious  to  know 
how  Texas  Medical  Foundation,  the 
state’s  peer  review  organization,  will  use 
the  data.  In  the  previous  release,  HCFA 
instructed  PROs  to  incorporate  the  data 
into  their  objectives  in  their  contracts 
with  the  administration.  At  press  time, 
HCFA’s  Tom  Morford  said  that  the  admin- 
istration would  issue  more  .specific  in- 
structions after  the  first  of  the  year.  Mr 
Morford  emphasized  that  the  previous 
issue  of  data  was  “an  anomaly.  It  was 
designed  for  the  PROs  only  and  it  was 
designed  to  help  them  develop  their 
objectives,  and  it  was  from  our  view  un- 
fortunate that  under  the  Freedom  of  In- 
formation Act,  it  became  available  and 
created  a lot  of  confusion.”  He  adds,  “We 
will  direct  PROs  shortly  after  the  first  of 
the  year  to  do  something  (with  the  data). 
We  haven’t  defined  that,  but  we  ll  ob- 
viously ask  them  to  incorporate  it  into 
their  reviews.” 

Meanwhile,  TMF  President  John  M. 
Smith,  Jr,  MD,  San  Antonio,  reminded, 
“We’ll  follow  whatever  the  HCFA  dic- 
tates. We  are  law-abiding  citizens,  and 
we’re  spending  their  money.  We  follow 
their  rules.”  Dr  Smith,  who  also  is  a past 
president  of  the  Texas  Medical  Associa- 
tion, added,  “We  have  the  reputation  of 
being  one  of  the  top  three  PROs  in  the 
country,  and  we  intend  to  maintain  our 
status.”  Albert  F.  Hendler,  MD,  Dallas, 
chairman  of  TMA’s  Hospital  Medical  Staff 
Section,  admitted,  “There  is  the  impres- 
sion that  the  information  may  be  used 
harshly  in  corrective  actions  on  the  hos- 
pitals in  the  future.” 

Is  it  all  bad? 

While  the  key  players — PROs,  consum- 
ers, and  hospitals — agree  that  the  data 
has  limitations,  they  agree  with  its  under- 
lying philosophy.  Dr  Sammons  wrote, 
“The  American  Medical  Association  sup- 
ports dis.semination  to  the  public  of 
meaningful  and  u.seful  information  con- 
cerning the  quality  of  health  care.” 

Dr  Hendler  says,  “ If  we  could  find  a 
way  to  use  these  statistics  in  a way  that 


would  help  us  learn,  that  would  be  valu 
able.  Whether  this  is  going  to  happen,  1 
don’t  know.”  He  believes  that  the  data 
could  provide  an  opportunity  for  hospi- 
tals to  pre.sent  themselves  in  a good  light. 
“Doctors  see  people  live  who  previously 
would  have  died.  We’ve  done  with 
our  own  hands  many  things  that  have 
affected  patients’  welfare  very,  very  favor- 
ably. But,  we’ve  never  individually,  or  in 
ho.spitals,  kept  accurate  statistics  to 
prove  how  good  we  are.” 

Finally,  Dr  Smith  foresees  that  the  com- 
pilation of  this  data  may  be  useful  in  the 
long  run  for  both  physicians  and  patients. 
He  compares  organized  medicine’s  balk- 
ing at  the  statistics  to  the  rebellion  of  a 
wild  mustang  being  tamed.  “When  you 
try’  to  put  a saddle  on  a mustang,  it  gets 
pretty  uncomfortable.  It  balks  and  jumps 
and  raises  hell  and  kicks  and  snorts.  Well, 
that’s  the  membership  of  the  TMA.  They 
didn’t  ask  for  peer  review,  and  we  de- 
layed Professional  Standards  Review  Or- 
ganizations ( PSROs ) for  1 0 years.  And, 
now  TMF  is  in  the  top  ranking  among 
PROs.  We  don’t  like  to  sanction  people. 
But  by  the  same  token,  I don’t  think 
we’re  ever  going  to  get  favorable  consid- 
eration on  tort  reform  and  lower  mal- 
practice premiums  until  the  medical 
profession  projects  the  image  that  they 
are  giving  the  people  of  Texas  the  best 
medicine  that  can  possibly  be  provided.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 


BACTRIM (trimethoprim  and  sulfamethoxazole/Roche) 


th£  Medical 
Accounting 
System 

Your  “pegboard”  accounting  system  has  been  computerized! 
Now  it’s  even  easier  to  use  (no  more  adding  up  coiumns  of 
numbers),  faster  (no  more  stuffing  envelopes),  and  can  create 
reports  (pastdue,  procedure,  recall,  etc.) 


o print  monthly  statements  on  pre-stuffed  mailers, 
o view  ledger  cards  on  screen, 
oprint  daily  worksheets  and  totals, 
o supports  CPT-9  codes  and  prints  procedure  reports, 
o print  patient  walkout  bills  and  insurance  forms, 
oprint  30-60-90  day  pastdue  reports, 
ojust  $495  for  the  complete  programs, 
ofree  demo  version  and  manual. 


We  also  sell  computers,  printers,  and  other  software. 

H And  L Enterprises 

HC  2,  Box  264-H,  Canyon  Lake,  Texas  78133  512-935-2618 


’.  . . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 
JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 


F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 


STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides,  documented  megaloblastic 
anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIOES,  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STEVENS-JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions. such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS.  Clinical  stud- 
ies show  that  patients  with  group  A 13-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bactenologic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS:  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  (e  g , elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome, or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs.  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  (he  Treatment  of  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  AcQuwed  Immunodeficiency 
Syndrome  (AIDS):  Because  of  unique  immune  dysfunction,  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia. with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients. 

Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystal  luria  and  stone 
formation 

Laboratory  Tests:  Perform  complete  blood  counts  frequently;  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted . discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
is  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis.  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole. 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus. 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers.  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS,  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia,  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia.  Genitourinary;  Renal  failure, 
interstitial  nephritis,  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache. 
PsycA/a/r/c  Hallucinations,  depression,  apathy,  nervousness  fntfocr/ne  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents;  cross-sensitivity  may  exist.  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving  , 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous  Weakness,  fatigue,  insomnia. 

DOSAGE  AND  ADMINISTRATION;  Not  recommended  tor  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  Is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b i d.  for  10  to  14  days.  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired:  Creatinine  clearance  above  30  ml/min.  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen;  below  15  ml/min.  use  not  recommended. 

ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  OS  tablet,  two 
tablets  or  four  teasp  (20ml)b  id  for  14  days  i 

PNEUMOCYSTIS  CARINII  PNEUMONITIS:  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information  ' 
for  suggested  children's  dosage  table  ! 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)—  ' 
bottles  of  100.  250  and  500;  Tel-E-Dose"*  packages  of  100;  Prescription  Paks  of  20  Tablets  (80  mg  tri-  | 
methoprim  and  400  mg  sulfamethoxazole)— bottles  of  100  and  500,  Tel-E-Dose®  packages  of  100; 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  , 
teasp  )— bottles  of  100  ml  and  16oz(1  pint)  Suspens/on  (40  mg  trimethoprim  and  200  mg  sulfamethoxa-  I 
zoleperteasp  )— bottles  of  16  oz(1  pint). 

STORE  TABLETS  AT  15°-30“C  (SQ^-SS^F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT.  STORE  SUSPEN-  ' 
SIGNS  AT  15”-30°C  (59°-86"F)  PROTECTED  FROM  LIGHT 
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SPECIFY. 


When  you  decide  to  use 
Bactrim,  use  the  power  of  the  pen 
as  well.  It  guarantees  your  patient  will 
get  Bactrim— with  the  power  of  penetra- 
tion where  you  want  it,  the  power  of 
concentration  where  you  want  it,  and  the 
power  to  persist.  Three  powers  well 
worth  trusting. 

And  remember,  after  deciding  on  Bactrim, 
protect  your  decision.  Take  an  extra  half- 
second,  in  accordance  with  your  state  regula- 
tions, to  prevent  substitution. 


The 


Power 


Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 

BactrimPediatric 

(40  mg  trimethoprim  and 
200  mg  sulfamethoxazole  per  5 ml) 


-Opyright  © 1987  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 


fiiedicifie  and  the  Law 


Physician’s  nemesis:  retention 
and  release  of  medical  records 

A physician  ’s  medical  practice  includes  creating,  maintain- 
ing and  releasing  medical  records.  Medical  records  assist 
physicians  in  providing  ( 1)  good  care  to  their  patients, 

(2)  information  to  other  physicians  who  subsequently  treat 
their  patients,  and  (3)  information  to  insurance  carriers  or 
employers  as  requested  by  the  patient  In  addition,  medical 
records  can  be  essential  in  defending  the  treatment  rendered 
should  a patient  decide  to  include  a physician  in  a profes- 
sional liability  lawsuit  Questions  regarding  the  proper 
handling  use,  and  disposition  of  patient  medical  records 
comprise  perhaps  the  single  largest  category  of  requests  re- 
ceived by  Texas  Medical  Association  ’s  Office  of  the  General 
Counsel.  This  article  reviews  applicable  statutes  and  judicial 
and  administrative  interpretations  of  physicians’  rights  and 
obligations  related  to  retaining  and  releasing  records. 

Retention  of  records 

The  medical  record  constitutes  an  integral  part  of  a physician’s 
continuing  ability  to  provide  high-quality  care  to  a patient. 
Medical  records  can  document  appropriate  patient  diagnosis 
and  treatment  should  the  Texas  State  Board  of  Medical  Exam- 
iners (TSBME)  or  the  Texas  Medical  Foundation  ( TMF)  review 
a physician’s  practice.  Both  physicians  and  patients  benefit 
from  appropriate  medical  records  when  addressing  reimburse- 
ment issues  with  a third  party  payor,  such  as  an  insurance 
company. 

Another  important  reason  for  maintaining  complete  and  ac- 
curate medical  records  is  their  value  in  the  defense  of  profes- 
sional liability  lawsuits.  Physicians  may  want  to  consider 
maintaining  their  medical  records  for  at  least  as  long  as  the 
hospital  or  hospitals  where  they  maintain  staff  privileges  main- 
tain records.  The  Texas  Legislature  recently  amended  several 
statutes  to  require  a hospital,  a hospital  authority,  a hospital 
district,  or  a private  mental  hospital  to  maintain  patient  medi- 
cal records  until  ten  years  after  the  date  on  which  the  patient 
who  is  the  subject  of  the  record  was  last  treated  ( 5 ).  Should  a 
medical  liability  lawsuit  arise,  the  physician  would  not  want  to 
be  in  the  unenviable  position  of  not  having  records  to  counter 
or  clarify  a hospital  record. 

Physicians  who  treat  Medicaid  patients  and  accept  reim- 
bursement through  assignment  are  required  to  retain  records 
of  that  care  for  at  least  five  years  ( 1 ).  Medicare  does  not  have  a 
similar  prerequisite  concerning  records  and  payment  for  physi- 
cians’ professional  services.  However,  the  statute  of  limitations 
on  a Medicare  (or  Medicaid ) fraud  or  abuse  offense  is  five 
years  ( 2 ).  I’herefore,  cautious  physicians  would  maintain  Medi- 


Medicine  and  the  l.aw  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


care  and  Medicaid  records  for  a period  of  at  least  five  years  to 
be  able  to  defend  themselves  against  a criminal  allegation. 

State  and  federal  laws  also  require  that  physicians  maintain 
records  of  the  purchase  and  dispensation  of  controlled  sub- 
stances and  dangerous  drugs  for  at  least  two  years  ( 3 ).  The  in- 
formation may  be  maintained  in  patient  files  or  in  another 
separate  record  that  includes  the  patient’s  name,  date,  amount 
of  the  drug  dispensed,  and  the  reason. 

The  Occupational  Safety  and  Health  Administration  (OSHA) 
has  promulgated  regulations  governing  access  to  employee 
medical  records  (4).  These  regulations  give  the  employee  or 
his  or  her  representative  a broad  range  of  access  to  all  com- 
pany records  relating  to  health,  whether  maintained  by  the 
physician  through  agreement  with  the  company  or  by  the 
company  itself.  OSHA  also  has  access  to  these  records. 

The  first  requested  copy  of  employee  records  must  be  pro- 
vided “free”  within  1 5 days.  The  rules  state  that  employee 
records  must  be  maintained  for  at  least  30  years  plus  the  dura- 
tion of  employment.  The  records  may  be  microfilmed  or  re- 
produced in  other  ways,  but  x-rays  must  be  kept  in  their 
original  form. 

Statute  of  limitations 

A statute  of  limitations  is  a law  that  sets  the  time  period  within 
which  a person  must  bring  an  action  in  court  or  forever  be 
barred  from  bringing  that  action.  Among  the  many  purposes  of 
statutes  of  limitations  are  to  prevent  prosecution  of  stale 
claims  and  to  compel  the  settlement  of  claims  within  a reason- 
able time  after  their  origin,  while  the  evidence  is  still  fresh  in 
the  minds  of  the  parties  or  witnesses  (6). 

In  1977,  the  Texas  Legislature  established  a two-year  statute 
of  limitations  for  a medical  professional  liability  lawsuit.  The 
current  law  states: 

Notwithstanding  any  other  law,  no  health  care  liability 
claim  may  be  commenced  unless  the  action  is  filed  within 
two  years  from  the  occurrence  of  the  breach  or  tort  or  from 
the  date  the  medical  or  health  care  treatment  that  is  the  sub- 
ject of  the  claim  or  the  hospitalization  for  which  the  claim  is 
made  is  completed;  provided  that,  minors  under  the  age  of 
1 2 years  shall  have  until  their  1 4th  birthday  in  which  to  file, 
or  have  filed  on  their  behalf,  the  claim.  Except  as  herein  pro- 
vided, this  subchapter  applies  to  all  persons  regardless  of  mi- 
nority or  other  legal  disability  (7). 

Generally,  this  law  means  patients  must  file  within  two  years 
of  treatment  in  order  to  receive  any  recovery  for  their  injuries. 
However,  there  are  exceptions  to  this  rule.  In  several  cases, 
Texas  courts  have  “tolled,”  or  held  that  in  some  situations  the 
two-year  period  begins  to  run  only  when  the  patient  knew  or 
should  have  known  that  he  or  she  had  been  injured  due  to  a 
physician’s  alleged  negligence  (8).  Typically,  a foreign  object  is 
discovered  during  surgery  necessitated  by  complications  from 
the  original  surgery,  and  Texas  courts  have  tolled  the  running 
of  the  time  permitted  to  file  suit. 

Occasionally,  suits  are  filed  on  behalf  of  children  alleging 
that  injuries  occurred  in  the  treatment  of  their  parent  at  a time 
before  their  birth.  Physicians  who  treat  expectant  mothers 
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might  consider  keeping  those  records  for  an  extended  period 
of  time.  Finally,  because  the  constitutionality  of  the  legis- 
lature’s action  in  1977  lowering  the  age  for  tolling  the  statute 
of  limitations  from  18  to  12  has  not  yet  been  resolved  (9), 
physicians  would  be  prudent  in  keeping  the  records  of  all 
minor  children  at  least  until  such  children  are  20  years  of  age, 
ie,  two  years  after  the  child’s  1 8th  birthday. 

Confidentiality,  privilege,  and  release  of  medical  records 
The  Medical  Practice  Act  of  Texas  declares  that  records  of  the 
identity,  diagnosis,  evaluation,  or  treatment  of  a patient  are 
confidential  and  privileged  and  may  not  be  disclosed  . . .”  ex- 
cept under  circumstances  authorized  by  the  statute  (10).  The 
statute  applies  no  matter  when  services  were  provided  to  the 
patient,  and  the  physician  may  assert  the  privilege  only  on  be- 
half of  the  patient  (11). 

There  are  exceptions  to  the  prohibition  against  disclosure  of 
information  in  medical  records  in  court  or  administrative  pro- 
ceedings when: 

1.  A patient  brings  proceedings  against  a physician; 

2.  A patient  or  someone  authorized  to  act  on  the  patient’s 
behalf  provides  a written  consent  to  release  confidential 
information; 

3.  A court  or  administrative  proceeding  seeks  to  substanti- 
ate or  collect  on  a claim  for  medical  services  rendered  to  a 
patient; 

4.  A patient  attempts  to  recover  monetary  damages  for  any 
physical  or  mental  condition,  including  death; 

5.  A physician  is  involved  in  any  disciplinary  investigation 
or  hearing  conducted  by  the  Texas  State  Board  of  Medical  Ex- 
aminers (TSBME)  or  a criminal  investigation  conducted  by  an- 
other agency  in  which  the  TSBME  is  assisting; 

6.  Disclosure  is  relevant  to  an  involuntary  civil  commitment 
proceeding,  a probable  cause  hearing,  or  a proceeding  for 
court  ordered  treatment;  and 

7.  The  patient  is  a victim,  witness,  or  defendant  in  a criminal 
prosecution.  The  records  in  question  are  not  subject  to  discov- 
ery until  the  judge  in  the  case  decides  on  the  relevance  of  any 
or  all  of  the  records  or  communications.  The  court  must  rule 
separately  on  the  admissibility  of  the  records. 

The  Texas  Supreme  Court  has  adopted  rules  of  evidence 
(12)  for  the  conduct  of  civil  cases,  which  became  effective 
Sept  1,  1985.  Rules  509(dX6)  and  509(dX8)  concerning  the 
physician-patient  privilege  state  that  exceptions  to  confiden- 
tiality or  privilege  in  court  or  administrative  proceedings  exist 
(in  addition  to  the  above  instances)  when  “.  . . (6)  the  disclo- 
sure is  relevant  in  any  suit  affecting  the  patient-child  relation- 
ship . . . and  (8)  in  any  proceeding  regarding  the  abuse  or 
neglect,  or  the  cause  of  any  abuse  or  neglect  of  the  resident  of 
an  ‘institution’  as  defined”  in  Texas  Revised  Civil  Statutes  An- 
notated, article  4442c  (Vernon  Supplement  1987). 

In  the  legislative  session  since  the  promulgation  and  adop- 
tion of  Rule  509,  the  legislature  has  had  ample  opportunity  to 
place  both  of  these  exceptions  directly  into  the  Medical  Prac- 
tice Act  of  Texas,  but  has  not  done  so.  The  Texas  Constitution 
at  Article  V,  Section  25,  states  that  the  Supreme  Court  may  es- 
tablish rules  of  procedure  . . not  inconsistent  with  the  law  of 
the  state.”  The  Supreme  Court  also  has  held,  “.  . . when  a rule 
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of  the  court  conflicts  with  a legislative  enactment,  the  rule 
must  yield”  (13).  Thus,  if  Rules  509(dX6)  and  509(dX8)  are 
determined  to  be  in  conflict  with  the  Medical  Practice  Act  of 
Texas’  provisions  concerning  the  physician-patient  privilege, 
the  rules  will  not  stand. 

The  court  of  criminal  appeals,  the  court  of  highest  jurisdic- 
tion for  criminal  cases  in  Texas,  has  promulgated  and  adopted 
rules  of  criminal  evidence  for  the  conduct  of  criminal  cases 
(14),  which  became  effective  Sept  1 , 1 986.  These  rules,  pub- 
lished as  Texas  Rules  of  Criminal  Evidence  509,  abolish  the 
physician-patient  privilege  in  criminal  proceedings. 

The  Medical  Practice  Act  of  Texas  also  specifies  that  excep- 
tions to  the  privilege  of  confidentiality  exist  in  other  than 
court  or  administrative  proceedings  (15).  These  exceptions 
permit  a physician  to  disclose  confidential  information  to: 

1.  Governmental  agencies  if  the  disclosures  are  required  or 
authorized  by  law,  ie,  communicable  diseases,  child  abuse, 
gunshot  wounds; 

2.  Medical  or  law  enforcement  personnel  if  the  physician 
determines  there  is  probability  of  imminent  physical  injury  to 
the  patient,  himself,  or  others,  or  if  there  is  a probability  of  im- 
mediate mental  or  emotional  injury  to  the  patient; 

3.  Audit  and  research  personnel  if  individual  patients  are 
not  identified  in  any  report; 

4.  Necessary  persons,  corporations,  or  agencies  involved  in 
the  collection  of  charges  and  fees  for  services  rendered; 

5.  Persons  who  have  written  consent  of  the  patient  or  other 
authorized  person  (parent  or  guardian)  for  the  release  of  confi- 
dential information; 

6.  Other  physicians  or  personnel  under  the  direction  of  the 
physician  who  are  participating  in  the  diagnosis,  evaluation,  or 
treatment  of  the  patient;  and 

7.  Persons  conducting  any  official  legislative  inquiry  regard- 
ing state  hospitals  or  state  schools,  provided  no  information  or 
records  that  identify  a patient  be  released  for  any  purpose 
without  the  patient’s  consent.  Only  records  created  by  the 
state  hospital  or  school  or  its  employees  shall  be  included. 

Patient  access  to  records 

Generally,  hospitals  have  the  right  of  ownership  in  the  physical 
pieces  of  paper  that  make  up  patients’  records  at  the  hospital. 

Likewise,  physicians  own  the  records  developed  in  treating 

their  patients  in  their  office  practice.  The  legal  and  ethical 

rules  concerning  the  confidential  treatment  of  medical  records  (59 

and  the  information  contained  in  these  records  are  designed  to  

protect  the  patient. 

The  patient’s  right  to  the  information  contained  in  his  or  her 
own  medical  records  is  explicit  in  the  Medical  Practice  Act  of 
Texas.  “A  physician  shall  furnish  copies  of  medical  records  re- 
quested, or  a summary  or  narrative  of  the  records,  pursuant  to 
written  consent  for  release  of  the  information  . . .”  ( 16)  (em- 
phasis added).  The  authorization  to  disclose  medical  record  in- 
formation must  be  in  writing,  signed  by  the  patient  (or  by  a 
parent,  guardian,  or  guardian  ad  litem),  and  should  specify  ( 1 ) 
the  information  or  medical  records  to  be  covered  by  the  re- 
lease, (2)  the  reasons  or  purposes  for  the  release,  and  (3)  the 
person  to  whom  the  information  is  to  be  released  (17).  For  the 
purposes  of  this  section,  the  Medical  Practice  Act  of  Texas  de- 


fines  “medical  records”  to  mean  any  records  pertaining  to  the 
patient’s  history,  diagnosis,  treatment,  or  prognosis  (16). 

The  statute  provides  that  the  only  circumstance  under 
which  a physician  may  refuse  to  comply  with  the  patient’s 
otherwise  valid  written  request  for  disclosure  is  the  physician’s 
determination  that  access  to  the  information  would  be  harmful 
to  the  patient’s  physical,  mental,  or  emotional  health.  The  phy- 
sician also  may  delete  confidential  information  about  another 
person  who  has  not  given  consent.  Thus,  the  patient  seems  to 
be  free  to  designate  anyone  as  the  recipient  of  medical  record 
information.  In  addition  to  raising  ethical  questions,  a physi- 
cian’s decision  to  withhold  records  because  of  an  unpaid  ac- 
count balance  is  not  supported  by  the  statute.  Physicians  have 
a “reasonable  period  of  time”  in  which  to  supply  records  re- 
quested, and  may  charge  a “reasonable  fee”  for  furnishing  the 
information.  The  statute  does  not  state  whether  payment  of 
the  “reasonable  fee”  is  a prerequisite  to  the  patient’s  right  to 
receive  the  records  requested. 

The  statute  allows  a patient  aggrieved  by  the  unauthorized 
disclosure  of  confidential  information  to  seek  an  injunction 
and  civil  damages  for  such  unauthorized  disclosure.  No  relief  is 
stated  for  a physician’s  seemingly  unjustified  refusal  to  comply 
with  a valid  release.  However,  at  least  one  appellate  court  in 
another  state  has  upheld  the  award  of  punitive  damages  as- 
sessed against  a physician  because  he  allegedly  caused  a pa- 
tient severe  emotional  distress  by  refusing  to  provide  copies  of 
her  medical  records  (18).  Additionally,  the  TSBME  could  con- 
sider such  a lack  of  response  to  a patient’s  request  a violation 
of  the  Medical  Practice  Act  of  Texas  and  therefore  subject  to 
its  disciplinary  authority. 

Federal  statutes  also  apply 

While  two  federal  statutes  mandate  confidentiality  of  the  iden- 
tity, diagnosis,  prognosis,  or  treatment  of  any  patient  for  drug 
or  alcohol  abuse  in  a program  or  activity  that  is  conducted, 
regulated,  or  assisted  by  the  federal  government  (19),  the  pa- 
tient may  give  written  consent  to  release  information.  Release 
is  permitted  without  the  patient’s  consent  to  ( 1 ) medical  per- 
sonnel in  a bona  fide  emergency,  (2)  qualified  persons  con- 
ducting program  audits  or  evaluations,  if  individual  patients  are 
not  identified,  and  (3)  persons  authorized  by  an  appropriate 
court  order  based  on  good  cause  shown. 

ITie  federal  requirements  override  state  law  when  a conflict 
occurs. 

Access  by  the  TSBME 

The  Medical  Practice  Act  of  Texas  ( 20  ) and  the  Civil  Rules  of 
Evidence  specifically  authorize  physicians  to  provide  records 
of  a patient’s  condition  or  treatment  by  a physician  to  the 
Texas  State  Board  of  Medical  Examiners.  A physician  who  fails 
to  comply  with  an  appropriate  request  from  the  board  (which 
can  be  in  the  form  of  a subpoena)  can  constitute  grounds  for 
cancellation,  revocation,  suspension,  or  probation  of  the  physi- 
cian’s license  (21).  The  board  must  protect  the  identities  of 
patients  whose  records  are  reviewed. 

Insurer  access 

In  almost  all  circumstances,  the  patient  or  his  parent  or  guard- 


ian may  consent  to  the  disclosure  of  certain  medical  informa- 
tion to  himself  or  to  anyone  else  for  any  reason.  This  most 
often  is  done  when  the  patient  seeks  to  have  a third  party  pay 
for  medical  care  and  treatment.  The  third  party  payor,  such  as 
an  insurance  company,  usually  has  contracted  with  the  patient 
to  reimburse  or  pay  for  some  or  all  of  the  services  provided. 
However,  the  insurer  has  a right  to  the  information  it  needs  for 
the  limited  purpose  of  making  a decision  on  coverage  and  pay- 
ment (22). 

Insurance  companies  and  other  third  party  payors  have  a 
fiduciary  duty  to  patient  claimants  to  request  only  the  informa- 
tion that  is  necessary  to  properly  process  claims  for  benefits. 
Further,  insurance  companies  have  a duty  to  use  this  informa- 
tion only  for  the  purpose  of  processing  the  claim,  and  for  no 
other  purpose,  unless  the  patient  has  given  express  written 
consent  to  do  otherwise.  The  patient  rightly  presumes  that  the 
insurance  company  will  require  some  information  to  process 
the  claim  since  written  consent  to  release  information  to  the 
insurance  company  normally  is  included  in  its  claim  form.  Any 
other  use  of  this  information  would  violate  the  fiduciary  duty 
the  insurance  company  owes  the  patient  (23). 

Subpoenas  for  records 

The  Code  for  Physicians  and  Attorneys  of  Texas  “Medical  Re- 
ports— Suggested  Procedure”  states  that  if  medical  records  are 
subpoenaed,  the  requesting  attorney  should  obtain  the  client’s 
written  consent  for  release  and  should  deliver  that  authoriza- 
tion to  the  physician.  If  a patient  has  placed  his  or  her  physical 
or  mental  condition  at  issue  in  litigation,  the  patient  is  re- 
quired to  supply  his  or  her  physician  with  written  authoriza- 
tion to  disclose  confidential  information  (24).  It  is  then  the 
responsibility  of  the  party  requesting  disclosure  to  supply 
copies  as  soon  as  possible  without  charge  to  all  other  parties. 

The  court  may  order  nonparties  to  the  lawsuit  to  provide 
records  in  accord  with  Rule  167(4),  Texas  Rules  of  Civil  Pro- 
cedure, but  only  after  a hearing  on  proper  motion,  at  which  all 
parties  and  the  nonparty  may  raise  objections  (25). 

Physicians  usually  are  safe  in  responding  to  a written  autho- 
rization from  their  patients  to  disclose  medical  records  if  the 
consent  conforms  to  the  requirements  of  section  5.08(jX  1 ) of 
the  Medical  Practice  Act  of  Texas.  However,  sometimes  per- 
sons other  than  the  patient  present  requests  for  disclosure.  If  a 
question  arises  concerning  possible  violation  of  physician- 
patient  confidentiality  statutes,  the  physician  always  may  con- 
tact the  requesting  attorney  and  ask  for  a signed  written  autho- 
rization under  Rule  l66(bXh)  (26). 

Ethical  considerations 

The  American  Medical  Association’s  Council  on  Ethical  and  Ju- 
dicial Affairs  has  considered  the  subject  of  physician  records 
and  has  issued  two  opinions: 

Records  of  Physicians:  Availability  of  Information  to  Other 
Physicians.  The  interest  of  the  patient  is  paramount  in  the 
practice  of  medicine,  and  everything  that  can  reasonably  and 
lawfully  be  done  to  serve  that  interest  must  be  done  by  all 
physicians  who  have  served  or  are  serving  the  patient.  A 
physician  who  formerly  treated  a patient  should  not  refuse 
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for  any  reason  to  make  his  records  of  that  patient  promptly 
available  on  request  to  another  physician  presently  treating 
the  patient.  Medical  reports  should  not  be  withheld  because 
of  an  unpaid  bill  for  medical  services  (27). 

Records  of  Physicians:  Information  and  Patients.  Notes 
made  in  treating  a patient  are  primarily  for  the  physician’s 
own  use  and  constitute  his  personal  property.  However,  on 
request  of  the  patient  a physician  should  provide  a copy  or  a 
summary  of  the  records  to  the  patient  or  to  another  physi- 
cian, an  attorney,  or  other  person  designated  by  the  patient. 

Several  states  have  enacted  statutes  that  authorize  patient 
access  to  medical  records.  These  statutes  vary  in  scope  and 
mechanism  for  permitting  patients  to  review  or  copy  medi- 
cal records.  Access  to  mental  health  records,  particularly, 
may  be  limited  by  statute  or  regulation.  A physician  should 
become  familiar  with  the  applicable  laws,  rules  or  regula- 
tions on  patient  access  to  medical  records. 

The  record  is  a confidential  document  involving  the 
physician-patient  relationship  and  should  not  be  communi- 
cated to  a third  party  without  the  patient’s  prior  written 
consent,  unless  required  by  law  or  to  protect  the  welfare  of 
the  individual  or  the  community.  Medical  reports  should  not 
be  withheld  because  of  an  unpaid  bill  for  medical  services. 
Simplified,  routine  insurance  reimbursement  forms  should 
be  prepared  without  charge,  but  a charge  for  complex,  com- 
plicated or  multiple  reports  may  be  made  in  conformity 
with  local  custom  (28). 

In  addition  to  the  statutory  and  regulatory  scheme  concern- 
ing the  creation,  retention,  and  release  of  medical  records,  the 
ethical  physician  adheres  to  the  Texas  Medical  Association’s 
Board  of  Councilors’  opinions  concerning  medical  records. 

The  Board  of  Councilors,  in  three  opinions,  has  stated: 

Patient  records — authorization  for  release.  Physicians  face 
both  an  ethical  and  a legal  responsibility  to  safeguard  patient 
communications  and  information  in  patients’  medical 
records.  Such  information  is  confidential  and  privileged  and 
may  not  be  released  except  under  circumstances  outlined  in 
the  Medical  Practice  Act  of  Texas.  Patient  authorizations  for 
release  of  confidential  information  should  be  in  writing, 
signed  by  the  patient  or  someone  legally  authorized  to  act 
on  his  behalf,  and  should  specify  the  following:  ( 1 ) the 
records  which  are  to  be  covered  by  the  release,  (2)  the  rea- 
sons or  purposes  for  the  release,  and  (3)  the  person  to 
whom  the  information  is  to  be  released. 

Reporting  of  cases  to  cancer  and  other  registries  is  not 
unethical  if  done  in  conformity  with  the  Medical  Practice 
Act  (29). 

Patient  records  and  delinquent  accounts.  It  is  unethical 
I for  a physician  to  refuse  or  to  delay  improperly  in  respond- 
I ing  to  a valid  request  for  transfer  of  a former  patient’s  medi- 
cal records  because  of  an  unpaid  bill.  The  physician’s  first 
j responsibility  is  the  care  and  welfare  of  the  patient.  Other  al- 
ternatives are  available  for  the  collection  of  fees  (30). 


Patient  records — sale  of  It  is  both  legal  and  ethical  to  sell 
a medical  practice  and  patient  records  so  long  as  the  sale  of 
records  contains  provisions  to  insure  that  the  purchaser 
agrees  to  make  records  of  any  patients  treated  by  the  selling 
physician  available  to  subsequent  physicians,  or  to  other 
persons  the  patients  designate.  There  is  very  little  good  will 
in  the  sale  of  a practice  by  any  physician  who  is  retiring  or 
moving  from  a given  area.  The  sale  of  equipment  should 
conform  to  the  usual  standard  business  practice.  To  be  ethi- 
cal the  sale  must  be  consummated  with  a physician,  duly  li- 
censed to  practice,  and  in  good  standing  (31). 

Conclusion 

Physicians  are  charged  with  a legal  as  well  as  an  ethical  duty  to 
protect  the  confidentiality  of  communications  with  patients.  In 
this  regard,  the  Texas  Legislature  has  preserved  the  freedom  to 
practice  good  medicine  by  preventing  unwarranted  intrusions 
into  the  special  relationship  that  exists  between  physicians  and 
their  patients.  This  statutory  foundation  will  enable  physicians 
to  assert  the  valid  privacy  interests  of  their  patients. 

CJ  Francisco,  JD 

TMA  Attorney 
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OescripBon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwoifia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolaikylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcBoti;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

IndicaBons:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence, ' '3.4  i tablet  (5,4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'h.  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  3 
How  Supplied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000’s  NDC 
53159-001-10. 
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O.R.  Bernhardt 

Donald  R.  Bernhardt,  MD,  a Plainview  radiologist,  died  Sept  1 4, 
1987. 

Dr  Bernhardt,  66,  was  bom  in  Baltimore,  Md,  and  was  a 
1945  graduate  of  the  New  York  University  College  of  Medi- 
cine. Following  an  internship  at  The  Brooklyn  Hospital,  New 
York,  he  served  in  the  US  Army  and  was  discharged  in  1947 
with  the  rank  of  captain.  He  received  his  residency  training  in 
radiology  at  Baylor  University  Medical  Center,  Dallas.  He  prac- 
ticed in  Fort  Worth  and  Dallas  before  moving  to  West  Virginia 
where  he  practiced  until  1970.  Dr  Bernhardt  returned  to 
Dallas  and  in  1972  moved  his  practice  to  Plainview. 

He  is  survived  by  his  wife,  Shirley  Bernhardt,  Plainview; 
brother,  H.J.  Bernhardt;  and  sister,  Mrs  James  Berry. 

D.K.  Boyd 

Dickson  K.  Boyd,  MD,  63,  a retired  Denton  family  practitioner, 
died  Sept  15,  1987. 

Dr  Boyd  was  born  in  Lewisville,  Tex.  In  1947,  he  graduated 
from  The  University  of  Texas  Medical  Branch  at  Galveston.  He 
served  an  internship  at  John  Sealy  Hospital  in  Galveston  and 
then  served  in  the  US  Navy  from  1950-1952. 

Surviving  family  members  include  his  sons,  David  K.  Boyd, 
Denton,  and  Douglass  W.  Boyd;  daughters,  Ann  Merritt  and 
Bonnie  McCormick;  sisters,  Dixie  Boyd,  Houston,  Bernice 
Mitchell,  Denton,  and  Ruth  Stapler,  Denton. 

G.E.  Clark,  Jr 

George  E.  Clark,  Jr,  MD,  Austin,  a life  member  of  Texas  Medical 
Association,  died  Sept  24,  1987,  at  age  74. 

Dr  Clark  was  bom  in  Des  Moines,  Iowa,  and  received  his 
bachelor’s  degree  in  1934  and  medical  degree  in  1937  from 
the  State  University  of  Iowa.  He  served  an  internship  and  a 
residency  at  Geisinger  Memorial  Hospital  in  Danville,  Penn, 
and  a fellowship  in  internal  medicine  at  Cleveland  Clinic, 
Cleveland.  Dr  Clark  served  with  the  US  Medical  Corp  in  Eu- 
rope from  1942  to  1945.  He  opened  his  internal  medicine 
practice  in  Austin  in  1946  and  retired  in  1984. 

Survivors  include  his  wife,  Mary  Clark,  Austin;  daughter, 
Teresa  B.  Clark,  New  York;  and  sons,  John  Clark,  Austin,  Fred  C. 
Clark,  Austin,  Thomas  F.  Clark,  Albany,  Ore,  and  G.  Edward 
Clark,  Paris,  Tex. 

I H.S.  Falconer 

I Hugh  S.  Falconer,  MD,  a retired  Temple  internist,  died  Sept  27, 
1987,  at  age  60. 

j A native  of  Jacksonville,  Fla,  Dr  Falconer  served  in  the  US 

Navy  during  World  War  II.  He  graduated  from  the  University  of 
Florida  in  1950  with  a pharmacy  degree  and  practiced  as  a 
pharmacist  until  1954.  He  earned  his  medical  degree  from  the 
University  of  Miami  Medical  School  in  1958,  and  served  his  in- 
ternship and  residency  at  Scott  and  White  Memorial  Hospital. 
He  was  a member  of  the  Scott  and  White  staff  from  1962  to 
i 1974.  He  served  at  the  Olin  E.  Teague  Veterans  Administration 
Medical  Center  until  his  retirement  in  1986. 

He  is  survived  by  his  wife,  Rex  Ann  Falconer,  and  son,  Rex 
Scott  Falconer,  both  of  Temple. 


S.H.  Kahn 

Samuel  H.  Kahn,  MD,  Dallas,  an  honorary  member  of  Texas 
Medical  Association,  died  Sept  17,  1987.  He  was  91- 

Dr  Kahn  was  born  in  Memel,  Germany.  He  received  his 
medical  degree  from  Washington  University  School  of  Medi- 
cine, St  Louis,  in  1921,  and  served  an  internship  at  Barnes 
Hospital,  St  Louis.  Dr  Kahn  opened  his  practice  in  internal 
medicine  in  Dallas  in  1924  and  practiced  there  until  his  retire- 
ment in  1976. 

He  is  survived  by  his  wife,  Fannie  Kahn,  Dallas. 

C.S.  Kemp 

Clarence  S.  Kemp,  MD,  66,  a Bryan  ophthalmologist,  died  Sept 
26,  1987. 

Dr  Kemp  was  a native  of  Wharton,  Tex.  He  attended  The 
University  of  Texas,  Austin,  and  received  a BA  degree  in  1943 
and  a BS  degree  in  1947.  From  1943  to  1946  he  served  in  the 
US  Navy.  He  was  awarded  his  medical  degree  in  1952  from 
Hahnemann  Medical  College  of  Philadelphia.  His  internship 
was  at  Methodist  Hospital  in  Houston,  and  his  residency  was 
completed  at  The  University  of  Texas  Medical  Branch  at  Gal- 
veston. He  did  postgraduate  work  in  ophthalmology  at  Colby 
College  in  Maine.  Dr  Kemp  began  his  medical  practice  in 
Wharton  and  then  in  1959  moved  to  Bryan.  He  was  a member 
of  the  Texas  State  Board  of  Medical  Examiners  for  eight  years. 

He  is  survived  by  his  wife,  Audrie  Kemp;  daughter,  Michelle 
Kemp  Bailey,  Houston;  son,  Broughton  E.  Kemp,  Bryan;  sister, 
Sarah  Jane  Hedrick,  Houston;  and  brothers,  Taylor  D.  Kemp 
and  James  B.  Kemp  of  Sweeney. 


J.M.  Matheson 

Jean  M.  Matheson,  MD,  a former  Dallas  obstetrician  and 
gynecologist,  died  Sept  5,  1987,  in  Regina,  Saskatchewan,  Can- 
ada, where  she  had  resided  since  her  retirement  in  1986.  She 
was  62. 

Born  in  Kitchener,  Ontario,  Canada,  Dr  Matheson  was  a 
1955  medical  graduate  of  the  University  of  Toronto,  Ontario. 
She  interned  at  Regina  General  Hospital  and  was  a resident  at 
Margaret  Hague  in  New  Jersey  and  New  York  University,  Bell- 
evue. Dr  Matheson  served  in  the  Canadian  Militia  from  1955  to 
1956.  She  began  her  medical  practice  in  Canada,  and  moved  to 
Dallas  in  1966. 

Surviving  family  members  Include  her  husband,  Roy  Long, 
Dallas;  mother,  Ruth  Matheson,  Regina,  Canada;  sister,  Wilma 
Matheson,  Regina,  Canada;  brothers,  Don  Matheson,  Dallas,  and 
Bill  Matheson,  Regina. 
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B.M.  Primer,  Jr 

Benjamin  M.  Primer,  Jr,  MD,  San  Marcos,  an  honorary  member 
of  Texas  Medical  Association,  died  Sept  6,  1987,  at  age  6l. 

Born  in  San  Saba,  Tex,  Dr  Primer  graduated  from  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston,  in  1948.  He 
interned  at  US  Marine  Hospital  in  Seattle.  Dr  Primer  did  his 
surgical  residency  while  serving  in  the  US  Public  Health  Ser- 
vice at  hospitals  in  Mobile,  Ala,  New  Orleans,  and  Ft  Stanton, 
NM.  He  was  team  physician  for  The  University  of  Texas  foot- 
ball team  and  a physician  at  the  student  health  center.  He 
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moved  to  San  Marcos  in  1958  and  practiced  medicine  there 
except  for  two  and  a half  years  when  he  was  in  Ruidoso,  NM. 

Survivors  include  his  wife,  Kay  Henry  Primer,  San  Marcos; 
sons,  Benjamin  Primer,  Baltimore,  Md,  John  K.  Primer,  Wash- 
ington, DC,  Donald  Primer,  Lubbock,  and  Dale  Jackson,  Wim- 
berly; daughters,  Pegi  Eckert,  Atlanta,  Leslie  Jones,  Aurora, 

Colo,  and  Cindy  Jackson,  San  Marcos;  brother,  Charles  Primer, 
Tyler;  stepmother,  Mildred  Primer,  Austin;  and  eight 
grandchildren. 

T.B.  Reagan 

Tom  B.  Reagan,  MD,  a life  member  of  Texas  Medical  Associa- 
tion and  longtime  Beeville  family  practitioner,  died  Sept  14, 
1987.  He  was  78. 

Dr  Reagan  was  born  in  Oakville,  Tex.  He  attended  Southern 
Methodist  University  and  graduated  from  Baylor  University 
College  of  Medicine  in  1934.  He  served  his  internship  at  St. 
Joseph  Hospital  in  Fort  Worth,  and  his  residency  at  Yonkers 
General  Hospital  in  New  York,  before  moving  to  Beeville  to 
begin  his  medical  practice  in  1936. 

Surviving  family  members  include  his  wife,  Nancy  Reagan, 
Beeville;  daughters,  Rosemary  Reagan  and  Carolyn  R.  Mills, 
both  of  San  Antonio;  sons,  John  S.  Reagan  and  William  W. 
Reagan,  both  of  Oklahoma  City;  brothers,  Eugene  Reagan,  John 
W.  Reagan,  MD,  and  James  L.  Reagan,  MD,  all  of  Beeville;  sis- 
ters, Sue  May  Reagan  and  Ruth  Turner,  both  of  Beeville;  and  six 
grandchildren. 

H.W.  SeweU 

Harvey  W.  Sewell,  MD,  70,  a life  member  of  Texas  Medical  As- 
sociation, died  August  31,  1987. 

Dr  Sewell  was  born  in  Wills  Point,  Tex,  and  attended  The 
University  of  Texas  at  Austin.  He  graduated  from  Baylor  Uni- 
versity College  of  Medicine  in  1939  and  served  his  internship 
and  residency  at  Parkland  Memorial  Hospital  in  Dallas.  He 
practiced  medicine  for  40  years  in  Belton  and  was  the  county 
health  officer  in  Belton  for  more  than  30  years.  Dr  Sewell  was 
named  Citizen  of  the  Year  in  1976  for  his  outstanding  service 
to  the  community. 

He  is  survived  by  his  son,  Robert  H.  Sewell,  Dallas;  daugh- 
ters, Betty  Sewell,  Dallas,  and  Mrs  Clay  Johnson  III,  Dallas; 
brother,  J.G.  Sewell,  MD,  Belton;  and  sister,  Mrs  R.L.  Castle- 
berry, Austin. 

M.G.  Shepard 

Marvin  G.  Shepard,  MD,  a retired  Dallas  otolaryngologist,  died 
Sept  19,  1987.  He  was  66. 

A native  of  Port  Arthur,  Dr  Shepard  graduated  from  South- 
western Medical  School  in  1952  and  interned  at  Baylor  Univer- 
sity Hospital.  During  World  War  II,  he  served  in  the  US  Navy. 
Dr  Shepard  began  his  practice  of  medicine  in  Dallas  in  1956 
and  retired  in  1975. 

Survivors  include  his  wife,  Jean  Morrison  Shepard,  Dallas; 
son,  Glenn  Shepard,  Italy,  Tex;  daughter,  Suzanne  Gaberino, 
Dallas;  sister,  Dorothy  Staggs,  Evadale,  Tex;  and  four 
grandchildren. 


J.T.  Tucker,  Jr 

John  T.  Tucker,  Jr,  MD,  a Fort  Worth  general  practitioner,  died 
Sept  6,  1987,  at  the  age  of  67. 

Born  in  Fort  Worth,  Dr  Tucker  graduated  from  Texas  Chris- 
tian University  in  1941  and  from  Southwestern  Medical  School 
in  1944.  He  served  two  years  in  the  US  Army,  during  which 
time  he  was  stationed  in  Japan  and  Korea.  He  served  his  inter- 
nship and  residency  at  St.  Joseph  Hospital  in  Fort  Worth,  and 
began  practicing  family  medicine  in  Fort  Worth  in  1948. 

Surviving  family  members  include  his  wife.  Dee  Dee  Hill 
Tucker;  son,  Trenton  Wesley  Tucker;  and  daughter,  Nancy  Ann 
Moorman;  all  of  Fort  Worth. 

J.E.  Wensley 

John  E.  Wensley,  MD,  a Longview  family  practitioner  and  life 
member  of  Texas  Medical  Association,  died  Sept  16,  1987.  He 
was  78. 

Dr  Wensley  was  born  in  Temple.  He  received  his  medical 
degree  from  Baylor  University  College  of  Medicine  in  1935 
and  interned  at  St.  Johns  Hospital  in  St  Louis.  He  practiced 
medicine  in  Harrisonville,  Mo,  from  1937  to  1942.  After  ser- 
vice in  the  US  Army  during  World  War  II,  he  moved  to  Long- 
view where  he  practiced  for  4 1 years. 

He  is  survived  by  his  wife,  Glenna  Wensley,  Longview; 
daughter,  Mrs  Jack  Wall,  Dallas;  son,  John  Riley  Wensley, 
Denver;  brothers,  Charles  Wensley,  Garland,  and  Coy  Farrar 
Wensley,  Pennsylvania;  sister,  Mrs  W.A.  Smith,  Dallas;  and  three 
grandchildren. 

L.E.  Wilcox 

Leigh  E.  Wilcox,  MD,  a retired  El  Paso  surgeon  and  honorary 
member  of  Texas  Medical  Association,  died  Sept  25,  1987.  He 
was  78. 

Dr  Wilcox  was  a native  of  Oskaloosa,  Iowa.  He  graduated  in 
medicine  from  the  University  of  Louisville  College  of  Medicine 
in  Kentucky  in  1933.  He  served  an  internship  at  Louisville  City 
Hospital  and  did  graduate  study  in  pathology  at  the  University 
of  Minnesota.  His  residency  was  at  Glockner  Hospital,  Colo- 
rado Springs  and  he  was  a fellow  in  surgery  at  the  Mayo  Clinic, 
Rochester,  Minn.  He  received  a degree  in  surgery  from  the 
University  of  Minnesota. 

Surviving  family  members  include  his  wife,  Roberta  Wilcox, 
El  Paso;  daughters,  Suzanne  Cox,  Austin,  and  Cynthia  Lasater, 
Salem,  Ore;  and  sons,  Joe  Wilcox,  Denver,  and  Howard  Wilcox, 
El  Paso. 
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Dallas,  1921-1987 


S.  H.  KAHN 
Dallas,  1896-1987 


J.  T.  TUCKER,  JR 
Fort  Worth,  1919-1987 


C.  S.  KEMP 
Bryan,  1921-1987 


J.  E.  WENSLEY 
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J.  M.  MATHESON 
Dallas,  1925-1987 


L.  E.  WILCOX 
El  Paso,  1909-1987 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

CITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 
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fhedicine  in  Xmiterature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  arul  bound  Journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  arui  slide  presentations.  In 
addition,  the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477—6704. 


In  the  TMA  Library 

Anderson  CM,  Burke  V,  Gracey  M (eds):  Paediatric  Gastro- 
enterology, ed  2.  Boston,  Blackwell  Scientific  Publications, 
1987. 

Ariyan  S:  Cancer  of  the  Head  and  Neck.  St  Louis,  The  CV 
Mosby  Co,  1987. 

Armstrong  P,  Wastie  ML:  Diagnostic  Imaging  ed  2.  Boston, 
Blackwell  Scientific  Publications,  1987. 

Bernat  JL,  Vincent  FM:  Neurology.  Problems  in  Primary  Care. 
Oradell,  NJ,  Medical  Economics  Books,  1987. 

Cantor  NL:  Legal  Frontiers  of  Death  and  Dying.  Bloomington, 
Indiana  University  Press,  1987. 

Cooley  DA,  Moore  CE:  Eat  Smart  for  a Healthy  Heart  Cook- 
book. New  York,  Barron’s  Educational  Series,  Inc  1987. 

Corbett  M-A,  Meyer  JH:  The  Adolescent  and  Pregnancy. 
Boston,  Blackwell  Scientific  Publications,  1987. 

Ernst  CB,  Stanley  JC:  Current  Therapy  in  Vascular  Surgery. 
Philadelphia,  BC  Decker  Inc,  1987. 

Fanaroflf  AA,  Martin  RJ  (eds):  Neonatal-Perinatal  Medicine. 
Diseases  of  the  Fetus  and  Infant  St  Louis,  The  CV  Mosby  Co, 
1987. 

Felig  P,  Baxter  JD,  Broadus  AE,  et  al  (eds):  Endocrinology  and 
Metabolism,  ed  2.  New  York,  McGraw-Hill  Book  Co,  1987. 

Frumkin  LR,  Leonard  JM:  Questions  & Answers  on  AIDS. 
Oradell,  NJ,  Medical  Economics  Books,  1987. 

Gale  RP  (ed):  Leukemia  Therapy.  Boston,  Blackwell  Scientific 
Publications,  1986. 

Gardner  TW,  Shoch  D:  Haruibook  of  Ophthalmology.  A Prac- 
tical Guide.  Norwalk,  Conn,  Appleton  & Lange,  1987. 

Goodwin  DW:  Anxiety.  New  York,  Oxford  University  Press, 
1986. 


Gottlieb  MI,  Williams  JE  (eds):  Textbook  of  Developmental 
Pediatrics.  New  York,  Plenum  Medical  Book  Co,  1987. 

Greenberg  BH,  Murphy  E (eds):  Valvular  Heart  Disease. 
Littleton,  Mass,  PSG  Publishing  Co  Inc,  1987. 

Howard  RJ,  Simmons  RL  (eds):  Surgical  Infectious  Diseases, 
ed  2.  Norwalk,  Conn,  Appleton  & Lange,  1988. 

Johnstone  M:  The  Stroke  Patient:  A Team  Approach,  ed  3-  New 
York,  Churchill  Livingstone,  1987. 

Kitay,  DZ  (ed):  Hematologic  Problems  in  Pregnancy.  Oradell, 
NJ,  Medical  Economics  Books,  1987. 

Maxwell  MH,  Kleeman  CR,  Narins,  RG:  Clinical  Disorders  of 
Pluid  arul  Electrolyte  Metabolism,  ed  4.  New  York,  McGraw- 
Hill  Book  Co,  1987. 

McDowell  F (ed):  SilvergirTs  Surgery.  Plastic  Surgery.  Austin, 
Tex,  Silvergirl  Inc,  1987. 

Oberst  BB,  LongJM:  Computers  in  Private  Practice  Manage- 
ment New  York,  Springer- Verlag,  1987. 

Organ  Transplantation:  Issues  and  Recommendations.  Report 
of  the  Task  Porce  on  Organ  Transplantation.  US  Dept  of 
Health  & Human  Services,  1986. 

Pauerstein  CJ  (ed):  Clinical  Obstetrics.  New  York,  John  Wiley 
& Sons,  1987. 

Riccabona  G:  Thyroid  Cancer.  Its  Epidemiology,  Clinical  Pea- 
tures,  and  Treatment  New  York,  Springer- Verlag,  1987. 

Rook  A,  Wilkinson  DS,  Ebling  IJG,  et  al  (eds):  Textbook  of 
Dermatology,  ed  4,  vols  1-3.  Boston,  Blackwell  Scientific  Pub- 
lications, 1986. 

Simon  RR,  Brenner  BE:  Emergency  Procedures  and  Tech- 
niques. Baltimore,  Williams  & Wilkins,  1987. 

Sivak  MV  Jr:  Gastroenterologic  Endoscopy.  Philadelphia,  WB 
Saunders  Co,  1987. 

Sussman  KE,  Draznin  B,  James  WE  (eds):  Clinical  Guide  to 
Diabetes  Mellitus.  New  York,  Alan  R Liss  Inc,  1987. 

Torg  JS,  Vegso  JJ,  Torg  E:  Rehabilitation  of  Athletic  Injuries: 

An  Atlas  of  Therapeutic  Exercise.  Chicago,  Year  Book  Medical 
Publishers  Inc,  1987. 

Walker  M:  Starting  in  Medical  Practice.  Oradell,  NJ,  Medical 
Economics  Books,  1987. 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


)ohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMACE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

Pain  Management  Nerve  Blocks;  Cervical,  Thoracic  & Lumbar 
Epidural  Steroid  & Neurolytic;  Differential  Spinal  & 

Epidural;  Cervical  & Lumbar  Sympathetic,  Celiac  Plexus, 
Peripheral  Neurolytics;  Diagnostic  & Therapeutic 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 
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DERMATOLOGY 

ENDOCRINOLOGY 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD,  FACP 

DIplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

WILLIS  1.  COTTEL,  MD 

Mohs  Surgery 

Cutaneous  Oncology 

Dermatologic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 

Suite  1154,  Dallas,  Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane 

Suite  808,  Dallas,  Texas  75231 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  In  middle  of  block.  Note  signs  and  arrows.) 

ENDOCRINE  CLINIC  OF  LUBBOCK 

Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 

Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 

2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 

Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 

Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 

LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

FAMILY  PRACTICE 

THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Michele  D.  Reynolds,  MD 

Diplomates,  American  Board  of  Family  Practice 

MOHS  SURGERY 

For  Primary  and  Recurrent 

Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 

Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 

214  691-9902 

HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 

A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 

Professor  and  Chairman,  Department  of  Dermatology 

University  of  Texas  Medical  School  at  Houston 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 

Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 
Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 

Dallas,  TX  75246  Telephone:  214  820-4247 

GASTROENTEROLOGY 

DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 
Temple  Independent  Scanner 
Stephen  J.  Vancura,  MO 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note;  24  hr.  Emergency  Services  Available 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas:  214  823-5180 


TMA  Student  Loan  Program 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Teym  Medicine 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


G.  S.  DOWDY,  JR.,  MD,  FACS 

Diplomate  American  Board  of  Surgery 

Special  Interest  Biliary  Surgery 

4126  S.W.  Freeway,  Suite  1620,  Houston,  Texas  77027;  713  961-4745 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVIE)  J.  ZEHR,  ME) — Microsurgerv 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 

Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1 -800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  Uniyersity  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR*  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


NEUROLOGY 


DIAGNOSTIC  AFFILIATES 

900  South  Loop  West,  #100 
Houston,  Texas  77054 

Electroencephalography 

EEC  service  via  telephone  transmission  to 

hospitals,  clinics  and  private  offices. 

Meyer  L.  Proler,  MD 

Director:  713  747-0661 


NUCLEAR  MEDICINE 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-lnvasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OCCUPATIONAL  MEDICINE 


HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


Texas  Medicim 


OTOLARYNGOLOGY 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737  MOPtOn,  Blumenfeld  & ChafbonneaU,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

- ■ R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

ORTHOPEDIC  SURGERY  Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 
10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 
Orthopedic  Surgery 
A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Ayenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

C.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio, 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Philiip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dalias,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  tor  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 
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THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 

Head  Injury 

Amputee 

Stroke 

Pediatric 

Neurophysiology 


Polytrauma 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


For  referrals  call  713-797-5922  or  in  Texas  1 -800-44REHAB.  Ask  for  the 
Patient  Services  Coordinator. 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonatlian  j.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate.  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been 

patients.  Care  for  every  phase  of 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD 


organized  to  provide  care  for 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Excellence  in  Form  & Function 
Neal  R.  Reisman,  MD,  FACS 
William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD 

Diplomates  American  Board  Plastic  Surgery 

West  Houston  Doctors  Center,  12121  Richmond,  Suite  211,  Houston,  Texas 
77082;  713  558-5353 

Greenpark,  Memorial  Health  Center/Sugar  Land,  Memorial  Southwest  Pro- 
fessional Building,  The  Houstonian 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


JOHN  E.  CARTER,  MD,  PA  TMA  Physician  Membership  Directory 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicim 


PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

DIplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Seryices  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


John  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R,  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 

Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhayen  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
I Carrollton,  Texas  75010 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  yascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 
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RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter  . . . Another  service  of  your  association 

. . . Another  service  of  your  association 
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UROLOGY 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dailas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 
Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


“The  Cambridge  experience  was  like 
Camelot.”  — a former  participant 

Experience  Cambridge  for 
yourself  this  summer. 

July  3-30,  1988 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


Whether  you  are  18  or  80,  spend  two, 
t 


three,  or  four  weeks  living  and  study- 
ing at  Clare  College,  one  of  the  most 
beautiful  of  the  Cambndge  colleges. 

What  to  study?  Explore  the  choices 
Shakespeare  made  in  writing  comedy  and  tragedy  or 
the  decisions  Churchill  made  in  saving  Britain  in 
World  War  II.  Learn  how  anthropologists  unlock  the 
secrets  of  past  civilizations  or  how  British  intelligence 
agents  ply  their  craft  in  the  20th  century.  Study  the 
heavy  splendor  of  English  country  houses  or  the 
artful  simplicity  of  English  gardens. 

Regardless  of  what  you  study,  you  will  go  on 
held  trips  to  museums  or  historical  sites  that  will 
make  your  topic  come  alive  and  your  experience 
unforgettable. 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
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run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 

for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


Two  New  Study  Opportunities: 

“Birds  ot  Britain,”  May  8-23,  1988 — Observe 
birds  in  their  English  and  Scottish  habitats. 

“Scotland:  Heritage  and  Culture,”July  30- 
August  7,  1988 — Experience  the  capital  city 
of  Edinburgh  while  you  study  the  kingdom  of 
the  Scots. 


For  more  miormation,  write  the  UT /Cambridge  Program, 
RO.  Box  7879,  The  University  oj  Texas  at  Austin,  Austin, 
Texas,  78713-7879,  or  call  (512)  471-3124. 


I'exas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Houston/Harris  County — The  Department  of  Com- 
munity Medicine  at  Baylor  College  of  Medicine  is 
seeking  applications  for  faculty  members  in  primary 
care.  Responsibilities  include  ambulatory  patient 
care,  teaching  and  participation  in  departmental, 
educational  and  research  activities.  There  is  no 
night  or  weekend  call,  the  salary  is  competitive, 
and  the  benefit  package  is  excellent.  Baylor  is  an 
equal  opportunity/affirmative  action  employer. 
Board  certified/eligible  family  practitioners  and  in- 
ternists with  a Texas  license  should  contact:  Dr. 
Virginia  A.  Moyer  or  Mr.  Granville  Collins,  Depart- 
ment of  Community  Medicine,  Baylor  College  of 
Medicine,  Houston,  Texas  77030  or  telephone  713 
799-4491. 

Staff  Physician  Austin,  Texas — Position  available  for 
a staff  physician  in  the  medical  services  division  of 
a state  residential  facility  serving  600  mentally  re- 
tarded clients.  Must  be  able  to  devise  individual 
treatment  plans,  evaluations,  and  delegate  an  effec- 
tive course  of  treatment  to  other  medical  and 
clinical  personnel.  Requires  graduation  from  an 
approved  medical  school,  and  completion  of  intern- 
ship and/or  residency  program  in  an  approved 
hospital,  and  possess  a license  to  practice  in  Texas. 
Prefer  two  to  four  years  experience  as  a physician 
with  superior  and  administrative  capabilities  of 
leadership.  Board  certification  may  be  accepted  in 
lieu  of  experience.  Competitive  salary  supplemented 
with  excellent  state  fringe  benefits.  Applications 
with  residency  and/or  board  certification  in  pedi- 
atrics, family  practice,  or  closely  related  field  may 
be  eligible  for  extra  compensation.  Send  applica- 
tions and/or  vitas  to  Mr.  Mauricio  Zuniga,  Person- 
nel Director,  Austin  State  School,  P.O.  Box  1269, 
Austin,  Texas  78767;  512  454-4731,  extension  6238. 


COMMISSIONER 

(Chief  Ex.  Officer) 

TEXAS  DEPARTMENT  OF 
MENTAL  HEALTH  AND 
MENTAL  RETARDATION 

Seeking  applicants  for  the  chief  executive 
officer  of  the  state  MHMR  services  delivery 
system,  a 24,000  employee  organization  in 
28  geographic  areas  and  an  operating  bud- 
get of  $731  million. 

• Residency  trained  M.D. 

(Salary:  $72,612-$!  00,000  DOQ)  OR 
Master's  degree 
(Salary:  $72,612) 

• Substantial  number  of  years  of  experience 
in  the  administration ’of  a health  care  deliv- 
ery system.  MHMR  experience  preferred. 

• Position  located  in  Austin,  TX. 

• Excellent  benefits,  including  house  and 
utilities 

The  earliest  this  position  could  close  is  Janu- 
ary 31,  1988.  Inquiries  should  be  made  after 
that  date  as  to  its  availability. 

Please  submit  resume  to: 

®Ms.  Carolyn  Kuenstler 
C.  O.  Personnel  Dir. 
TEXAS  DEPT.  MHMR 
P.O.  Box  12668 
Austin,  TX  7871 1 
or  call:  (512)  465-4611 

EEO/AAE 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
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with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas;  Emergency  Department  locum  tenens  and 

weekend  coverage  available  in  various  locations. 
Competitive  hourly  rate  includes  malpractice  in- 
surance. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1-800-253-1795. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 


Texas,  Weslaco — Full  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/vear.  $80,000- 
$1 00,000/year.  Contact:  Helen  Meyer,  8700  Crown- 
hill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Austin — Needed  physicians  part-time,  week- 
ends and  occasionally  weekdays  to  staff  free  stand- 
ing urgent  care  center.  Remuneration  commensurate 
with  experience.  Send  CV  and  application  request 
to  Matthew  A.  Vail,  MD,  Medical  Director,  Austin 
Medicenter,  6343  Cameron  Road,  Austin,  Texas 
78723. 

Texas,  Abilene:  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,000-1- 
year.  Contact:  Helen  Meyer,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,000-1-  year  with  paid  malpractice  insurance. 
Contact:  Helen  Meyer,  8700  Crownhill  Road,  Suite 
600,  San  Antonio,  Texas  78209;  1-800-999-3728. 

Texas:  Dallas/Fort  Worth/East  Texas/ Austin/Ama- 
rillo— Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rales  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 


Family/General  Practice 

Reagan  Hospital  District,  Big  Lake,  Texas  is  looking 
for  a physician  interested  in  solo  family  practice 
that  promises  lucrative  future.  Located  in  Permian 
Basin,  Reagan  Hospital  District  is  prepared  to  offer 
$125,000  gross  annual  guarantee  with  new  clinic 
opening  July  1987.  Reagan  Hospital  District  owns- 
operates  a 27-bed  acute  care  hospital  and  48-bed 
long  term  care  facility  in  community  of  3,500.  Con- 
tact Ron  Calloway,  Administrator,  Reagan  Memorial 
Hospital,  805  North  Main,  Big  Lake,  Texas  76932; 
915  884-2561. 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 


cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 

Raise  your  family  in  a friendly  small  town  with 
the  convenience  of  a large  city  just  30  miles  away. 
Excellent  schools.  New  hospital  and  new  clinic 
needs  a family  practice  physician  interested  in 
practicing  medicine  in  West  Texas.  Contact  Charles 
Butts,  Administrator,  Crane  Memorial  Hospital, 
1310  S.  Alford,  Crane,  Texas  79731;  915  558-3555. 


{xn,  ltd. 

I^ysidan  stafiBng 


We  put  together 
' 'temporary  solutions 
and  ' ‘lasting  relationships 

locum  tenens  & permanent  placements 


1-800-531-1122 

1000  N.  Walnut  (Suite  A) 
New  Braunfels,  Texas  78130 


San  Antonio  Vicinity — Seeking  board  certified  FP 

desiring  full  range  of  family  medicine,  including 
OB.  Modern  hospital,  new  office  space  adjacent  to 
hospital.  No  evening  or  weekend  ER  call  required. 
Share  call  with  young,  BC  FP.  Excellent  incentive 
package.  Hunting  mecca.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Small  FP  group  seeks  recently  trained,  BC  associate 
for  practice  in  Panhandle  community  of  25,000 
(service  area  population  75,000).  Modern  hospital. 
Competitive  incentive  package.  Many  area  ameni- 
ties. Easy  access  to  Amarillo  and  airport.  For  in- 
formation, without  cost  or  obligation,  please  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Northeast  Texas — Near  D/FW  Metroplex.  Immediate 
need  for  BE/BC  family  physicians  in  rural  com- 
munities. Solo  with  coverage  or  associate  practice. 
Modern  hospitals.  Many  lakes  and  recreational  ac- 
tivities. Easy  access  to  amenities  of  Dallas/Fort 
Worth.  Incentive  package.  Please  contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 

Family  physician  wanted  to  associate  with  family 
physician  in  a rural  town  located  85  miles  south  of 
Midland-Odessa.  Excellent  professional  and  financial 
opportunity.  Contact  Paul  Harper,  Administrator, 
Iraan  General  Hospital,  P.O.  Box  665,  Iraan,  Texas 
79744;  915  639-2871. 

Weslaco,  Texas — Excellent  opportunity  for  board  cer- 
tified family  physician  to  purchase  well  established 
solo  practice  in  Rio  Grande  Valley.  Minimum  in- 
vestment. Across  from  180  bed  hospital.  Contact 
R.  Verduzco,  MD,  512  968-9517. 


Internal  Medicine 


Progressive  Central  Texas  community  of  5,600 
(within  one  hour  of  Austin)  seeks  BE/BC  general 
internist.  Modern  hospital;  competitive  incentive 
package  including  income  guarantee,  professional 
office  space,  etc.  Award  winning  schools.  Excellent 
lifestyle  in  family-oriented  community;  good  econ- 
omy. Contact;  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Austin  Vicinity — Busy  internal  medicine  practice 
available  in  popular  community.  Fourway  shared 
call  coverage.  Established  practice  with  proven 
capability  to  generate  lucrative  income  in  a desir- 
able community  offering  an  excellent  lifestyle.  In- 
cludes all  equipment  and  furnishings.  Reasonable 
price  and  terms.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson.  Jacksonville,  Texas  75766. 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBC  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Fort  Worth  Vicinity — Immediate  need  for  BE/BC 
OBC.  Attractive,  affluent  community;  strong  econ- 
omy. Recreational  mecca.  Modern  hospital.  Share 
call  with  young,  American-trained,  BC  OBG.  Com- 
petitive incentive  package.  Easy  access  to  D/FW. 
For  information,  without  cost  or  obligation,  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Dallas — OBG  office,  1,500  sq.  ft.  newly  finished 
out.  Fully  equipped.  Active  OBG  practice,  gross 
$250-$300K/year.  For  sale-lease,  very  flexible  terms 
available.  This  is  a turnkey  opportunity.  Call  eve- 
nings 214  221-4055  or  write  OB  Associates,  309 
Tanglewood,  Lewisville,  Texas  75067. 


Orthopedic  Surgery 

Orthopedic  Surgeon — Immediate  need  for  BE/BC 
physician  to  serve  two  adjacent  Central  Texas  com- 
munities. Croup  or  solo  with  call  coverage.  Modern 
hospital  equipment  and  facilities.  Competitive  in- 
centive package,  including  income  guarantee,  offce 
space,  etc.  Progressive  communities.  Great  schools. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray. 
Pleasant  hours,  good  beginning  salary.  Contact 
Adele  Bromiley,  MD,  2335  Central  Blvd.,  Browns- 
ville, Texas  78520;  512  546-3126. 


Radiology 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physician  to  associate  with  estab- 
lished radiology  group  serving  regional  medical 
center.  All  modalities,  including  MRI  and  inter- 
ventional radiology.  Family-oriented  community; 
strong  economy.  Easy  access  to  D/FW.  Excellent 
incentive  package;  early  partnership.  Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Immediate  need  for  BE/B  ~ diagnostic  radiologist  in 

northeast  Texas  community  of  25,000,  near  D/FW 
Metroplex.  Modern  150-bed  hospital.  All  modalities 
except  MRI.  Strong  economy,  family  oriented  com- 
munity. Many  lakes  and  recreational  activities.  In- 
centive package.  Please  contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Sunbelt — Our  clients  seek  physicians  of  all  dis- 
ciplines throughout  the  sun  country.  For  more 
information  call  or  send  CV  to  Joyce  Staffel,  Medi- 
cal Division,  JSI,  3200  Wilcrest,  Suite  130,  Houston, 
Texas  77042.  Phone  713  782-0475. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  s<ills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 


Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

South  Texas  (Upper  Rio  Grande  Valley)  excellent 
and  immediate  opportunity  for  BC  or  BE  physicians 
in  the  following  specialties:  urology  and  orthoped- 
ics. A 106-bed,  JCAH  accredited  hospital  seeks 
these  specialties.  This  Rio  Grande  Valley  community 
which  is  located  within  10  minutes  of  the  Texas- 
Mexico  border  and  one  hour  from  South  Padre 
Island  resort  provides  an  excellent  opportunity  for 
these  physicians.  Pan  American  University  located 
within  city.  Send  CV  to  Dora  Valverde,  Interim 
Chief  Executive  Officer,  Edinburg  General  Hospital, 
P.O.  Box  2000,  Edinburg,  Texas  78539;  512  383-1481. 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBG,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.Q.  Box  1804,  Scottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  NortFi- 
west  Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  20-physician  mult  specialty  group  has 
excellent  opportunity  for  the  following  specialists: 
family  practitioner,  pediatrician,  QBG,  orthopaedic 
surgeon,  and  ophthalmologist.  I igh  beginning  guar- 
anteed salary  in  addition  to  benefits  with  no  first 
year  expenses.  5end  CV  to  Doyle  Lamb,  Administra- 
tor, Malone  and  Hogan  Clinic,  1501  West  11th 
Place,  Big  Spring,  Texas  79720. 

Great  Texas  Opportunities — Substantial  income 

guarantees,  free  office  space,  MP  insurance  paid. 
Large  cities,  suburbs,  large-small  towns.  FPs,  OBGs, 
PDs,  IMS,  NSs,  GPs.  Call  or  send  CV  to  Nancy 
McEntire,  CPC  or  Ray  Carter,  McEntire  Carter 
Associates,  9500  Jollyville  Road,  #142,  Austin, 
Texas  78759;  512  345-7327. 

Otolaryngologist — Immediate  opportunity  for  BE/BC 
physician  in  Northeast  Texas  community  of  27,000 
(service  area  pop.  150,000)  regional  medical  center. 
Quality  lifestyle  in  area  with  strong  economy;  easy 
access  to  D/FW  Metroplex.  Shared  call  coverage; 
incentive  package  available.  Contact:  Physician  Re- 
source Network,  P.Q.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Neurosurgeon — Immediate  opportunity  for  BE/BC 
physician  with  regional  medical  center  in  North- 
east Texas  (service  area  population  150,000).  State- 
of-the-art  technology  available;  large  referral  base. 
Quality  lifestyle  in  a community  with  strong  econ- 
omy; easy  access  to  D/FW  Metroplex.  Incentive 
package.  Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Gastroenterologist — Immediate  practice  opportunity 
available  in  beautiful  and  vivacious  Nacogdoches. 
County  population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 

establishing  a practice.  If  interested,  contact  Kenneth 
Worley  at  409  564-4611. 

Pulmonologist — Immediate  practice  opportunity 
available  in  beautiful  and  vivacious  Nacogdoches. 
County  population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 

establishing  a practice.  If  interested,  contact  Kenneth 
Worley  at  409  564-4611. 

Prosperous,  expanding  multispecial^  group  in 

choice  rural  area  of  Central  Texas  is  seeking  an 
additional  general  surgeon.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park, 
Brenham,  Texas  77833. 

Invasive  Cardiologist — A practice  opportunity  is 
available  in  beautiful  vivacious  Nacogdoches.  Coun- 
ty population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 
establishing  a practice.  If  interested,  contact  Ken- 
neth Worley  at  409  564-4611. 

Cardiologist — Non-invasive  for  regional  medical 
center  in  Northeast  Texas.  Large  service  area;  es- 
tablished practice  in  family-oriented  town  of  27,000 
with  strong  economy.  Office  in  new  cardiac  re- 
habilitation center  on  hospital  campus.  Competitiye 
incentive  package.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Urologist — Regional  medical  center  serving  150,000 
in  Northeast  Texas  seeks  BE/BC  urologist.  Family- 
oriented  town  of  27,000  with  strong  economy; 


many  recreational  activities.  Reasonable  access  to 
D/FW  Metroplex.  Call  coverage,  competitive  incen- 
tive package  available.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  additional  BE/BC  physicians; 
internal  medicine  and  subspecialties,  OBG,  family 
practice,  orthopedic  surgery,  general  surgery, 
anesthesiology,  dermatology,  psychiatry,  urology 
and  radiology.  Competitive  salary.  Extensive  bene- 
fits. Direct  inquiry  and  CV  to  Medical  Director, 
Permanente  Medical  Association  of  Texas,  12720 
Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Excellent  Texas  opportunities  in  cardiology,  ENT, 
family  practice  (5),  general  surgery,  internal  medi- 
cine (2),  OBG  (4),  oncology,  orthopedic  surgery  (3), 
pediatrics  (2),  vascular  surgery,  industrial  medicine, 
to  practice  in  one  of  several  lake  area  communities, 
in  the  beautiful  Piney  Woods  area  of  East  Texas. 
Excellent  quality  of  life,  first  year  guarantee,  etc. 
Other  Texas  opportunities  available  also.  Reply  with 
CV  or  call  Armando  L.  Frezza,  Medical  Support 
Services,  8806  Balcones  Club  Dr.,  Austin,  Texas 
78750;  512  331-4164. 

Physician  Opportunity — PHP  Healthcare  Corpora- 
tion, a leader  in  healthcare  management  services 
has  projected  a need  for  physicians  to  staff  our 
primary  care  clinics  located  in  Burke,  Fairfax,  and 
Woodbridge,  Virginia.  We  also  have  a projected 
need  for  physicians  to  staff  primary  care  clinics  lo- 
cated in  Killeen,  Texas,  Tucson,  Arizona,  Omaha, 
Nebraska,  Norfolk,  Virginia,  Columbus,  Georgia, 
Fayetteville,  North  Carolina,  Charleston,  South 
Carolina,  and  several  locations  in  California.  Quali- 
fications are;  Board  certification  or  eligibility,  a 
state  license  where  you  would  be  located,  and  a 
minimum  of  one  year  experience.  Preference  will 
be  given  to  those  candidates  in  family  practice, 
pediatrics,  internal  medicine,  and  emergency  med- 
icine. Our  company  offers  an  outstanding  incentive 
pay  plan  with  the  opportunity  to  earn  $90,0003- 
annually.  PHP  offers  physicians  the  opportunity  to 
participate  in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss  po- 
tential position  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  CV  to 
Leigh  Robbins,  PHP  Healthcare  Corporation,  125 
Belle  Forest  Circle,  Suite  200,  Nashville,  Tennessee 
37221;  615  662-1310. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  anesthesiologist  will- 
ing to  do  general  practice  and  some  OB  coverage. 
Should  have  knowledge  of  epidurals.  Will  be  will- 
ing to  enlarge  present  office  and  open  a satellite 
office.  Location  I'A  hours  drive  from  San  Antonio. 
Present  principal  graduate  of  King  Edward  Medical 
College.  Apply  with  curriculum  vitae  and  photo- 
graph to  Ad-687,  TEXAS  MEDICINE,  1801  North  La- 
mar Blvd.,  Austin,  Texas  78701  in  complete  confi- 
dence. 

Charitable  osteopathic  ambulatory  care  center  is 
looking  for  medical  director  with  recent  family 
practice  experience  to  supervise  medical  treatment 
rendered  by  medical  interns  and  externs.  Five  day 
work  week.  Please  send  CV  to:  Administrator,  5808 
Airline,  Houston,  Texas  77076. 

Good  Move.  We  are  now  placing  permanent  and 

part-time  physicians  for  medical  facilities  in  ex- 
cellent locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
2675,  Bryan,  Texas  77805.  All  replies  will  remain 
confidential. 


OPPORTUNITIES  SOUGHT 


We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

53-y/o  American-born  and  trained  FP  with  stable 
background  in  private  practice  and  industrial  medi- 
cine, seeks  solid  practice  opportunity.  Open  to 
setting.  No  OB  or  surgery.  Prefer  small  town  near 
metropolitan  area  (family  in  Houston).  Please  reply 
to  Ad-680,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Board  eligible  internist  completing  residency  seeks 
position  in  the  Houston  area,  available  August  88. 
Will  consider  group  practice  or  associate  practice. 
Please  reply  to  Ad-682,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

OBC — US  graduate  with  Texas  residency  in  QBG. 
Board  certified  and  fellow  in  ACOG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  QBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 


Texas  Medicine 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical,  laboratory, 
x-ray,  ultrasound  equipment.  We  buy,  sell,  broker, 
repair.  Medical  Equipment  Resale  & Repair,  Inc., 
24026  Haggerty  Road,  Farmington  Hills,  Michigan 
48018.  1-800-247-5826  or  313  477-6880. 

Save  $$$  on  your  medical  equipment  needsll! 
Autoclaves  to  x-rays  . . . complete  setups  to  single 
; items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inyentory  list.  Medexchange,  P.O.  Box  18164,  Dallas, 
Texas  75218;  214  369-3960;  Metro  229-9253. 

Picker  Echoview  80-L  articulated  arm  gray  scale 
ultrasound  unit,  $4000  or  best  offer.  Call  817  778- 
2595,  Temple,  Texas. 

For  sale — Two  Hamilton  examining  tables,  two 
medicine  cabinets,  dictaphone  and  other  medical 
equipment.  Please  call  after  6 o'clock.  Mrs.  Joe  A. 
Shepperd,  P.O.  Box  130,  Burnet,  Texas  78611;  tele- 
phone 512  756-2600. 


Office  Space/Property 

Internist-FP  to  take  over  34  year  internal  medicine 
practice.  Retiring.  Practice  free.  1,700  sq.  ft.  modern 
building  for  sale  at  market  price  or  can  lease. 
Fully  equipped,  x-ray,  full  lab,  EKC,  tables,  cab- 
inets, typewriters,  copying  machines,  at  less  than 
20%  replacement  cost.  Arrangements  flexible.  Roy 
Daugherty,  MD,  4006  W.  33rd,  Amarillo,  Texas 
79109;  806  355-7447. 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
512  346-2100,  KRT  Management,  P.O.  Box  9802-138, 
Austin,  Texas  78766. 

For  Sale  By  Owner — 602  acres  with  interesting, 
rambling  ranch  house  with  large  living  room,  din- 
ing room,  den,  four  bedrooms  and  baths,  two 
woodburning  fireplaces,  plus  central  heat  and  air. 
Beautiful  improved  ranchland,  cross-fenced  and 
well-watered,  with  barns  and  corrals.  Hunters  de- 
light— -deer,  turkey,  quail  and  dove.  Located  two 
miles  west  of  Coldthwaite  between  two  highways 
with  potential  for  development.  Telephone  915  648- 
3272,  evenings. 


Practices 

Practice  For  Sale — Bryan.  Doctor  retiring  for  health 
reasons.  Well  established  family  practice.  Excellent 
for  internal  medicine  or  family  practitioner.  Con- 
tact PMA,  Cary  Clinton,  Medical/Dental  Appraisor, 
Consultant,  Practice  Broker.  214  327-7765. 

Practice  For  Sale — Dallas,  Casa  Linda/Whife  Rock 
East  area.  Doctor  retiring.  Well  established  practice, 
excellent  for  internal  medicine  or  family  practice. 
Contact  PMA,  Gary  Clinton,  Medical/Dental  Ap- 
praisor, Consultant,  Practice  Broker.  214  327-7765. 

For  Sale — Family  practice.  West,  Texas,  very  large 
clinic,  room  for  two  family  practice  doctors.  High 
gross,  excellent  net.  Six  treatment  rooms,  well 
equipped.  Osteopathic  practice.  Contact  Cary  Clin- 
ton, PMA,  214  327-7765.  Practice  Appraisals/Sales. 
Health  care  professional  consultant  for  14  years. 

Internist  (MD) — Excellent  opportunity  to  purchase  a 
fully  equipped  office  (building,  equipment,  and 
practice)  in  Central  Texas.  Facility  can  accommo- 
date three  to  six  doctors.  Two  minutes  from  new 
109-bed  hospital.  Terms  possible.  Call  Clarence 
Miller,  512  353-1125,  leave  word. 

Walk-in  clinic,  college  community  in  Central  Texas. 
Population  110,000  with  250,000  trade  area.  Large 
iridustrial  and  commercial  accounts  as  well  as  muni- 
cipal and  county.  Good  specialty  coverage,  two 
hospitals  with  ERs.  Owner  wants  to  sell  due  to 
age.  Please  reply  to  Ad-677,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Best  Houston  location,  growing  medico-surgical 
practice.  Excellent  opportunity  for  individual  or 
small  group  and  with  great  added  possibilities. 
Please  reply  to  Ad-686,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

I 

: For  Sale,  Texas  City — Active  general,  industrial,  and 
geriatric  practice.  Complete  with  laboratory,  x-ray, 
and  physical  therapy  equipment.  Two  local  hos- 
pitals and  near  Galveston  and  Houston  medical 
centers.  Will  consider  sale,  lease,  or  other  arrange- 
ments. Retirement  desired,  but  will  consider  staying 
1 on  for  orientation.  For  details,  call  409  948-0083  or 
I residence  713  337-2745. 
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BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

For  physicians  and  residents,  start-up  practitioners, 
and  established  physicians — Unsecured  signature 
loans  $5,000-$60,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deferred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal,  Dept.  114. 


CONTINUING  EDUCATION 


Lasers  and  Office  Proctology  Seminar — A unique 
seminar  presented  by  Medical  Lasers  Inc.  and 
Hemorrhoid  Clinics  of  America.  February  4-6,  1988, 
Hyatt  Lake  Tahoe.  Includes  comprehensive  hands  on 
laser  lab,  cryogenics  and  banding  techniques,  fiber- 
optic sigmoidoscopy.  Preceptorship  training  avail- 
able. For  further  information  call  313  967-4140  or 
1-800-367-2873,  or  write  Medical  Lasers,  Inc.,  22000 
Greenfield,  Oak  Park,  Michigan  48237. 

Fifth  Annual  South  Texas  Perinatal-Neonatal  Con- 
ference, Embassy  Suites  Hotel,  McAllen,  Texas, 
March  10-11-12,  1988.  Credit:  CME  12  hours.  For 
further  information  contact  Joyce  Patrick  at  Javier 
Ramirez-Lavin,  MD,  Neonatology,  P.O.  Box  5115, 
McAllen,  Texas  78502.  512  686-3401. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Commenwratinp 


Years  of  Ufe! 


IF  YOU 
WANT 
DRUG 


KIDS, 

WATCH 

"DRUG 


KIDS.’ 


Giming  in  January  to  WGN, 
TBS,  CBN  and  Public  Television 
stations  throughout  America,  a 
unique  presentation  no  parent  can 
afford  to  miss.  “Drug  Free  Kids:  A 
Parent’s  Guide.” 

Hosted  by  Ken  Howard. 
Featuring  Ned  Beatty,  Bonnie 
Franklin  and  Paul  Winfield.  Drug 
Free  Kids  offers  extremely  practit^ 
expert  advice  you  can  put  to  work 
immediately  to  give  your  children 
the  suppon  and  guidance  to  say  no 
to  drugs. 

Please  watch  Drug  Free  Kids. 
Because  the  more  you  Imow,  the 
better  you  can  help  your  children  to 
just  say  no. 

Check  your  local  listings 
for  program  dates  and  times. 


Physicians  who  prefer 
medicine  to  paperwork. 

We  are  looking  for  dedicated  physicians,  physicians  who  want  to  be.  not  salesmen, 
accountants,  and  lawyers,  but  physicians.  For  such  physicians,  we  offer  a practice 
that  is  practically  perfect.  In  almost  no  time  you  experience  a spectrum  of  cases  some 
physicians  do  not  encounter  in  a lifetime.  You  work  without  worrying  whether  the 
patient  can  pay  or  yon  will  be  paid,  and  you  prescribe,  not  the  least  care,  nor  the  most 
defensive  care,  but  the  best  care. 

If  that  is  what  you  want,  join  the  physicians  who  have  joined  the  Army.  Army  Medi- 
cine is  the  perfect  setting  for  the  dedicated  physician.  Army  Medicine  provides  wide- 
ranging  opportunities  for  the  student,  the  resident,  and  the  practicing  physician. 

Army  Medicine  offers  fully  accredited  residencies  in  virtually  every  specialty.  Army 
residents  generally  receive  higher  compensation  and  greater  responsibility  than  do 
their  civilian  counterparts  and  score  higher  on  specialty  examinations.  If  you  are 
currently  in  a residency  program  such  as  Orthopedics.  Neurosurgery,  Urology,  Gen- 
eral Surgery,  or  Anesthesiology,  you  may  be  eligible  for  the  Army’s  Sponsorship 
Program. 

Army  Medicine  offers  an  attractive  alternative  to  civilian  practice.  As  an  Army  Of- 
ficer. you  receive  substantial  compensation,  extensive  annual  paid  vacation,  a re- 
markable retirement  plan,  and  the  freedom  to  practice  without  endless  insurance 
forms,  malpractice  premiums,  and  cash  flow  worries. 

Army  Medicine: 

The  practice  thaf  s 
practically  all  medicine. 


AMEDD  Personnel  Counselor 
Federal  Office  Building 
Room  1B20 
1100  Commerce  Street 
Dallas,  TX  75242-0999 
(214)  767-0818 


TOMK 


If  you  need  help  doing  your 
taxes,  call  or  visit  your  loc^  IRS  office. 
And  make  your  taxes  less  taxing. 


Make  your  taxes 


Do  them  today 


A Public  Service  of  This  Publication  & 
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Texas  Medicine 


Continuing  lEducation  directory 


COURSES 


FEBRUARY 

Anesthesiology 

Feb  7-18,  1988 

BAY-CAP  XI:  TACO  IV.  Hawaii,  Kauai,  Maui.  Fee  J350  one  meeting, 
t495  both  meetings.  Category  1 , AMA  Physician’s  Recognition  Award; 
34  hours.  Contact  Carol  Soroka,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Cardiovascular  Disease 
Feb  1-3,  1988 

STATE  OF  THE  ART:  2-D/DOPPLER  AND  COLOR  FLOW  IMAGING. 
Sheraton  Tucson  El  Conquistador,  Tucson,  Ariz.  Fee  $400  members  of 
American  College  of  Cardiology,  $465  non  members  of  ACC,  $285 
residents  and  fellows.  Category  1 , AMA  Physician’s  Recognition  Award; 
18  hours.  Contact  Registration  Secretary,  Extramural  Programs  Dept, 
American  College  of  Cardiology,  9111  Old  Georgetown  Rd,  Bethesda, 
MD  20814  (800)  253-4636 

Feb  11-13,  1988 

2ND  ANNUAL  UCSD-SHARP  MEMORUL  HOSPITAL  INTERNATIONAL 
CARDIAC  SYMPOSIUM:  CLINICAL  STRATEGIES  IN  COMPLEX  VAL- 
VULAR HEART  DISEASE.  US  Grant  Hotel,  San  Diego.  Fee  $350.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Office 
of  Continuing  Medical  Education,  M-017,  University  of  California  at  San 
Diego  School  of  Medicine,  La  Jolla,  CA  92093  (619)  534-3940 

Feb  11-13,  1988 

HYPERTENSION  1988:  PRACTICING  ASPECTS  FOR  THE  PRACTICING 
PHYSICIAN.  Sundial  Beach  and  Tennis  Resort,  Sanibel  Island,  Fla.  Fee 
$300  members  American  College  of  Chest  Physicians,  $150  affiliate 
members  ACCP,  $350  nonmembers  ACCP,  $175  physicians  in  training. 
Category  1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact 
American  College  of  Chest  Physicians,  PO  Box  93826,  Chicago,  IL 
60673(312)698-2200 

Dermatology 

Feb  20-27,  1988 

POST-GRADUATE  COURSE:  DUKE  AT  VAIL:  FRONTIERS  IN  DERMA- 
TOLOGY AND  RHEUMATOLOGY.  Marriott’s  Mark  Resort,  Vail,  Colo. 
Fee  $350  physicians,  $250  residents,  interns.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  20  hours.  Contact  Angelika  Langen,  Box 
3135,  Duke  University  Medical  Center,  Durham,  NC  27710  (919) 
684-2504 

Emergency  Care 

Feb  20-27,  1988 

PEDIATRIC  EMERGENCIES.  Royal  Lahaina  Resort,  Maui,  Hawaii.  Fee 
$395.  Category  1,  AMA  Physician’s  Recognition  Award;  21  hours.  Con- 
tact Edith  Bookstein,  Conference  Management  Associates,  American  In- 
stitute of  Postgraduate  Education,  PO  Box  2586,  La  Jolla,  CA  92038 

Family  Medicine 

Feb  3-7,  1988 

NEW  TRENDS  IN  MANAGEMENT  OF  CARDIAC  PROBLEMS.  Snowbird 


Utah.  Fee  $120.  Category  1,  AMA  Physician’s  Recognition  Award;  12 
hours.  Contact  LaNelle  Chancellor,  A.  Webb  Roberts  Center  for  Con- 
tinuing Education,  Baylor  University  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)  820-2317 

Feb  12-13,  1988 

GENERAL  UROLOGY  CONFERENCE.  Four  Seasons  Hotel,  San  Antonio, 
Tex.  Fee  $125.  Category  1,  AMA  Physician’s  Recognition  Award;  8 
hours.  Contact  Kathleen  O’Shea,  Centers  of  Excellence,  Humana  Hospi- 
tal, 8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512)  692-3537 

Feb  21-26,  1988 

19TH  FAMILY  MEDICINE  REVIEW/SESSION  1 Hyatt  Regency  Hotel, 
Lexington,  Ky.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  Joy  Greene,  Continuing  Medical  Education, 
University  of  Kentucky,  132  College  of  Medicine  Office  Bldg,  Lex- 
ington, KY  40536-0086  (606)  233-5161 

Feb  22-26,  1988 

MEDICAL-SURGICAL  UPDATE  1988/NORTH  TEXAS  FAMILY  PRACTI- 
TIONERS CONFERENCE.  Crested  Butte,  Colo.  Fee  $200.  Category  1 , 
AMA  Physician’s  Recognition  Award;  22  hours.  Contact  David  Spencer, 
MD,  4509  Nassau,  Wichita  Falls,  TX  76308  (817)  691-4800 

General  Medicine 

Feb  5-7,  1988 

HEMATOLOGY  FOR  NON-HEMATOLOGISTS:  LABORATORY  AND 
PRACTICE.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $190- $340.  Category  1, 
AMA  Physician’s  Recognition  Award;  15.5  hours.  Contact  Martha 
Berlin,  Office  of  Continuing  Education,  The  University  of  Texas  Medi- 
cal Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

Feb  24,  1988 

THROMBOSIS,  ANTICOAGULANT  AND  ANTIPLATELET  AGENTS  IN 
CLINICAL  PRACTICE.  Marriott  Medical  Center,  Houston.  Fee  $50. 
Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Vicki  Forgac,  Office  of  Continuing  Education,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Geriatrics 

Feb  15-17,  1988 

RECENT  ADVANCES  IN  GERIATRIC  REHABIUTATION  1988:  WHAT  IS 
IT?  WHO  NEEDS  IT?  WHAT  WORKS?  Holiday  Inn  at  the  Embarcadero, 
San  Diego,  Calif.  Fee  $295  physicians,  $195  residents,  $125  full-time  or 
non-practicing  students.  Category  1 , AMA  Physician’s  Recognition 
Award;  18  hours.  Contact  Office  of  Continuing  Medical  Education,  Uni- 
versity of  California  San  Diego  School  of  Medicine,  La  Jolla,  CA  92093 
(619)  534-3940 

Feb  18-20,  1988 

MANAGEMENT  OF  THE  ELDERLY  IL  Sheraton  Bal  Harbour,  Bal  Har- 
bour, Miami  Beach,  Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of 
Miami  School  of  Medicine,  Division  of  Continuing  Medical  Education 
D23-3,  PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Feb  27-28,  1988 

9TH  ANNUAL  GERIATRIC  MEDICINE:  SELECTED  TOPICS.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit 
TBA.  Contact  UTHSC,  Office  of  Continuing  Medical  Education,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 
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Neurology 

Feb  2-7,  1988 

NEUROLOGY  UPDATE  1988.  Sheraton  Bal  Harbour,  Bal  Harbour, 

Miami  Beach,  Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of 
Miami  School  of  Medicine,  Division  of  Continuing  Medical  Education 
D23-3,  PO  Box  016960,  Miami,  FL  33101  (305 ) 547-6716 

Obstetrics  and  Gynecology 

Feb  25-27,  1988 

CONTRACEPTION,  STERILIZATION,  AND  SEXUALLY  TRANSMITTED 
DISEASE/FREESTANDING  POSTGRADUATE  COURSE.  Scottsdale,  Ariz. 
Fee  8445.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Robin  Murray,  American  College  of  Obstetrics  and  Gyne- 
cology, 600  Maryland  Ave  SW,  Washington,  DC  20024-2588  (202) 
863-2543 

Oncology 

Feb  4-6,  1988 

3RD  INTERNATIONAL  CONFERENCE  ON  MONOCLONAL  ANTIBODY 
IMMUNOCONJUGATES  FOR  CANCER.  Hotel  Inter  Continental,  San  Di- 
ego. Fee  8310  before  Dec  1,  8365  after  Dec  1.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  19  hours.  Contact  Office  of  Continuing 
Medical  Education,  M-017,  University  of  California  at  San  Diego  School 
of  Medicine,  U Jolla,  CA  92093  (619)  534-3940 

Feb  25-27,  1988 

2ND  INTERNATIONAL  CONFERENCE  ON  INTRACA'VTTARY  CHEMO 
THERAPY,  US  Grant  Hotel,  San  Diego.  Fee  8300.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  18  hours.  Contact  Office  of  Continuing 
Medical  Education,  M-017,  University  of  California  at  San  Diego  School 
of  Medicine,  La  Jolla,  CA  92093  (619)  534-3940 

Orthopedic  Surgery 

Feb  18-21,  1988 

TEXAS  ORTHOPEDIC  PATHOLOGY  WORKSHOP.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  8400 
physicians,  8250  residents.  Category  1,  AMA  Physician’s  Recognition 
Award;  25  hours.  Contact  June  Bovill,  Division  of  Continuing  Educa- 
tion, 5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pathology 

Feb  11-14,  1988 

6TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE.  Lincoln  Hotel- 
Post  Oak,  Houston.  Fee  8425  pathologist,  8300  cytotechnologist,  resi- 
dents, fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  31 
hours.  Contact  Tamara  Greiner,  Office  of  Continuing  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Plastic  Surgery 

Feb  26-28,  1988 

RHINOPLASTY:  AN  EDUCATIONAL  SYMPOSIUM.  The  University  of 
Texas  Health  Science  Center,  Dallas.  Fee  8350  physicians,  8200  resi- 
dents, 8100  lab  dissection  fee.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  2 1 hours.  Contact  Ann  Parchem,  Division  of  Continuing 
Education,  UTHSC,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Psychiatry 

Feb  26-27,  1988 

LIMBIC  MUSIC  AND  PSYCHOPATHOLOGY.  Texas  Tech  Regional 
Academic  Health  Center,  El  Paso,  Tex.  Fee  850.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  7 hours.  Contact  Charles  Rians,  III,  Admin- 
istrator, Dept  of  Psychiatry,  Texas  Tech  University  Health  Sciences 
Center,  4800  Alberta  Ave,  El  Paso,  TX  79905-1298  (915)  533-3020 
ext  247 

Surgery 

Feb  15-17,  1988 

4TH  ANNUAL  HOUSTON  CONFERENCE  ON  NEUROTRAUMA.  Westin 
Galleria  Hotel,  Houston.  Fee  8295.  Category  1,  AMA  Physician’s  Recog- 


nition Award;  18  hours.  Contact  Michael  Miner,  MD,  PhD,  Division  of 
Neurosurgery,  The  University  of  Texas  Medical  School,  6431  Fannin, 
Room  7.148,  Houston,  TX  77030  (713)  792-5760 

Urology 

Feb  11-13,  1988 

CALCULI  UPDATE  1988.  Acapulco,  Mexico.  Fee  8250  members  of 
AUA,  8350  nonmembers.  Category  1,  Physician’s  Recognition  Award; 

16  hours.  Contact  Alice  Henderson,  6750  West  Loop  South,  Ste  900, 
Bellaire,  TX  77401  (713)  665-7500 

MARCH 

Allergy 

March  2-6,  1988 

1988  PAN  AMERICAN  ALLERGY  SOCIETY  TRAINING  COURSE  AND 
SEMINAR.  Four  Seasons  Hotel,  San  Antonio,  Tex.  Fee  8285  course, 

8140  seminar  for  members  of  PAAS;  8335  course,  8160  seminar  for 
nonmembers;  Category  1 , AMA  Physician’s  Recognition  Award;  30 
hours.  Contact  Betty  Kahler,  PAAS,  229  Parking  Way,  Lake  Jackson,  TX 
77566  (409)  297-5635  or  (409)  297-4069 

AIDS 

March  18-19,  1988 

HEMATOLOGY  AND  AIDS:  A NEONATAL  AND  PEDIATRIC  PERSPEC- 
TIVE. Berkeley  Marina  Marriott  Hotel,  San  Francisco  Bay,  Berkeley, 
Calif.  Fee  8150.  Category  1,  AMA  Physician’s  Recognition  Award;  1 1 
hours.  Contact  Kim  Leadon,  Continuing  Medical  Education,  Children’s 
Hospital  Oakland,  747  52nd  St,  Oakland,  CA  94609  (415)  428-3021 

Cancer 

March  7-9,  1988 

WORLD  CONGRESS  111;  CANCERS  OF  THE  SKIN.  Lincoln  Hotel  Post 
Oak,  Houston.  Fee  8300  physicians,  8200  residents  and  fellows.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  19  hours.  Contact  World 
Congress  111  on  Cancers  of  the  Skin,  Office  of  Conference  Services, 

HMB  131,  The  University  of  Texas  MD  Anderson  Hospital  and  Tumor 
Institute,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

March  27-30,  1988 

PRACTICAL  ASPECTS  OF  CARDIOVASCULAR  DISEASE  AND  RENAL 
DRUGS.  Contemporary  Resort,  Lake  Buena  Vista,  Walt  Disney  World, 
Fla.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continuing  Medical  Edu- 
cation D23-3,  University  of  Miami  School  of  Medicine,  PO  Box 
016960,  Miami,  FL  33101  (305)  547-6716 

Chest  Diseases 

March  17-19,  1988 

24TH  ANNUAL  ARIZONA  CHEST  S'mPOSIUM.  Doubletree  Hotel,  Tuc- 
son. Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 

16  hours.  Contact  Susan  Thornton,  RN,  MS,  Symposium  Coordinator, 
Tucson  Medical  Center,  PO  Box  42195,  Tucson,  AZ  85733  (602) 
327-5461  ext  5110  (messages) 

Emergency  Care 

March  6-11,  1988 

9TH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE  SKI 
CONFERENCE.  Mammoth  Lakes,  Calif.  Fee  8350  physicians,  8250  phy- 
sicians in  training  and  physician  assistants.  Category  1 , AMA  Physician’s 
Recognition  Award;  20  hours.  Contact  Daniel  Abbott,  MD,  Medical 
Conferences,  Inc,  CME  Travel  Service,  I6l5  S Mission  Rd,  Suite  3,  Fall- 
brook,  CA  92028  (1-800)  457-2777 

March  26- April  12,  1988 

ORTHOPEDIC  EMERGENCIES.  Waiohai  and  Poipu  Beach  Hotels, 

Kauai,  Hawaii.  Fee  8395.  Category  1,  AMA  Physician’s  Recognition 
Award;  2 1 hours.  Contact  Edith  Bookstein,  Conference  Management 
Associates,  American  Institute  of  Postgraduate  Education,  PO  Box 
2586,  La  Jolla,  CA  92038  (6l9)  454-3212 
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Endocrinology 

March  26,  1988 

DIABETES  1988:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE. 

Stouffer  Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Diane  Pitkin,  De- 
partment of  Medical  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

March  28-30,  1988 

KIDNEY  STONES:  PREVENTION  AND  TREATMENT.  Masur  Au 
ditorium,  Warren  Grant  Magnuson  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Conference 
Registrar,  Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rock- 
ville, MD  20852  (301 ) 468-6338 

Family  Medicine 

March  14-18,  1988 

2ND  ANNUAL  UPDATE  ON  PRIMARY  CARE.  The  Ranch,  Steamboat 
Springs,  Colo.  Fee  $300.  Category  1,  AMA  Physician’s  Recognition 
Award;  18  hours.  Contact  Larry  McLain,  MD,  Dept  of  Pediatrics,  Loyola 
University  Medical  Center,  2160  South  First  Ave,  Maywood,  IL  60153 
(312)531-3195 

March  17-20,  1988 

13TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Hil- 
ton Palacio  del  Rio-Riverwalk,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  Continuing  Medical  Education,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

General  Medicine 

March  6-10,  1988 

ADVANCES  IN  MEDICAL  EDUCATION.  Copper  Mountain,  Colo.  Fee 
J425.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Clinic,  2401  South  31st  St,  Temple, 
TX  76508  (817)  774-4083 

March  16-19,  1988 

HIGHLIGHTS  IN  WOMEN’S  HEALTH  CARE:  CARDIOVASCULAR  FIT- 
NESS, BREAST  DISEASE,  MENOPAUSE.  Orlando,  Fla.  Fee  S300.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Susan 
Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 

Temple,  TX  76508  (817)  774-4083 

Geriatrics 

March  13-16,  1988 

GERIATRIC  MEDICINE  RECERTIFICATION  REVIEW.  Hilton  Palacio 
Del  Rio-Riverwalk,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
Continuing  Medical  Education,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

March  19-26,  1988 

THE  BRITISH  EXPERIENCE:  A STUDY  TOUR  IN  ENGLAND  ON  PUB- 
LIC AND  PRIVATE  CARE  INNOVATIONS  FOR  THE  AGED.  England.  Fee 
TBA.  Credit  TBA.  Contact  Pat  Ashton,  Holbrook  Travel,  3540  NW  1 3th 
St,  GainesviUe,  FL  32609  (800)  451-7111 

Medical  Education 

March  6-10,  1988 

ADVANCES  IN  MEDICAL  EDUCATION.  Copper  Mountain,  Colo.  Fee 
1425.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  21st 
St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

March  12,  1988 

CURRENT  CUNICAL  PRACTICE  IN  OBSTETRICS  AND  G’mECOLOGY. 
Grand  Kempinski  Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Diane 
Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

March  25-26,  1988 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY.  Inn  on 


the  Park,  Houston.  Fee  J250  physicians,  8125  non-Baylor  residents  and 
fellows.  C^ategory  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
(Contact  Vicki  Forgac,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  770.30  (713)  799-6020 

Ophthalmology 

March  18-20,  1988 

CLINICAL  ADVANCES  IN  OPHTHAIJdOLOGY  FOR  THE  PRACTICING 
OPHTHALMOLOGIST/THE  CULLEN  COURSE  1988.  Houstonian  Hotel 
and  (Conference  Center,  Houston.  Fee  8250  physicians,  8125  non- 
Baylor  residents  and  fellows.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 1 hours.  Contact  Carol  Soroka,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

March  25-26,  1988 

lOTH  ANNUAL  DALLAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM.  Lo- 
cation TBA.  Fee  TBA.  Credit  TBA.  Contact  Lela  Breckenridge,  Continu- 
ing Medical  Education,  Presbyterian  Hospital,  8200  Walnut  Hill  In, 
Dallas,  TX  75231  (214)696-8458 

Otolaryngology 

March  2-6,  1988 

HEAD  AND  NECK  RECONSTRUCTIVE  SURGERY  1988.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  8550,  8200  laboratory  sessions.  Category  1,  AMA 
Physician’s  Recognition  Award;  31  hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  The  University  of  Texas  Medical  Branch,  3rd 
Floor  Learning  Center,  Route  J-34,  Galveston,  TX  77550-2782  (409) 
761-2934 

March  10-12,  1988 

CURRENT  CLINICAL  CONCEPTS  IN  OTOLARYNGOLOGY.  Sheraton 
Bal  Harbour,  Miami.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continu- 
ing Medical  Education,  D23-3,  University  of  Miami  School  of  Medicine, 
PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Pathology 

March  7-11,  1988 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
Continuing  Medical  Education,  UTHSC,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 

Physical  Medicine  and  Rehabilitation 

March  21-31,  1988 

22ND  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Holiday  Inn-Medical  Center,  Houston.  Fee 
$450  physicians,  $420  non-Baylor  residents.  Credit  TBA.  Contact  Lila 
Lerner,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Plastic  Surgery 

March  17-20,  1988 

HAIR  REPLACEMENT  SURGERY.  Four  Seasons  Hotel,  Los  Angeles.  Fee 
$525  physician  members  American  Academy  of  Facial  Plastic  and 
Reconstructive  Surgery  before  Feb  17,  8575  physician  members  after 
Feb  17;  $625  nonmembers  AAFRPS  before  Feb  17,  $675  after  Feb  17; 
$125  member  residents  before  Feb  17,  $175  member  residents  after 
Feb  17;  $200  nonmember  residents  before  Feb  17,  8250  nonmember 
residents  after  Feb  1 7.  Category  1 , AMA  Physician’s  Recognition 
Award;  30  hours.  Contact  AAFRPS  Foundation,  1st  American  Bank  N/A, 
740  15th  St  NW,  Washington,  DC  20005  Attn:  Lock  Box  Dept 

Specialty  Medicine 

March  17-18,  1988 

ASSESSMENT  OF  CLINICAL  COMPETENCE  IN  SPECIALTY  MEDICINE. 
Toronto  Hilton  Harbour  Castle  Hotel,  Toronto  Fee  $200.  Contact  the 
American  Board  of  Medical  Specialties  ( ABMS ),  One  Rotary  Center, 
Suite  805,  Evanston,  IL  60201 
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Surgery 

March  2-6,  1988 

HEAD  AND  NECK  RECONSTRUCTIVE  SURGERY  1988.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  1550  members  AAFPRS,  $650  nonmembers,  $400 
resident  members,  $450  resident  nonmembers,  $200  lab  sessions. 
Category  1 , AMA  Physician’s  Recognition  Award;  3 1 hours.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  The  University  of  Texas 
Medical  Branch,  3. 324  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

APRIL 

Cardiovascular  Disease 
April  7-9,  1988 

ANNUAL  SPRING  AUSCULTATION  SESSION.  Marriott  Medical  Center, 
Houston.  Fee  $275.  Category  1,  AMA  Physician’s  Recognition  Award; 

16  hours.  Contact  Susan  Murray,  Texas  Heart  Institute,  Office  of  Medi- 
cal Director,  PO  Box  20345,  Houston,  TX  77225  (713)  791-2157 

Family  Medicine 

April  12-17,  1988 

4TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  $350. 
Category  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 

April  18-22,  1988 

2ND  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston, 
Tex.  Fee  $450.  Category  1,  AMA  Physician’s  Recognition  Award;  40 
hours.  Contact  Gail  Norris,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route 
J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

General  Medicine 

April  23,  1988 

ST  PAUL  DAY  IN  RHEUMATIC  DISEASES.  Grand  Kempinski  Hotel, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical 
Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Orthopedic  Surgery 

April  7-9,  1988 

BLOODLESS  CARE  FOR  THE  PAINFUL  BACK;  JUSTIFICATION  AND 
TECHNIQUE  OF  ACTIVE  TREATMENT.  Dallas.  Fee  TBA.  Credit  TBA. 
Contact  Ann  Carlton,  Dept  of  Orthopedic  Surgery,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3525  or  (214)  688-2166 

April  13-17,  1988 

INTERNATIONAL  SOCIETY  FOR  THE  STUDY  OF  THE  LUMBAR  SPINE. 
Sheraton  Bal  Harbour,  Miami.  Fee  TBA.  Credit  TBA.  Contact  Division  of 
Continuing  Medical  Education,  D23-3,  University  of  Miami  School  of 
Medicine,  PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Pediatrics 

April  6-9,  1988 

SYMPOSIUM  ON  RESPIRATORY  TRACT  INFECTION  IN  CHILDREN/ 
8TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI- 
NAR. Hilton  Hotel,  New  Orleans.  Fee  Symposium  free,  $315  seminars, 
$235  house  staff  and  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  7 hours  for  symposium,  16  hours  for  seminars.  Contact  Marian 
Troup,  Dept  of  Pediatrics,  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-3439  or  (214)  688-2166 

April  15-16,  1988 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM/ 1988.  Marriott-Medical 
Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner  or  Vicki 
Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza.  Houston,  TX 
77030  (713)  799-6020 


Physical  Medicine  and  Rehabilitation 

April  8-9,  1988 

SALVAGING  THE  DIABETIC  FOOT.  Location  TBA.  Fee  $400.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Ann  Par- 
chem.  Division  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

April  22,  1988 

OCCUPATIONAL  AND  REHABILITATIVE  MEDICINE.  Temple,  Tex.  Fee 
$65.  Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 

Psychiatry 

April  9,  1988 

UPDATE  ON  CHEMICAL  DEPENDENCY.  Location  TBA.  Fee  TBA. 

Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

April  23-24,  1988 

THE  CUTTING  EDGE  1988/INNOVATIONS  IN  PSYCHOTHERAPY: 
HELPING  INDIVIDUALS  AND  COUPLES  TO  CHANGE.  Hotel  Del  Coro- 
nado, San  Diego.  Fee  $275  physicians,  $175  residents,  $125  fulltime  or 
nonpracticing  students.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  Office  of  Continuing  Medical  Education,  Uni- 
versity of  California  at  San  Diego,  School  of  Medicine,  La  Jolla,  CA 
92093  (619)  534-3940 

Surgery 

April  5-9,  1988 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Sheraton  Royal  Waikoloa 
Hotel,  Kona,  Hawaii.  Fee  $525  before  March  1,  $275  for  surgical  resi- 
dents before  March  1,  $600  after  March  1,  $350  for  surgical  residents 
after  March  1.  Category,  1,  AMA  Physician’s  Recognition  Award;  23 
hours.  Contact  June  Bovill,  Continuing  Education,  The  University  of 
Texas  Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

MAY 

Cardiovascular  Disease 

May  28-30,  1988 

MASTER  APPROACH  TO  CARDIOVASCULAR  PROBLEMS.  Orlando,  Fla. 
Contact  Yolanda  Barcena,  Division  of  Cardiology,  University  of  Miami 
School  of  Medicine,  PO  Box  016969,  Miami,  FL  33101  (305)  549-7124 
or  (305)  549-6975 

Family  Medicine 

May  16-20,  1988 

12TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Houston. 
Contact  Vicki  Forgac  or  Carol  Soroka,  Office  of  Continuing  Medical 
Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

General  Medicine 

May  7,  1988 

HEART  DISEASE  IN  OFFICE  PRACTICE.  Dallas.  Contact  Diane  Pitkin, 
Dept  of  Medical  Education,  St  Paul  Medical  Center,  5909  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  879-3789 

May  12-14,  1988 

AMERICAN  BACK  SOCIETY  SPRING  SYMPOSIUM  ON  BACK  PAIN.  Or 
lando,  Fla.  Contact  Aubrey  Swartz,  MD,  Executive  Director,  American 
Back  Society,  2647  E I4th  St,  Suite  401,  Oakland,  CA  94601  (415) 
536-9929 

Internal  Medicine 

May  16-20,  1988 

UPDATES  IN  INTERNAL  MEDICINE.  Location  TBA.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 


Texas  Medicine 


Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

May  23-27,  1988 

ADVANCES  IN  INTERNAL  MEDICINE.  San  Francisco.  Contact  Post- 
graduate Programs,  Dept  of  Medicine,  University'  of  California,  505 
Parnassus,  M979,  San  Francisco,  CA  94143-0120  (415)  476-5208 

Ophthalmology 

May  27,  1988 

YAG/ARGON  WORKSHOP  FOR  OPH  THALMOLOGISTS.  Location  TEA. 
Contact  Lela  Breckenridge,  Continuing  Medical  Education,  Pres- 
byterian Hospital,  8200  Walnut  Hill  Ln,  Dallas,  TX  75231  (214) 
696-8458 

Orthopedic  Surgery 

May  6-8,  1988 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Location  TBA. 
Contact  June  Bovili,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

May  24-25,  1988 

ANNUAL  CONFERENCE  ON  INNOVATIONS.  Galveston,  Tex.  Contact 
Gail  Norris,  Office  of  Continuing  Education,  The  University  of  Texas 
Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

Pathology 

May  19-21,  1988 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VII.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  The  University  of  Texas 
Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Physical  Medicine  and  Rehabilitation 

May  5-7,  1988 

6TH  ANNUAL  CHRONIC  PAIN  COURSE:  EVALUATION  AND  MANAGE- 
MENT. Houston.  Contact  Lila  Lemer,  Office  of  Continuing  Medical  Edu- 
cation, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

Surgery 

May  26-29,  1988 

AIDS,  HEPATITIS,  AND  BLOOD  TRANSFUSION:  IMPACT  ON  SUR- 
GICAL PRACTICE,  Charleston,  SC.  Contact  Pat  Curl,  Meeting  Coordi- 
nator, Cardiothoracic  Research  and  Education  Foundation,  PO  Box 
33185,  San  Diego,  CA  92103  (619)  692-9115 

JUNE 

Family  Medicine 

June  4,  1988 

FAMILY  PRACTICE  CLINICAL  ENCOUNTERS  1988.  Dallas.  Contact 
Linda  Spino,  PhD,  Dept  of  Family  Practice  and  Community  Medicine, 
The  University  of  Texas  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-2134  or  (214)  688-2166 

General  Medicine 

June  11,  1988 

; 13TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR.  Location  TBA.  Con- 
tact Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

I June  15-18,  1988 

2ND  ANNUAL  WOMEN’S  HEALTH  ISSUES.  South  Padre  Island,  Tex. 

' Contact  Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South 
I 31st  St,  Temple,  TX  76508  (817)  774-4083 

I 


Obstetrics  and  Gynecology 
June  2-5,  1988 

WORKSHOPS  IN  GYNECOLOGICAL  MICROSURGERY/LASER  AND 
OPERATIVE  lAPAROSCOPY.  Dallas.  Contact  Lela  Breckenridge,  Con- 
tinuing Medical  Education,  Presbyterian  Hospital,  8200  Walnut  Hill 
lane,  Dallas,  TX  75231  (214)  696-8458 

Ophthalmology 

June  12-17,  1988 

ACUTE  C;ARE  pediatrics,  review  and  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Contact  Carol  Soroka  or  Vicki  Forgac, 
Office  of  Continuing  Medical  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  ( 7 1 3 ) 799-6020 


Otolaryngology 
June  15-16,  1988 

LASER  SURGERY  AND  SAFETY  IN  OTOLARYNGOLOGY.  Galveston, 
Tex.  Contact  Martha  Berlin,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route 
J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

June  15-16,  1988 

ENDOSCOPIC  SINUS  SURGERY.  Galveston,  Tex.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

JUNE  17-18,  1988 

ENDOSCOPY.  Galveston,  Tex.  Contact  Martha  Berlin,  Office  of  Con- 
tinuing Education,  The  University  of  Texas  Medical  Branch,  3rd  Floor 
Learning  Center,  Route  J-34,  Galveston,  TX  77550-2782  (409) 
761-2934 

Pediatrics 

June  23-25,  1988 

1988  ANNUAL  PEDUTRIC  REVIEW  AND  UPDATE.  Galveston,  Tex. 
Contact  Gail  Norris,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Gal- 
veston, TX  77550-2782  (409)  761-2934 

JULY 

Internal  Medicine 

July  24-29,  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island,  Tex. 
Contact  Susan  larson,  Scott  and  White  Memorial  Hospital,  2401  South 
31st  St,  Temple,  TX  76508  (817)  774-4083 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory I,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
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Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)  480-1869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  ULTRA- 
SONOGRAPHY. ( Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
*1,000  physicians; *  *500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  S 1 ,000  physicians  for  40  hours;  * 1 ,600 
physicians  for  80  hours;  *800  residents  and  fellows  for  40  hours; 
*1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 

Feb-April  1988/April  25-May  6,  1988 

29TH  ANNUAL  POSTGRADUATE  INSTITUTE  FOR  PATHOLOGISTS 
IN  CLINICAL  CYTOPATHOLOGY/SUBSPECIALTY  RESIDENCY  IN 
CLINICAL  CYTOPATHOLOGY.  Home  Study  Course  A,  Feb-April;  In- 
Residence  Course  B,  April  25-May  6,  1988.  Johns  Hopkins  Medical  In- 
stitutions, Baltimore,  MD.  Pre-registration  must  be  accomplished  be- 
fore March  25,  1988.  Contact  John  Frost,  MD,  604  Pathology  Bldg,  The 
Johns  Hopkins  Hospital,  Baltimore,  MD  21205  (301 ) 955-3522 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 

*35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284(512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information. 


contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Jan  26-27,  1988,  Baylor  University  Medical  Center,  Dallas 

Jan  28-29,  1988,  The  University  of  Texas  Medical  Branch,  Galveston 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  9-10,  1988,  The  University  of  Texas  Health  Science  Center,  San 

Antonio 

Feb  11-12,  1988,  Marriott  Hotel- Astrodome,  Houston 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JANUARY 

AMERICAN  SOCIETY  FOR  PARENTERAL  AND  ENTERAL  NUTRI- 
TION/12TH  CLINICAL  CONGRESS,  Us  Vegas,  Jan  17-20,  1988.  Contact 
Bridgette  Balcom,  ASPEN,  8605  Cameron  St,  Suite  500,  Silver  Springs, 
MD  20910  (301)  587-6315 

CARDIOPULMONARY  REHABILITATION  S'VTVIPOSIUM:  STATUS  88,  Or- 
lando, FL,  Jan  22-25,  1988.  Contact  Michael  Pollock,  PhD,  University  of 
Florida,  FLG,  Room  10,  Gainesville,  FL  3261 1 (904)  392-9575 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Galveston, 
Jan  29-31,  1988.  Contact  Iris  Wenzel,  TSP,  1801  N Lamar  Blvd,  Austin, 
TX  78701  (512)477-6704 

FEBRUARY 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH  ANNUAL  CONVEN- 
TION, New  Orleans,  Feb  3-5,  1988.  Contact  Richard  Jacobs,  MD,  SSPR, 
Arkansas  Children’s  Hospital,  800  Marshall  St,  Little  Rock,  AR 
72202-3591  (501 ) 370-1416 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE,  Austin, 
Feb  5-7,  1988.  Contact  Robert  Mickey,  Executive  Vice  President,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512) 
477-6704 

UNITED  STATES  AND  CANADIAN  ACADEMY  OF  PATHOLOGY  AN- 
NUAL MEETING,  Washington  DC,  Feb  28-March  4,  1988.  Contact  Dr. 
Nathan  Kaufman,  US  and  Canadian  Academy  of  Pathology,  Inc,  Bldg  C, 
Suite  B,  3515  Wheeler  Rd,  Augusta,  GA  30909  (404)  733-7550 

MARCH 

AMERICAN  SOCIETY  FOR  CLINICAL  PHARMACOLOGY  AND  THERA- 
PEUTICS ANNUAL  MEETING,  San  Diego,  March  9-11,  1988.  Contact 
Ms  Elaine  Galasso,  American  Society  for  Clinical  Pharmacology  and 
Therapeutics,  1718  Gallagher  Rd,  Norristown,  PA  19401-2810  (215) 
825-3838 

INTERNATIONAL  CONFERENCE  ON  PULMONARY  REHABIUTATION 
AND  HOME  MECHANICAL  VENTILATION,  Denver,  March  2-5,  1988. 
Contact  Webb-Waring  Lung  Institute,  4200  E 9th  Ave,  Box  C-321,  Den 
ver,  CO  80262  (303)  394-8231 


Texas  Medicine 


If  it  Appreciates 

Buy  it 

If  it  Depreciates 

Lease  it 

J.  Paul  Getty 


SPECIAL  RATES  FOR  TMA  MEMBERS 

Honda  Accord  LX,  5 speed 

$239.00 

Porsche  924S 

$399.00 

Chevrolet  Beretta  GT 

239.00 

Porsche  91  ISC 

636.00 

Nissan  Maxima  SE,  5 speed 

288.00 

Corvette 

449.00 

Nissan  300  ZX,  5 speed 

345.00 

Mercedes  Benz  190E 

439.00 

Mazda  RX7  Coupe,  5 speed 

267.00 

Mercedes  Benz  260E 

569.00 

BMW  325  Convertible 

459.00 

Mercedes  Benz  420SEL 

799.00 

Olds  98/Buick  Electra 

339.00 

Mercedes  Benz  SL  Convertible 

847.00 

Cadillac  Sedan  Deville 

379.00 

Plymouth  Voyager/ Dodge  Caravan  SE 

259.00 

Plus  lax.  lille  and  license.  Prices  subject  to  change  due  to 

manufacturers  price 

increase  and  interest  rale  fluctuations. 

Custom  Lease  Quotes  on  all  Domestic  or  Import  Cars  or  Trucks 


Cail  Larry  Albright  at  1-800-654-1288  TOLL  FREE 


DELIVERED  TO  YOUR 
HOME  OR  OFFICE 


NO  DO  WN  PA  YMENT 


TRADE  INS  - 
WE  WILL  PURCHASE 
YOUR  PRESENT  VEHICLE 


CLOSED  END  LEASE 


APPLE  LEASlING 

725  LAMAR  BLVD.  E.  • ARLINGTON,  TX  76011  • 461-3232  Metro 

Leamq  9ft  Oia  Buftuteftft.  Oia  OsCy  Buftiiteftft! 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


ADVANCES  IN 
MEDICAL  EDUCATION 

Recent  Advances  in  Education  Concepts 
for  Training  Medical  Students  and  Residents 

March  6~10,  1988 

Copper  Mountain  Resort,  Colorado 

Featuring 

DR.  MILTON  CORN  - Dean,  Geoi^etown  University  School  of 
Medicine,  Washington,  D.C. 

DR.  DAVE  IRBY  - Assistant  Dean  for  Planning,  University  of 
Washington,  Seattle,  Washington. 

DR.  COLEMAN  BENDER  - Professor,  Speech  & Communication 
University  of  Hawaii,  Honolulu,  Hawaii. 

Special  Emphasis  On: 

Evaluation  Systems,  Teaching  Methods,  Effective 
Communications  and  Teaching  in  Ambulatory  Settings. 


mGHLiGirrs  in 
WOMEN’S  HEALTH  CARE 

Cardiovascular  Fitness 
Breast  Disease 
Menopause 

March  16-19,  1988 

Embassy  Suites  Hotel 
Plaza  International 
Orlando,  Florida 

Guest  Faculty 

MORRIS  NOTELOVITZ,  M.D.  - Director,  Climacteric  Center, 
Gainesville,  Elorida. 

JAMES  H.  O’KEEFE,  JR.,  M.D.,  - Cardiologist,  Mid  America  Heart 
Institute,  St.  Luke’s  Hospital  of  Kansas  City,  Kansas  City, 
Missouri. 

Area  Attractions 

Baseball  Spring  Training  - (Six  Major  League  Teams). 

Walt  Disney  World/EPCOT  Center 


For  more  information  or  to  register,  contact:  Oflfice  of  Continuing  Medical  Education,  (817)  774-4073,  Scott 
and  White,  Temple,  Texas  76508. 


Timberlawn  Psychiatric  Hospital 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 


Established  in  1917 
Children  ’ Adolescents  • Adults 

• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  TrainingTrogram 

^ • Child  Residency  Training  Program 

•JCAH  improved 


Admissions:  RO.  Box  11288  Dallas,  Texas  75223;  214/381-7181;  1-800^26-4944 


9,  71,  83  Talk,  lajvs,  ethics,  teaching  materials:  all  ahout  AIDS 

J '■  ; 

48  Lung  cancer  trends  and  prospects  for  prevention 
' 58  Rural  hospitals  and  changing  times 


>77  How  good  are  your  collection  efforts?  ' ■ 
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Texas  health  expenditures 
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Our  tesun  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 
information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 
Shadows 
Glen 

A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessiier,  Houston,  Texas  77080  ( 713)  462-4000 


Dx:  recurrent 


for- 


HeRpecin-a: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  , . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write;  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


See  the  improvement  in  the  first  week' 


• Sleep  improvement  in  74%  of  patients 
after  first  h.s.dose^ 

• Significantly  faster  relief-62%  of 
total  four-week  improvement 
evident  in  first  week  versus  44% 
with  amitriptyline  alone' 

• Dramatic  first-week  reduction 
in  somatic  complaints^ 

% Reduction  in  Somatic  Symptoms^ 


I Vomiting  | Nausea  | Headoche  | Anorexia  | Constipation  | 


• Only  Vs  the  dropout  rate  due  to  side 
effects  of  amitriptyline  alone,  although 
the  incidence  of  side  effects  is  similar' 

Caution  patients  about  the  combined  effects  of  Limbitrol  with  aicohol  or 
other  CNS  depressants  and  about  activities  requiring  complete  mental 
alertness,  such  as  operating  machinery  or  driving  a car.  In  general,  limit 
dosage  to  the  lowest  effective  amount  in  elderly  patients. 


Copyright  ©1987  by  Roche  Products  Inc.  All  rights  reserved. 


Protect  your  decision. 
Write  ''Do  not  substitute!' 


In  moderate  depression 
and  anxiety 

Limbitrol’ 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrocnioride  salt) 

LimUtrol’DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Feighner  JR  elal  Psychophormacology  61  217-225,  Mar  22,  1979  2.  Data  on  file, 
Hotfmann-La  Roche  Inc  , Nutley,  NJ 


Limbitrol ' (g 

thinqullizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  Information,  o summary  of  which  follows: 
Indications:  Relief  ol  moderate  to  severe  depression  associated  with  moderate  to  severe  anxiety 
Controlndlcotions:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants  Do  not  use 
with  monoamine  oxidase  (MAO)  inhibitors  or  within  14  days  following  discontinuation  of  MAO  inhibitors 
since  hyperpyretic  crises,  severe  convulsions  and  deaths  have  occurred  with  concomitant  use,  then 
initiate  cautiously  gradually  increasing  dosage  until  optimal  response  is  achieved.  Contraindicated 
during  acute  recovery  phase  following  myocardial  infarction 

Warnings:  Use  with  great  cate  in  patients  with  history  ot  urinary  retention  or  angle-closure  glaucoma 
Severe  constipation  moy  occur  in  patients  taking  tricyclic  antidepressants  and  anticholinergic-type 
drugs  Closely  supervise  cardiovascular  patients.  (Arrhythmias,  sinus  tachycardia  and  prolongation  of 
conduction  time  reported  with  use  of  tricyclic  antidepressants,  especially  high  doses  Myocardial 
inforction  and  stroke  reported  with  use  of  this  class  of  drugs  ) Caution  patients  about  possible  combined 
effects  with  alcohol  and  other  CNS  depressants  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g . operating  machinery,  driving) 

Usage  in  Pregnancy:  Use  ot  minor  tranquilizers  during  the  tirst  trimester  should  olmost 
Otways  be  avoided  because  ot  increased  risk  ot  congenitol  malformations  os  suggested 
in  several  studies.  Consider  possibility  of  pregnancy  when  instituting  theropy;  advise 
patients  to  discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Since  physical  and  psychological  dependence  to  chlordiazepoxide  have  been  reported  rarely,  use 
caution  In  administering  Limbitrol  to  addiction-prone  individuals  or  those  who  might  increase  dosage, 
withdrawal  symptoms  following  discontinuation  of  either  component  alone  hove  been  reported 
(nausea,  headache  and  malaise  tor  amitriptyline,  symptoms  [including  convulsions]  similar  to  those 
of  barbiturate  withdrawal  tor  chlordiazepoxide). 

Precoutions:  Use  with  caution  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients  or  those 
on  thyroid  medication,  and  in  patients  with  impaired  renal  or  hepatic  tunclior  Because  of  the  possibility 
ot  suicide  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  in  these  patients  Periodic 
liver  function  tests  and  blood  counts  are  recommended  during  prolonged  treatment  Amitriptyline 
component  may  block  action  ot  guanethidine  or  similar  anlihypertensives  When  tricyclic  ontidepres- 
sonts  are  used  concomitantly  with  cimetidine  (Tagamet),  clinically  significant  effects  have  been  reported 
Involving  delayed  elimination  and  increasing  steady  state  concentrations  of  the  tricyclic  drugs 
Ck)ncomitanl  use  ot  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated,  sedative  efiecis 
may  be  additive  Discontinue  several  days  before  surgery  Limit  concomitant  administration  of  ECT  to 
essential  treatment  See  Warnings  for  precautions  about  pregnancy  Limbitrol  should  not  be  taken 
during  the  nursing  period  Not  recommended  in  children  under  1 2 In  the  elderly  and  debilitated,  limit  to 
smallest  effective  dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects 
Adverse  Reactions:  Most  frequently  reported  ore  those  ossocioted  with  either  component  alone: 
drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizziness  and  blooting  Less  frequently  occurring 


reactions  include  vivid  dredms,  impotence,  tremor,  contusion  and  nasdl  congestion  Many  depressive 
symptoms  including  anorexia,  fatigue,  weakness,  restlessness  and  lethargy  have  been  repotted  os 
side  effects  of  both  Limbitrol  and  omilripfyline  Granulocytopenia,  jaundice  and  hepatic  dysfunction 
have  been  observed  rarely 

The  following  list  includes  adverse  reactions  not  reported  with  Limbitrol  but  requiring  consideration 
because  they  have  been  reported  with  one  or  both  components  or  closely  related  drugs 
Cardiovascular  Hypotension,  hypertension,  tochycordio,  palpitations,  myocardial  infarction, 
arrhythmias,  heart  block,  stroke 

Psychiatric  Euphoria,  apprehension,  poor  concentration,  delusions,  hallucinations,  hypomonia  and 
increased  or  decreased  libido 

Neurologic  Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  ot  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEG  patterns 

Anticholinergic  Disturbance  ol  accommodofion,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary 
tract 

Allergic:  Skin  rash,  urticaria,  pholosensitization,  edema  of  face  and  tongue,  pruritus 
Hemalotogic  Bone  marrow  depression  including  agranulocytosis,  eosinophllio,  purpura,  thrombocy- 
topenia 

Gasiroinlestinal  Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculior  losle,  diorrhea, 
black  tongue 

Endocrine  Testicular  swelling  and  gynecomastia  in  the  mole,  breast  enlargement,  galactorrhea  and 
minor  menstrual  irregulorities  in  the  female,  elevation  and  lowering  of  blood  sugor  levels,  and  syndrome 
ot  inappropriate  ADH  (anlidiurellc  hormone)  secretion 

Other  Headache,  weight  gam  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice, 
alopecia,  parotid  swelling 

Overdosage:  Immediately  hospitalize  patient  suspected  ot  having  taken  on  overdose  Treatment  is 
symptomatic  orid  supportive  I V administration  ot  1 to  3 mg  physostigmine  salicylate  hos  been 
reported  to  reverse  the  symptoms  ol  amitriptyline  poisoning  See  complete  product  intormolion  for 
manifestation  and  treatment 

Dosage:  Individualize  according  to  symptom  severity  and  patient  response  Reduce  to  smallest  effective 
dosage  when  satisfactory  response  is  obtained  Larger  portion  of  doily  dose  may  be  token  at  bedtime 
Single  h s dose  may  suffice  tot  some  patients  Lower  dosages  ore  recommended  tor  the  elderly 
Limbitrol  DS  (double  strength)  Tablets,  inilial  dosage  of  three  or  tour  tablets  doily  in  dlyided  doses, 
increased  up  to  six  tablets  or  decreased  to  two  tablets  daily  os  required,  Limbitrol  Tablets,  initial  dosage 
ol  three  or  tour  tablets  dally  in  divided  doses,  tor  patients  who  do  not  tolerate  higher  doses 
How  Supplied:  Double  strength  (DS)  Tablets,  white,  tilm-cooled,  each  containing  10  mg  chlordiaze- 
poxide  and  25  mg  amitriptyline  (os  the  hydrochloride  salt),  and  Tablets,  blue,  lilm-cooted,  each 
containing  5 mg  chlordiazepoxide  and  1 2 5 mg  amitriptyline  (as  the  hydrochloride  salt)  Available  in 
bottles  of  100  and  500,  Tel  E-Dose"’  packages  of  100,  Prescription  Poks  ol  50 


ROCHE  PRODUCTS  INC 
Monali,  Puerto  Rico  00701 
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The  rewards  of  Limbitrol 


See  the  improvement 
in  the  first  week' 

In  depressed  and  anxious 
patients,  you  can  see  the  dif- 
ference sooner— 62%  of  total 
four-week  improvement  A 

achieved  in  the  first  week  with 
Limbitrol  versus  44%  with  ami-  f 
triptylineJ 


In  moderate 
depression 
and  anxiety 


Each  tablet  contains  5 mg  chlordiazei 
12.5  mg  amitriptyline  (as  the  hydroci 


tablet  contains  10  mg  chlordiazepoxide  and 
ig  amitriptyline  (as  the  hydrochloride  salt) 


Please  see  summary  of  product  information  on  adjacent  page 
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Editorials 


The  flip  side  of  health  care 
expenditures  in  Texas 

Authors  Begley  and  Mains  in  this  issue  of  Texas  Medicine  pro- 
vide a valuable  overview  for  Texas  policymakers  of  total  and 
per  capita  health  care  spending  in  a format  patterned  after 
the  National  Health  Expenditure  Accounts.  This  information 
should  be  updated  periodically  in  order  to  better  assess  the 
impact  of  national  trends,  inflation,  new  medical  technologies, 
or  a new  disease  such  as  AIDS  on  the  costs  of  health  care  in 
Texas.  However,  this  study  which  looks  primarily  at  the  utiliza- 
tion side  of  the  equation  fails  to  reveal  significant  parts  of  the 
total  picture. 

Access  barriers  to  the  receipt  of  health  care  do  exist,  and 
they  are  severe  enough  to  cause  gross  underutilization  among 
poor  and  working  poor  Texans;  underutilization  also  results 
from  the  lack  of  available  health  manpower  and/or  facility  re- 
sources in  many  rural  communities  and  inner-city  poverty 
populations.  The  hospital  emergency  room,  if  available,  often 
serves  as  the  primary  physician  for  these  populations.  Twenty- 
seven  small  rural  and  inner-city  hospitals  closed  in  Texas  over 
the  last  12  months  bringing  to  63  the  number  of  closures  since 
the  onset  of  the  prospective  payment  system  for  Medicare  ( 1 ). 
More  will  certainly  follow.  Some  of  these  institutions  will  not 
be  missed,  yet  others  represent  a serious  loss  for  their  individ- 
ual communities.  Other  hospitals,  some  public  in  ownership, 
have  changed  their  behavior  significantly  in  regard  to  provid- 
ing indigent  care,  reducing  access  in  general  or  in  certain  high- 
risk  service  areas  such  as  obstetrics  and  trauma  care. 

Utilization  statistics  alone  also  fail  to  say  much  about 
whether  the  delivery  of  health  care  to  patients  without  finan- 
cial or  geographic  barriers  is  efficient,  cost  effective,  of  high 
quality,  or  even  necessary. 

The  fact  that  Texas  health  care  expenditures  represent  only 
93%  of  the  national  average  is  less  than  reassuring.  The  poten- 
tial still  exists  for  serious  overutilization  and  inefficiency.  The 
percentage  of  the  Texas  population  over  65  years  old  is  2.6% 
lower  than  the  national  average.  This  population  consumes 
considerably  more  on  a per  capita  basis.  A smaller  numerator 
makes  the  total  Texas  utilization  statistics  look  better  than  they 
would  be  on  an  age-adjusted  utilization  basis. 

The  currently  lower  percentage  of  elderly  persons  still  rep- 
resents a population  that  is  growing  in  absolute  terms,  and  a 
crisis  of  sorts  is  developing  in  regard  to  the  financing  of  and 
access  to  long-term  care  in  Texas.  The  stringent  Medicaid  eligi- 
bility and  nursing  home  admission  requirements  adopted  in 
the  mid-70s  account  in  large  part  for  a per  capita  cost  for  long- 
term care  in  Texas  that  is  only  61%  of  the  national  average. 

The  access  barriers  from  the  hospital  to  the  nursing  home  for 
Medicaid  patients  is  particularly  acute  for  skilled  level  4 beds 
in  urban  areas.  Roughly  half  of  these  beds  have  been  closed 
over  the  last  four  years  in  Dallas,  while  other  more  profitable 
types  of  nursing  home  beds  have  expanded  in  number.  Low  re- 
imbursement and  stricter  regulatory  penalties  are  commonly 
cited  reasons  for  the  reduction  of  skilled  level  4 beds  by  the 


nursing  home  industry.  Significantly  increased  costs  occur  for 
hospitals  when  they  have  difficulty  arranging  for  a proper  dis- 
position for  elderly  patients  needing  skilled  care.  ITiese  costs 
are  not  reimbursed  by  Medicare. 

Despite  barriers  to  access,  Medicaid  pays  nearly  70%  of  all 
nursing  home  days  in  Texas,  and  roughly  50%  of  the  state’s 
Medicaid  dollars  go  to  nursing  home  care.  Clearly,  new  state 
dollars  need  to  be  allocated  to  long-term  care,  but  these  dol- 
lars should  not  only  improve  access,  they  should  also  be  used 
to  enhance  the  quality  of  long-term  care.  Recent  state  regula- 
tions promulgated  by  the  Texas  Department  of  Health  estab- 
lished minimum  standards  for  nursing  homes  which  increased 
nighttime  nurse  staffing  and  pharmacy  consultation  hours. 

They  also  standardized  facility  code  requirements.  However,  in 
the  state  budget  crunch  these  reforms  have  been  placed  on 
hold  by  an  “appropriations  rider”  until  appropriations  are  iden- 
tified to  cover  any  new  costs  to  the  industry  or  to  the  state  re- 
imbursement system  that  might  result  as  a consequence.  The 
minimum  standards  are  necessary  to  protect  patients’  well 
being  and  should  be  implemented  with  proper  funding  as  soon 
as  possible. 

The  rest  of  the  Medicaid  program  in  Texas  covers  only  the 
poorest  of  the  poor  and  then  only  on  a categorical  basis.  As  a 
percentage  of  the  population  under  poverty  level  covered  by 
Medicaid,  Texas  continues  to  rank  48th  lowest,  covering  fewer 
than  30%  of  those  that  would  be  eligible  in  the  more  liberal 
Medicaid  states.  The  indigent  and  working  poor  are  left  to  de- 
pend on  locally  supported  large  public  teaching  hospitals  in 
urban  areas,  one  of  a few  state-supported  teaching  hospitals,  or 
the  benevolence  of  nonprofit  and  public  hospitals  in  counties 
or  cities  that  usually  do  not  provide  sufficient  tax  support  to 
fund  indigent  care.  Local  property  taxes  to  support  public  hos- 
pitals are  not  likely  to  increase  sufficiently  to  meet  the  needs 
of  an  increasing  number  of  indigent  or  working  poor  patients. 
Cities  that  depend  on  sales  tax  revenues  are  also  feeling  the 
pressure  to  cut,  not  expand,  health  and  human  services.  Pa- 
tients displaced  from  the  mainstream  of  health  care  delivery  by 
the  downturn  in  the  state’s  economy  cannot  be  absorbed  into 
an  already  overcrowded  public  hospital  sector.  The  private 
hospitals  cannot  be  expected  to  write  blank  checks  for  the 
cross-subsidization  of  indigent  patients.  Neither  public  nor  pri- 
vate hospitals  can  survive  in  an  increasingly  competitive 
marketplace  and  be  expected  to  collect  “hidden  taxes”  from 
other  sick  patients  to  underwrite  a responsibility  that  should 
be  funded  by  society  in  an  explicit  manner  using  a broader  tax 
base  ( 2 ). 

There  are  nearly  three  million  indigent  people  in  Texas,  half 
of  them  children.  Seventeen  percent  of  the  Texas  population 
does  not  have  health  insurance  and  many  more  are  underin- 
sured. A fair  distribution  of  health  resources  to  these  individu- 
als is  impossible  in  an  implicit  system  that  continues  to  tout 
competition  and  cost  containment  on  one  hand  and  yet  still 
expects  providers  to  willingly  render  human  and  community 
services  without  fair  reimbursement. 

Problems  such  as  “dumping,”  the  transfer  of  patients  for  fi- 
nancial instead  of  medical  reasons,  have  been  reduced  by  the 
implementation  of  anti  dumping  legislation  in  Texas  and  by  the 
1986  federal  COBRA  legislation.  Now  we  hear  reports  of  “re- 
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verse  dumping,”  the  denial  of  medically  appropriate  transfers 
by  tertiary  care  institutions  from  hospitals  and  physicians  who 
do  not  have  the  capability  of  rendering  the  needed  level  of 
care.  Such  reports  indicate  that  serious  problems  still  exist, 
representing  symptoms  of  the  failure  of  federal  and  state  gov- 
ernments to  address  the  broader  issue  of  uncompensated  care. 

The  straw  that  may  break  the  camel’s  back  for  hospitals  al- 
ready carrying  a disproportionate  level  of  uncompensated  care 
may  be  the  AIDS  crisis.  A study  by  the  National  Association  of 
Public  Hospitals  and  the  Association  of  American  Medical 
Colleges’  Council  of  Teaching  Hospitals  (3)  reviewed  the  costs 
for  5,393  patients  with  AIDS  from  169  hospitals.  The  results 
showed  significant  regional  and  ownership  differences  in 
source  of  payment  for  patients  with  AIDS  and  marked  regional 
differences  in  revenues  received  from  AIDS  treatment.  Hospi- 
tals from  the  southern  census  region,  which  included  Texas, 
received  barely  50%  of  the  hospital  revenues  of  other  regions 
of  the  United  States.  This  study  reviewed  costs  prior  to  the 
FDA  approval  of  azidothymidine  (AZT ).  The  initial  release  cost 
of  AZT  approximated  S8,500  per  recipient  per  year,  but  re- 
cently the  manufacturer  has  announced  a much  needed  20% 
wholesale  price  reduction. 

Institutions  in  the  southern  region,  made  up  typically  of  ex- 
tremely conservative  Medicaid  states,  lost  over  89,000  per  pa- 
tient year — or  twice  the  average  for  the  nation — on  patients 
with  AIDS.  Texas  was  one  of  the  worst  of  the  worst  in  this 
analysis.  When  you  consider  that  this  state  covers  so  few  AIDS 
patients  with  Medicaid,  was  one  of  only  four  states  to  not 
cover  the  cost  of  AZT  until  December  of  1987,  and  only  this 
year  spent  any  state  dollars  to  finance  education  and  disease 
prevention,  the  failure  to  address  this  crisis  seems  nearly  com- 
plete. Texas  just  passed  Florida  as  the  state  with  the  third 
largest  population  of  AIDS  patients.  Physicians  and  hospitals  in 
Texas  are  facing  an  AIDS  epidemic  and  a crisis  of  legislative 
leadership  in  regard  to  appropriations  directed  at  the  preven- 
tion and  treatment  costs  of  this  catastrophic  illness.  If  more 
state  funding  is  eventually  directed  at  the  AIDS  epidemic,  it 
should  not  be  at  the  expense  of  already  underfunded  public 
health  and  indigent  care  programs. 

Even  more  alarming,  Texas  only  spends  56%  of  the  per  cap- 
ita national  average  on  public  health  expenditures.  The  1 986 
state  health  plan,  the  best  in  two  decades,  highlighted  the  need 
for  further  investments  in  public  health  and  preventive  medi- 
cine, as  did  the  Indigent  Care  Task  Force  Report  in  1985.  De- 
spite this,  the  public  health  sector  has  experienced  a negative 
growth  rate  over  the  last  decade  when  compared  to  popula- 
tion growth.  Public  health  expenditures  were  seriously  cut  in 
both  of  the  last  two  sessions  (4).  It  seems  that  public  health  is 
one  of  the  easiest  budget  targets  because  it  doesn’t  have  a well 
defined  or  organized  constituency.  It  is  hard  to  imagine  that 
such  a course  of  action  could  be  considered  prudent  from  a 
fiscal  point  of  view  when  study  shows  a multiple  yield  for  the 
dollars  invested  in  prenatal  care,  WIC  ( Women,  Infants  and 
Children  nutrition  program),  vaccinations,  etc.  It  certainly 
begs  the  moral  questions  involved,  and  probably  should  raise 
the  eyebrows  of  civil  rights  activists  since  minorities  are  overly 
represented  among  the  indigent  and  working  poor  who  expe- 


rience access  barriers  to  medical  care  and  to  public  health  ser- 
vices alike. 

Texas  has  one  of  the  highest  rates  of  industrial  and  occupa- 
tional death  rates  in  the  United  States  and  yet  spends  virtually 
no  state  dollars  to  combat  this  problem.  Recently,  the  Texas 
Department  of  Health  Cancer  Registry  program  was  “red- 
lined”  by  the  Governor  as  a further  budget  reduction.  (The 
registry  has  been  a useful  scientific  instrument  since  1947  in 
Texas. ) Perhaps  Texas  oncologists  are  supposed  to  use  clair- 
voyance instead  of  epidemiology  to  determine  how  best  to 
treat  cancer  or  find  links  between  industrial  hazards  and  the 
etiology  of  certain  malignancies. 

Since  1985,  several  pieces  of  legislation  have  dealt  more  ex- 
plicitly with  these  issues.  Programs  passed  in  the  69th  legis- 
lative session,  but  ill-funded,  are  nevertheless  achieving  a great 
deal.  This  is  particularly  true  for  the  Maternal  and  Infant  Health 
Improvement  Act  (MIHIA),  the  Primary  Care  Act,  and  the 
modest  expansion  of  Medicaid  ( 1984)  which  was  directed  at 
coverage  for  many  poor  women  during,  not  after,  their  first 
pregnancy.  These  programs  were  not  cut  in  the  last  session. 
Further  expansion  of  Medicaid  may  be  possible  if  the  federal 
government  will  accept  the  MIHLA  funds  as  state  matching  dol- 
lars. Texas  deserves  to  receive  these  matching  dollars  from 
Washington  since  it  sends  81.59  north  for  every  dollar  it  re- 
ceives (5).  New  York  sends  only  75  cents  to  get  a dollar  back. 
This  money  is  clearly  needed;  Texas  has  8%  of  the  nation’s 
births  and  one  third  of  the  nation’s  out-of-hospital  births.  Texas 
is  second  in  the  nation  in  the  percentage  of  teenage  pregnan- 
cies, and  far  too  many  pregnant  women  do  not  receive  ade- 
quate prenatal  care  early  in  the  pregnancy,  if  at  all  (6).  This 
social  embarrassment  is  a lost  opportunity  to  contain  higher 
costs  of  obstetrical  complications  and  to  reduce  the  number  of 
low  birth  weight  deliveries  (7).  According  to  the  National 
Academy  of  Sciences,  15%  of  low  birth  weight  deliveries  can 
be  prevented  ( 7 ).  These  infants  have  a 40-fold  increased 
chance  for  death  in  the  first  year  of  life  as  well  as  chronic  dis- 
abilities if  they  survive.  Consider  the  value  of  capturing  the 
higher  productivity  and  economic  contributions  of  a healthier 
next  generation. 

Two  years  ago,  Begley,  Kelly,  and  Mains  (8)  suggested  that 
Texas  would  catch  up  with  the  rest  of  the  nation  in  public  and 
private  health  care  expenditures.  Furthermore,  they  suggested 
that  the  burden  of  increased  health  care  spending  could 
threaten  the  state’s  economic  recovery.  The  first  of  their  con- 
cerns did  not  happen,  and  Texas  continues  in  the  throes  of  se- 
vere unemployment,  bank  closures,  decreasing  property  values 
and  oil  prices,  and  increasing  foreclosures  and  bankruptcies.  In 
this  environment  it  is  difficult  for  the  “tax  paying”  public  to 
expand  health  and  human  service  funding  despite  the  fact  that 
this  is  the  time  when  the  needs  are  greatest.  In  hard  times,  we 
are  often  told  we  must  “tighten  our  belts,”  particularly  in  the 
public  sector.  Interestingly,  those  asked  to  sacrifice  most  in 
hard  times  are  the  same  people  who  benefited  the  least  from 
past  state  surpluses  and  a good  economy. 

The  key  to  the  future  of  Texas  is  its  people,  not  its  oil.  We 
have  to  compete  with  the  world,  not  just  our  neighboring 
states.  The  real  challenge  now  is  to  see  whether  the  people  of 
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Texas  really  have  what  it  takes  to  restructure  the  state’s  econ- 
i omy  for  the  next  century.  This  challenge  requires  an  educated 
and  healthy  work  force,  strategic  and  frugal  use  of  scarce  re- 
sources, all  the  innovation  we  can  muster,  and  even  some 
Texas  luck.  Cattle,  cotton,  and  oil  have  each  been  the  main- 
stays of  various  economic  eras  in  Texas.  A bounty  of  natural  re- 
sources covered  our  brags  and  boasting  in  the  past.  The  fourth 
economic  era  for  Texas  must  promote  the  potential  within  our 
citizenry  and  will  not  be  successful  if  by  default  it  creates  a 
perpetual  underclass.  Texas,  like  California,  will  be  a “minority 
state”  early  in  the  next  century.  Quality  education  for  all  Texas 
children  and  adequate  health  and  human  services,  whether 
public  or  private,  are  as  necessary  to  the  new  infrastructure  of 
the  hoped-for  diversified  economy  as  is  the  proper  reinvest- 
ment in  water,  utilities,  transportation  systems,  and  high  tech- 
nology. Utilization  and  consumption  are  only  one  side  of  the 
health  care  expenditure  story.  Outcome  as  determined  by 
measurable  improvements  in  mortality,  morbidity,  and  human 
productivity  must  accompany  future  analysis. 

RON  J.  ANDERSON,  MD 

President  and  Chief  Executive  Officer,  Parkland  Memorial  Hospital,  5201  Harry 
Hines  Blvd,  Dallas,  TX  75235,  and  member,  Texas  Board  of  Health. 
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For  additional  resources  on  this  topic,  see  the  MORE  ON  THE  SUB- 
JECTS department  in  this  issue. 


When  they  ask  you  to  talk  about 
AIDS,  what  do  you  say? 

“Will  you  be  our  speaker?” 

“Sure.  What  do  you  want  me  to  talk  about?” 

“AIDS.” 

More  and  more  often,  physicians  are  asked  to  talk  about 
AIDS,  both  to  lay  groups  and  to  health  care  professionals.  The 
Texas  Medical  Association  has  placed  great  emphasis  on  the 
need  to  educate  people  about  AIDS,  and  excellent  materials 
are  available  to  help  physicians  who  are  speaking  on  the  sub- 
ject. Three  sections  of  this  journal  are  of  special  interest  to 
physicians  who  talk  about  AIDS,  or  will  soon  be  asked  to  “give 
a little  talk”  about  it  at  the  school,  the  church,  the  hospital,  or 
wherever. 

First,  on  page  1 5,  an  article  announces  the  new  toll-free 
AIDS  resource  line  provided  by  the  Texas  Department  of 
Health  for  health  professionals.  And  another  article  on  the 
same  page  reports  on  a poll  showing  that  the  public  thinks 
physicians  and  other  medical  personnel  should  be  screened  for 
AIDS  and  that  positive  test  results  should  be  made  public. 

Second,  on  page  71,  the  Medicine  and  the  Law  column  re- 
views the  law  on  AIDS  and  HIV  testing  requirements,  reporting 
requirements,  and  confidentiality  and  disclosure.  It  also  gives 
the  complete  text  of  the  TMA  Board  of  Councilors’  opinion  on 
AIDS.  To  speak  comfortably  and  knowledgeably  about  these 
legal  and  ethical  issues,  physicians  need  to  be  thoroughly  fa- 
miliar with  the  laws  and  with  TMA  policy  on  the  subject. 

Third,  on  page  83,  there  is  a list  of  audiovisual  material  on 
AIDS  available  through  the  TMA  Memorial  Library,  with  some 
guidance  about  suitability  for  various  audiences.  In  addition, 
there  are  tips  on  how  to  make  the  best  use  of  audiovisual  ma- 
terials, as  well  as  instructions  for  obtaining  printed  materials 
that  help  get  the  message  across. 

And  in  next  month’s  Texas  Medicine,  there  will  be  a list  of 
phone  numbers  of  state  and  national  organizations  that  provide 
AIDS  information. 

The  TMA  also  is  approaching  AIDS  in  another  way.  As  dead- 
lines for  this  issue  approached,  TMA  President  David  Vander- 
pool,  MD,  was  in  the  process  of  appointing  an  ad  hoc  inter- 
council committee  to  study  the  ethical,  medical,  and  economic  ^ 

impact  of  AIDS.  As  news  of  this  group’s  activities  and  findings  

become  available,  Texas  Medicine  will  keep  you  informed. 

AIDS  may  be  a difficult  topic,  but  it  can  be  approached  in 
many  different  ways.  There  are  numerous  sources  of  educa- 
tional materials,  and  the  key  to  effectiveness  is  to  choose  those 
that  work  well  with  your  intended  message  and  are  appropri- 
ate to  the  age  and  values  of  your  audience. 

Physicians  are  in  a key  position  to  provide  accurate  facts 
about  AIDS  for  a wide  variety  of  audiences.  The  material  in  this 
issue  makes  it  easy  to  say  “Can  do”  to  the  friend  who  taps  you 
on  the  shoulder  and  asks,  “Will  you  be  our  speaker?” 
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Thanks  to  our  consultants 
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Every  few  months  the  editorial  board  takes  a few  lines  in  Texas 
Medicine  to  thank  the  consultants  who  review  scientific  manu- 
scripts submitted  for  publication  in  the  journal.  Our  expres- 
sion here  seems  paltry  gratitude  for  those  who  answer  the 
most  important  questions  that  can  be  asked  about  a scientific 
manuscript:  Is  it  scientifically  valid?  Should  it  be  published? 
What  is  it  lacking?  How  can  it  be  improved?  Even  when  these 
questions  have  been  answered,  a consultant’s  work  on  a manu- 
script may  not  be  complete.  If  the  manuscript  is  not  rejected, 
he  or  she  may  again  be  asked  to  review  it  after  it  has  under- 
gone the  author’s  revision.  Once  the  job  is  done  . . . another 
may  be  in  the  mail. 

The  editorial  board  and  editors  of  Texas  Medicine  are  in- 
deed grateful  to  these  consultants,  listed  below,  who  have 
been  entrusted  by  their  colleagues  to  judge  the  quality  of 
manuscripts  submitted  to  Texas  Medicine. 

1987  primary'  consultants  for  Texas  Medicine 


Helene  A Alt,  JD,  Austin 
Frederick  C.  Ames,  MD,  Houston 
J Bradley  Aust,  MD,  San  Antonio 
Byron  , I Bailey,  MD,  (lalveston 
Carol  J Baker,  MD,  Houston 
Gerald  P Bodey,  MD,  Houston 
Charles  L.  Bowden,  MD,  San  Antonio 
Howard  A Britton,  MD,  San  Antonio 
George  "Paul"  Burns,  MD,  Austin 
Harris  Busch,  MD,  PhD,  Houston 
Milton  A.  Cardwell,  , |r,  MD,  Irving 
Ronald  A.  Carson,  PhD,  Galveston 
Thomas  Cate,  MD,  Houston 
Terry  M.  Collier,  MD,  Austin 
Vincent  P Collins,  MD,  Houston 
Burton  Combes,  MD,  Dallas 
Vincent  R Conti,  MD,  Galveston 
Kim  S Culp,  MD,  Temple 
Walter  P.  Dyck,  MD,  Temple 
Sharon  Eisenmenger,  MS,  Austin 
Richard  W Ernst,  MD,  Fort  Worth 
Alan  R.  Felthous,  MD,  Galveston 
Iordan  W Finkelstein,  MD,  Galveston 
Seymour  Fisher,  PhD,  Galveston 
C ,1  Francisco.  ID,  Austin 
Robert  C.  Franks,  MD,  San  Antonio 
EmilJ  Freireich,  MD,  Houston 
C.  E.  Gibbs,  MD,  San  Antonio 
Martin  B Giffen,  MD,  San  Antonio 
Randall  M.  Goldblum,  MD,  Galveston 
Joseph  W.  Goldzieher,  MD,  San  Antonio 
Louis  J.  Goodman,  PhD,  Austin 
Eugene  Gowan,  111,  MD,  Temple 
James  Graham.  MD,  Austin 
Harold  High,  MD,  Cuero 
L Leighton  Hill,  MD,  Houston 
Byron  L Howard,  MD,  Dallas 
Paxton  H.  Howard,  Jr,  MD,  Temple 
Robert  W Huff,  MD,  San  Antonio 
Douglas  E.  Johnson,  MD,  Houston 
Jerr>’  D Julian,  MD,  Austin 
John  R.  Kelsey,  Jr,  MD,  Houston 


John  Kinross-Wright,  MD,  Bryan 
Saul  Kit,  PhD,  Houston 
Robert  A Laibovitz,  MD,  Austin 
Virgil  B Lawlis,  MD,  Austin 
John  C.  Leadbeater,  MD,  Temple 
Harrs'  Leaffer,  MD,  Fort  Worth 
Earl  B Matthew,  MD,  Austin 
William  G McGee,  MD,  El  Paso 
Francis  E.  McIntyre,  MD,  Austin 
Robert  Newman,  PhD,  Houston 
Laurance  Nickey,  MD,  El  Paso 
Joseph  T Painter,  MD,  Houston 
Jack  Peacock,  MD,  El  Paso 
Orene  W Peddicord,  MD,  Lubbock 
Charles  F Pelphrey,  MD,  Austin 
Margie  B Peschel,  MD,  Fort  Worth 
Robert  F Peterson,  MD,  Temple 
Albert  G Randall,  MD,  Austin 
Roger  Rosenberg,  MD.  Dallas 
Kim  Ross,  Austin 
William  F Ross,  MD,  Dallas 
Naguib  A Samaan,  MD,  Houston 
John  F Sandbach,  MD,  Austin 
John  R Seals,  MD,  San  Antonio 
John  H Selby,  MD,  Lubbock 
Donald  W Seldin,  MD,  Dallas 
Herbert  Seybold,  MD,  Galveston 
George  1.  Sharpe,  MD,  Austin 
Mars'in  G Shepard,  MD,  Dallas 
Edward  B Singleton,  MD,  Houston 
Alice  L.  Smith,  MD,  Dallas 
Betty  P Stephenson,  MD,  Sugar  Land 
Arthur  A Trowbridge,  MD,  Temple 
Albert  E.  Vickers,  MD,  Austin 
Drue  O.  D Ware,  MD,  Fort  Worth 
Elgin  W Ware,  Jr,  MD,  Dallas 
Linlcy  E.  Watson,  MD,  Temple 
Richard  L.  Weddige,  MD,  Lubbock 
Elliot  Weser,  MD,  San  Antonio 
J.  Taylor  Wbarton,  MD,  Houston 
Donald  P "Rock)  ''  Wilcox,  JD,  Austin 
Bruno  ATtarra,  MD,  Austin 


“The  Cambridge  experience  was  like 
Camelot.”  — a former  participant 

Experience  Cambridge  for 
yourself  this  summer. 

July  3-30,  1988 

Whether  you  are  18  or  80,  spend  two, 
three,  or  four  weeks  livingand  study- 
ing at  Clare  College,  one  of  the  most 
beautiful  of  the  Cambndge  colleges. 

What  to  study?  Explore  the  choices 
Shakespeare  made  in  writing  comedy  and  tragedy  or 
the  decisions  Churchill  made  in  saving  Britain  in 
World  War  II.  Learn  how  anthropologists  unlock  the 
secrets  of  past  civilizations  or  how  British  intelligence 
agents  ply  their  craft  in  the  20th  century.  Study  the 
heavy  splendor  of  English  country  houses  or  the 
artful  simplicity  of  English  gardens. 

Regardless  of  what  you  study,  you  will  go  on 
held  trips  to  museums  or  histoncal  sites  that  will 
make  your  topic  come  alive  and  your  experience 
unforgettable. 

Two  New  Study  Opportunities: 

“Birds  of  Britain,”  May  8-23,  1988 — Observe 
birds  in  their  English  and  Scottish  habitats. 

“Scotland:  Hentage  and  Culture, ’’July  30- 
August  7,  1988 — Experience  the  capital  city 
of  Edinburgh  while  you  study  the  kingdom  of 
the  Scots. 


For  more  informatum,  write  the  UT/Camhridge  Program, 
PO.  Box  7879,  The  Univeisity  of  Texas  at  Austin,  Austin, 
Texas,  78713-7879,  or  call  (512)  471-312T. 


Texas  Medicit 


niA  IN  ACTION 


AMA  delegates  agree 
with  Texas  resolutions 

The  Texas  delegation  to  the  American 
Medical  Association  had  a successful  trip 
to  Atlanta  as  the  national  association’s 
House  of  Delegates  adopted  the  prin- 
ciples contained  in  the  state’s  five  resolu- 
tions. Texas  resolutions  addressed  issues 
related  to  physicians’  rights  to  due  pro- 
cess in  peer  review  activities,  small  and 
rural  hospitals,  the  physician’s  role  in  in- 
creasing Medicare  premiums,  quality 
assurance,  and  a scientific  report  on 
thermography. 

Meeting  Dec  6-9,  1987,  the  AMA 
agreed  to  seek  legislative  and  regulatory 
changes  in  the  Medicare  and  Medicaid 
Patient  and  Program  Protection  Act  of 
1987.  The  proposed  changes  would  as- 
sure due  process  protections  in  PRO  re- 
views and  guarantee  that  before  any 
physician  is  sanctioned  under  the  act,  he 
or  she  would  have  the  right  to: 

1 . A written  statement  of  charges. 

2.  Adequate  notice  of  the  right  to  a 
hearing,  his  or  her  rights  in  the  hearing, 
and  a reasonable  opportunity  to  prepare 
for  the  hearing. 

3.  Information  regarding  the  evi- 
dence and  witnesses  against  him  or  her 
sufficiently  in  advance  of  the  hearing  to 
enable  preparation  of  a defense. 

4.  A fair,  objective,  and  independent 
hearing,  with  the  right  to  ask  questions  of 
the  panel  members  and  of  any  hearing 
officer,  and  the  right  to  challenge  the  im- 
partiality of  any  member  or  hearing 
officer. 

5.  Be  represented  by  an  attorney  or 
other  person  of  the  physician’s  choice. 

6.  Be  present  at  the  hearing  and  hear 
all  of  the  evidence  against  him  or  her. 

7.  Present  a defense  to  the  charges, 
including,  but  not  limited  to,  the  right 
to  call,  examine,  and  cross-examine 
witnesses. 

8.  A presumption  of  innocence  and 
assurance  that  the  hearing  body  shall  not 
render  a decision  against  the  physician 
unless  the  evidence  produced  at  the 
hearing  clearly  supports  that  adverse 
determination. 

9.  A hearing  within  reasonable  prox- 


imity of  the  physician’s  practice. 

10.  A hearing  that  protects  the  interest 
of  the  physician,  his  or  her  patients,  and 
AMA  policy. 

Responding  to  another  resolution,  the 
AMA  adopted  Texas’  plea  that  the  asso- 
ciation urge  Congress  and  the  US  Depart- 
ment of  Health  and  Human  Services  to 
make  available  emergency  funds  for  small 
and  rural  hospitals  that  are  in  dire  eco- 
nomic difficulties  from  inadequate  Medi- 
care and  Medicaid  reimbursement.  ITie 
recommendation  called  for  emergency 
assistance  until  long-term  solutions  are 
identified  and  implemented. 

The  AMA  also  resolved  to  continue 
communications  with  the  Department 
of  Health  and  Human  Services  and  the 
Health  Care  Financing  Administration 
regarding  dissatisfaction  with  recent 
abusive  press  releases  that  single  out 
physicians  as  the  cause  for  Medicare  cost 
overruns.  The  AMA  will  continue  efforts 
to  obtain  information  regarding  amounts 
paid  to  Part  B providers  ( including  non- 
physicians ) and  the  shift  of  services  from 
inpatient  to  outpatient  settings,  which 
the  AMA  attributes  to  the  Medicare  pro- 
spective pricing  system.  Texas  delegates 
asked  that  once  the  true  basis  for  the 
Medicare  Part  B premium  increase  is  de- 
termined, the  AMA  inform  the  public, 
federal  agencies,  and  Congress  of  the  ulti- 
mate disposition  of  Part  B premiums. 

Another  Texas  resolution  called  for  the 
AMA  to  work  closely  with  state  and 
county  medical  societies  in  monitoring 
and  evaluating  quality  medical  care  as- 
surance initiatives  and  support  local  peer 
review.  Concurrently,  the  house  adopted 
an  AMA  Board  of  Trustees  report  on 
existing  quality  measurement  methods 
and  evaluation  systems.  The  board  will 
present  a progress  report  next  June. 

The  AMA  also  agreed  to  clearly  indi- 
cate that  an  informational  report  from 
the  Council  on  Scientific  Affairs  on  ther- 
mography does  not  represent  AMA  pol- 
icy. As  further  requested  by  the  Texas 
delegation,  the  council  will  reconsider 
the  report. 

In  other  actions,  the  AMA  House  of 
Delegates  decided  to  encourage  in- 
creased AIDS  education,  as  requested  by 
the  Council  on  Scientific  Affairs.  Accord- 
ing to  American  Medical  News,  “The 
report  points  out  that  until  effective 
medical  treatment  and  vaccines  are  de- 


veloped, the  only  available  measure  for 
reducing  the  spread  of  the  AIDS  virus  is 
behavior  modification  achieved  through 
education  of  the  public.” 

The  association  also  adopted  a Board 
of  Trustees  report  stating  that  mandatory 
HfV  antibody  testing  of  either  patient  or 
health  care  worker  is  not  justified. 

The  delegates  addressed  resident  phy- 
sicians’ work  hours,  recognizing  that 
schedules  can  cause  problems  from  over- 
work. American  Medical  News  reports 
that  the  association’s  policy  states,  "... 
overnight  duty  in  the  hospital  should  on 
average  be  no  more  frequent  than  every 
third  night,  and  there  should  be  one  24- 
hour  period  off  duty  every  seven  days  .... 

“The  AMA  also  asked  residency  pro- 
grams to  limit  residents’  performance  of 
ancillary  hospital  services — such  as  trans- 
port of  patients  and  lab  work,  blood 
drawing,  and  fV  services.  Residents  say 
this  noneducational  ‘scut  work’  is  a major 
cause  of  overwork.” 


Texas  Medical  Association  exceeded  its 
1 987  goal  for  membership  growth  with  a 
record  28,21 1 members  as  of  Dec  18, 

1987,  an  increase  of  5%  over  the  figure 
for  December  1986.  During  the  same 
time,  the  number  of  TMA  members  who 
also  are  American  Medical  Association 
members  grew  from  18,555  to  18,848, 
an  increase  of  293,  or  2% . 

TMA’s  members  include  24,155  physi- 
cians, 81%  of  the  licensed  MDs  in  the 
state.  The  remainder  of  the  membership 
comprises  4,056  medical  students,  92% 
of  the  state’s  total. 

The  association’s  Committee  on  Mem-  1 1 

bership  attributes  the  membership  

growth  to  an  ongoing  recruitment  pro- 
gram, including  direct  mail  efforts  and  an 
association-wide  peer-to-peer  recruit- 
ment program.  Among  the  targeted 
audiences  for  the  efforts  are  women  phy- 
sicians and  young  physicians.  Retention 
efforts  also  are  a high  priority. 

During  1 988,  the  committee  will  con- 
tinue to  solicit  young  and  women  physi- 
cian members,  with  a goal  of  increasing 
their  representation  by  6%  each.  Other 
goals  for  the  year  include  increasing  resi- 
dent membership  by  4%  and  increasing 


Membership  increases  by  5%, 
total  reaches  record  28,211 
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recruitment  of  those  physicians  who  are 
members  of  specialty  societies  but  not 
TMA.  Ultimately,  the  committee  hopes  to 
increase  overall  TMA  membership  by  4% 
during  1988. 

Dr  Jenkins  to  receive  award 
for  distinguished  service 

M.T.  “Pepper”  Jenkins,  MD,  Dallas,  will 
receive  the  American  Medical  Associa- 
tion’s Distinguished  Service  Award  dur- 
ing ceremonies  at  the  opening  session  of 
the  AMA  House  of  Delegates,  Sunday, 
June  6,  1988,  in  Chicago.  The  AMA  Board 
of  Trustees  approved  Dr  Jenkins’  nomina- 
tion during  the  interim  session  of  the 
house,  Dec  6-9,  1987,  in  Atlanta. 

The  AMA  Council  on  Medical  Educa- 
tion nominated  Dr  Jenkins  for  the  award, 
noting  his  invaluable  contributions  to  the 
profession  while  serving  as  a member  of 
the  council  ( 1976-1985 ) and  as  its 
chairman  (1980-1982).  He  also  has 
served  as  a member  of  the  Coordinating 
Council  on  Medical  Education,  Liaison 
Committee  for  Graduate  Medical  Educa- 
tion, Liaison  Committee  for  Specialty 
Boards,  and  the  National  Resident  Match- 
ing Program.  The  nomination  concludes. 


M.T.  "Pepper" Jenkins.  MD,  Dallas,  will  receive  the 
AMA's  Distinguished  Sennee  Award  in  June 


“The  Council  on  Medical  Education  rec- 
ommends Dr  M.T.  ‘Pepper’  Jenkins  for 
the  AMA  Distinguished  Service  Award  for 
his  efforts  and  accomplishments,  and 
with  it  all  an  overwhelming  sense  of 
humor.” 

Dr  Jenkins  joined  the  faculty  of  The 
University  of  Texas  Southwestern  Medi- 
cal School,  Dallas,  after  completing  his 
residency  training  at  Massachusetts  Gen- 
eral Hospital,  Boston,  in  1948.  He  estab- 
lished the  Department  of  Anesthesiology 
at  Parkland  Memorial  Hospital,  serving  as 
its  chairman  from  1948  to  1981.  He  con- 
tinues to  hold  the  Margaret  Milam 
McDermott  Chair  in  Anesthesiology.  The 
Jenkins  Professorship,  endowed  by  the 
McDermott  Eoundation,  was  conferred 
on  his  successor. 

The  Distinguished  Service  Award  rec- 
ognizes meritorious  service  in  the  sci- 
ence and  art  of  medicine.  It  consists  of  a 
gold  medal,  a $2,500  stipend,  and  a cita- 
tion selected  and  approved  by  the  AMA 
Board  of  Trustees. 


ACCME  reaccredits  TMA 
continuing  education  program 

The  Accreditation  Council  for  Continu- 
ing Medical  Education  (ACCME ) has  re- 
newed its  accreditation  of  Texas  Medical 
Association’s  CME  accreditation  program 
for  four  years.  Through  the  program, 

TMA  offers  accreditation  to  CME  organi- 
zations and  institutions  offering  programs 
throughout  the  state.  Accreditation  ver- 
ifies that  CME  activities  meet  recognized 
standards  of  quality. 

Howard  S.  Madigan,  MD,  chairman  of 
the  ACCME’s  Committee  for  Review  and 
Recognition  (CRR),  praised  TMA’s  pro- 
gam in  a letter  to  Thomas  L.  Pester,  MD, 
El  Paso,  chairman  of  the  Subcommittee 
on  CME  Accreditation.  Dr  Madigan 
wrote,  “The  reviewers  and  the  CRR  were 
favorably  impressed  with  the  enthusiastic 
support  of  the  CME  accreditation  pro- 
gram, including  the  adequacy  of  financial 
support.  The  well-organized  record  sys- 
tem and  staffing  for  the  CME  Committee 
and  the  Subcommittee  on  Accreditation 
are  commended  ....  We  appreciate  the 
interest  and  enthusiastic  effort  which 
you,  your  coUeagues,  and  staff  are 
making,  and  encourage  you  to  continue/’ 

In  operation  since  1974,  TMA’s  pro- 


gram has  accredited  24  institutions  and 
organizations  in  Texas.  The  association 
also  cosponsors  programs  that  meet 
specified  quality  standards.  Further  infor- 
mation on  the  program  is  available  from 
Linda  Timmons,  Texas  Medical  Associa- 
tion, 1 80 1 N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704,  exten- 
sion 253. 


Reagan’s  surgeon  to  speak 
during  TMA’s  annual  session 

Benjamin  L.  Aaron,  MD,  the  surgeon  who 
operated  on  President  Ronald  Reagan 
when  David  Hinckley  shot  him  in  1981, 
will  be  a featured  guest  speaker  during 
Texas  Medical  Association’s  121st  Annual 
Session.  The  session  is  scheduled  Thurs- 
day through  Sunday,  May  12-15,  1988, 
in  San  Antonio. 

Dr  Aaron’s  topic  is  “The  President’s 
Been  Shot — The  Surgeon’s  Role  and  His- 
torical Perspectives.”  His  presentation  is 
part  of  the  Section  on  Surgery  program, 
which  follows  the  theme  “The  Surgeon 
in  a Hostile  Environment.”  Speaking  at  1 1 
am,  Friday,  May  1 3,  in  Plaza  B of  the  San 

Benjamin  L Aaron,  MD,  the  surgeon  who  operated 
on  President  Ronald  Reagan  when  David  Hinckley 
shot  him  in  1981,  will  be  a featured  guest  speaker 
during  TMA's  121st  Annual  Session,  May  12~15, 
1988,  in  San  Antonio. 


Texas  Medicine 


Now:  Home  Care  for 
Children  and  Adolescents 

by  Pediatric  Experts 


For  the  best  possible  extended  care  for  your  patients, 
call  on  Texas  Children’s  Hospital’s  outstanding 
Home  Care  Service,  for  a degree  of  specialization 
and  expertise  not  available  elsewhere 
in  the  Houston  area. 

This  in-depth  quality  service  is  a vital  link  between  the  referring 
physician,  the  parent  and  the  prescribed  treatment  program. 


Home  Apnea  Monitoring, 
including  Home  Pneumograms 

Home  Phototherapy 

Supervision  and  Instruction 
of  In  Home  Oxygen 
Administration,  including  Pulse 
Oximetry  Studies 

Vital  Sign  and  Blood  Pressure 
Monitoring 

Observation  and  Documen- 
tation of  Cardiac  Disease 

Wound  Care  and  Dressing 
Change 

Venipuncture 

Intravenous  Antibiotic  Therapy 


HOME  CARE  VISITS  INCLUDE: 

Central  Venous  Catheter  Care 

Inhalation  Therapy,  Chest  Physio- 
therapy and  Postural  Drainage 

Intravenous  Drug  Administra 
tion,  including  Chemotherapy 
and  Steroids 

Supervision  and  Instruction  of 
Diabetic  Patients 

Ostomy  Care 

Tube  Feedings,  including 
Enteral  Pumps 


Texas 

Children’s 

Hospital 


In  the  Texas  Medical  Center 
Houston,  Texas 

THE  HOME  CARE  SERVICE 

^13/‘^91  3040 


Total  Parenteral  Nutrition  and 
Infusion  Pump  Instruction 

Supervision  and  Instruction  of 
Foley  Care 

Bowel  and  Bladder  Training 

Tracheostomy  Care 

Nutritional  Counseling  and 
Weight  DrK'umentation 

Lactation  Support 

Supervision  and  Instruction  in 
the  Care  of  the  TerminalK'  111  or 
Bedridden  Child 

Occupational,  Physical  and 
Speech  Therapy 

Social  Worker  Visits 


• • • 


Be  enlightened 
Use  Your  Chun  Scorecard 

for 

DISABILITY  INSURANCE 


COMPARISON  AND 


Texas  Medical  Association  Disability  Insurance 


Name  of  Other  Disability  Insurance: 


total  disability 


Maximum  Monthly  Benehls 

. Thru  age  64— So.UUU 


• Ages  65-69 — 00*^ 

• Ages  70-74 — S400 


SntinLions,  interest,  pensions,  etc 


'"T'c"otr';e  may  remain  in  force  to  age  75.  sub, eel 
fo  active  practice  requirements 


At  aoe  65.  coverage  does  not  terminate,  you  do 
not  have  to  reapply,  or  pay  a higher  cos 


Benelit  Period  tot  Total  Oisahility, 

“‘.r  sE'e.™.™  »"•' » » “■ 

«•»««» 

reter  to  chart 


What  the  benefit  period  means  to  you 
Age  at  onset  Qt  dtsabiliiy 

r 67  1 esT 


Tet 


numte.  ot  years  number  ol 

Ss^“eS^ll'?rSX:;lTeS,^t^3e^^3s?au,e^^ 

zeto  al  age  65 


waiting  Periods  tor  Sickness  and  Accident  (Total 
or  Partial  Disahilitv) 


• 30-90-180  consecutive  days 


YOU  may  distribute  your  total  monthly  benelit 
among  several  waiting  periods 


c |ifc 


disability 


sician  it  the  impairme^ 
attention 
It  you  ceas^ 
oertorm  the. 


■ Total  disability  'S  not  considered  to; 
gainlully  employed  It  is  not  onusp^ 
provision  in  a Oisabilm|, 


Sue 


We  urge  you  to 
take  action  to  find  out  how  the 
TEXAS  MEDICAL  ASSOCIATION'S 
Disability  Insurance 
compares 
benefit  for  benefit 
and 

dollar  for  dollar 
with  other  disability  insurance 


Your  scorecard  may  be  found  on  page  10  of  the  Texas 
Medical  Association  Insurance  Brochure,  dated  November, 
1987.  (It's  blue  this  time.) 

If  you  do  not  have  a brochure,  or  have  need  of  more  copies 
of  the  Guide,  call:  1-800-252-9318 

Texas  Medical  Association 


INSURANCE  PROGRAM 

1901  North  Lamar  Blvd,  Austin,  TX  78705 
underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas 

a subsidiary  of  the  Prudential 


Antonio  Convention  Center,  Dr  Aaron 
will  detail  the  medical  events  surround- 
ing the  attempted  assassination  of  Presi- 
, dent  Reagan  and  frame  those  events  in 
the  context  of  previous  presidential  as- 
, sassination  attempts.  He  will  explain  how 
to  exercise  trauma  skills  in  extraordinary' 
circumstances  and  handle  the  conflicts 
arising  from  such  an  event. 

Following  a 2 2 -year  Navy  career,  Dr 
Aaron  joined  the  faculty  of  George  Wash- 
ington University,  Washington,  DC, 
where  he  is  professor  of  surgery  and 
chief  of  the  Division  of  Cardiothoracic 
Surgery.  He  grew  up  in  the  Midwest  and 
received  his  medical  degree  from  The 
University  of  Texas  Medical  Branch, 
Galveston. 


HEALTH  UNE 


Physician  Oncology  Education 
Program  begins  meetings 

In  December,  the  Physician  Oncology 
Education  Program  (P.O.E.P.)  began  its 
series  of  regional  meetings  with  one  in 
Wichita  Falls  and  one  in  Lufkin.  Meetings 
are  to  be  held  with  community  phy- 
sicians and  hospital  representatives 
throughout  Texas  to  foster  widespread 
physician  participation  in  the  program, 
increase  the  availability  of  the  program’s 
resources  statewide,  and  assess  the  needs 
of  community  physicians  for  cancer  edu- 
cational/informational resources.  The 
P.O.E.P.  has  a variety  of  resources  avail- 
able, including  funding,  to  encourage 
programs  in  cancer  education. 

The  program  is  administered  by  TMA 
and  funded  by  the  Texas  Cancer  Council. 
Its  purpose  is  to  implement  the  recom- 
mendations of  the  Texas  Cancer  Plan 
concerning  education  in  cancer  for  pri- 
mary care  physicians.  One  of  the  key  ob- 
jectives of  the  Texas  Cancer  Plan  is  to 
enhance  the  role  of  physicians  in  cancer 
prevention,  screening,  and  early  detec- 
tion statewide. 

Additional  information  is  available 
from  Catherine  R.  Edwards,  PhD,  director 
of  the  P.O.E.P.,  at  TMA  headquarters, 
(512)  477-6704,  ext  255. 


Toll-free  AIDS  resource  line 
available  to  health  professionals 

The  AIDS  Public  Health  Issues  and  Re- 
source telephone  line  was  started  Dec  1 
at  the  Texas  Department  of  Health.  The 
toll-free  number  for  licensed  and  cer- 
tified health  professionals  to  call  is 
1-800—248-  1091.  Hours  of  operation 
are  from  9:30—  1 1 :30  am  and  from 
1:30—3:30  pm,  Monday  through  Friday. 

Health  professionals  can  call  the  num- 
ber for  information  about  AIDS  re- 
sources, referrals,  infection  control 
protocols,  HIV  testing,  risk  reduction, 
and  current  statistics.  Information  also 
will  be  available  about  TDH’s  current 
policies  on  such  topics  as  reporting  and 
testing. 

Other  AIDS  telephone  numbers  at 
TDH  include  (512)  458-7504,  to  report 
cases  or  to  inquire  about  the  number  of 
AIDS  cases  from  TDH’s  AIDS  Surveillance 
Program,  and  (512 ) 458-7260,  to  re- 
quest a catalog  and  information  for 
ordering  films  and  videotapes  from  the 
TDH  film  library. 


TDH  concerned  about  increase 
in  Hib  infections  in  children 

The  Texas  Department  of  Health  is  con- 
cerned about  an  apparent  increase  in  the 
number  of  reported  Haemophilus  influ- 
enzae type  b (Hib)  infections  occurring 
in  children  attending  Texas  day-care 
centers. 

A secondary  case  of  invasive  H influ- 
enzae is  one  which  occurs  in  a family  or 
day-care  center  classroom  contact  within 
60  days  after  a primary  case.  Texas  physi- 
cians are  reminded  that  secondary  cases 
of  H influenzae  do  occur.  There  were  1 4 
secondary  infections  reported  in  Texas 
day-care  centers  during  1987. 

Because  H influenzae  is  the  leading 
cause  of  bacterial  meningitis  in  children 
under  5 years  of  age  and  can  cause  many 
other  serious  invasive  infections,  such  as 
cellulitis,  septicemia,  epiglottitis,  septic 
arthritis,  and  pneumonia,  the  TDH  has 
adopted  the  current  Advisory  Committee 
Immunization  Program  guidelines  for  the 
prevention  of  secondary  cases  of  Hib  dis- 
ease. Rifampin  prophylaxis  is  recom- 
mended by  the  TDH  for  all  staff  and 
children,  regardless  of  age,  in  the  day- 


care classroom  in  which  one  or  more 
children  under  2 years  of  age  have  been 
exposed.  Rifampin  prophylaxis  is  effec- 
tive in  preventing  subsequent  cases  in 
day-care  settings;  however,  prophylaxis 
of  classroom  contacts  must  begin  as  rap- 
idly as  possible,  must  include  at  least 
75%  of  the  classroom  contacts,  and  must 
include  children  who  have  received  the 
Hib  vaccine. 

In  spite  of  recent  published  articles 
which  question  the  efficacy'  of  the  Hib 
vaccine,  the  TDH  continues  to  recom- 
mend the  vaccine  for  all  children  2 to  5 
years  of  age.  Those  at  high  risk  of  ex- 
posure, including  children  attending  day- 
care facilities,  may  be  given  the  vaccine 
at  18  to  23  months  of  age;  however, 
these  children  should  be  revaccinated 
within  18  months  of  the  initial  dose. 

State  health  officials  also  would  like  to 
remind  Texas  physicians  that  all  systemic 
infections  caused  by  H influenzae  should 
be  reported  to  their  local  public  health 
authority  or  directly  to  the  TDH  in  Aus- 
tin by  calling  the  Infectious  Disease  Pro- 
gram af  1-800-252-8239. 

Survey  shows  public  wants 
doctors  screened  for  AIDS 

According  to  a poll  conducted  by  SRI 
Gallup  Hospital  Market  Research,  physi- 
cians and  other  medical  personnel 
should  be  screened  for  AIDS — and  if  they 
test  positive  for  antibodies  to  the  human 
immunodeficiency  virus,  these  results 
should  be  made  public. 

The  poll  showed  that  80%  of  those 
surveyed  support  AIDS  testing  for  all 
medical  personnel,  and  86%  favor  public 
disclosure  of  test  results. 

Of  the  1,000  adults  polled,  57% 
believe  health  care  workers  who  test 
antibody-positive  to  HfV  shouldn’t  be 
allowed  to  treat  patients — despite  the 
Center  for  Disease  Control’s  position  that 
precautions  such  as  using  gloves  and 
taking  special  care  with  needles,  blood, 
and  semen  are  sufficient  to  prevent  acci- 
dental transmission. 

“AIDS  is  the  No.  1 health  fear  nation- 
wide,” says  Steven  R.  Steiber,  senior  vice 
president  of  SRI  Gallup’s  Chicago  office. 
The  fact  that  nearly  two-thirds  of  those 
polled  would  deny  a physician  or  nurse 
with  HfV  antibodies  the  right  to  treat  pa- 


Volume  84  February’  1988 


The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur^ 
ance  policy  is  backed  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  protect 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  STANDARD  HAS  BEEN  SET 


Statewide  Service  Center:  1'800'252'9179/RO.  Box  14746,  Austin,  Texas  78761 


hydrocodone  bitartrate  5 mg.  (Warnir>g:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


Reedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 
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Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et  al.  The  chronic  pain  syndrome:  misconceptions  and 

management  "Ann  Intern  Med"  1980;  93;  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanGOmg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE;  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone 

WARNINGS: 

Drug  Abuse  and  Dependence:  VICODIN '*  issubjectto  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics,  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 


medications. 

Respiratory  Depression;  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS; 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  l^tients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mothershortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use;  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  arid  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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tients  “attests  to  the  need  for  continued, 
explicit  AIDS  education,”  Steiber  said. 

The  p>oU’s  “most  important  message,” 
Steiber  believes,  “is  that  hospitals,  clinics, 
and  even  private  physicians  and  dentists 
must  be  prepared  to  deal  with  the  AIDS 
issue  honestly  and  aboveboard.  Clearly, 
the  public  will  not  tolerate  cover-ups.” 


SOCIOECONOMICS 


Congress  okays  March  signup 
for  Medicare  participation 

At  press  time,  the  American  Medical  As- 
sociation reported  Congressional  ap- 
proval of  a new  signup  period  for 
physicians  who  wish  to  become  par- 
ticipating physicians  in  the  Medicare  pro- 
gram. A conference  report  on  Medicare 
budget  reconciliation  activities  of  the  US 
House  of  Representatives  and  Senate 
stated  that  the  signup  period  will  be 
offered  during  March  1988.  The  new 
agreements  will  apply  to  services  pro- 
vided from  April  1,  1988,  through  Dec 
31,  1988. 

Meanwhile,  participation  contracts  in 
effect  Dec  31,  1987,  were  to  be  ex- 
tended through  March  31,  1988,  unless 
the  physician  terminated  the  agreement 
in  writing  before  midnight  Dec  31,  1987. 
The  AMA  communication  added,  “It  is 
not  clear,  at  this  time,  what  the  status 
will  be  for  a physician  who  was  not  a par- 
ticipating physician  in  1987  but  who 
executes  an  agreement  for  1988  prior  to 
the  end  of  the  year.” 

The  AMA  advises  physicians  to  note: 

1 . Maximum  allowable  actual  charge 
(MAAC)  limits  will  apply  as  the  charge 
limit  for  each  service,  and  sanctions  may 
be  issued  for  repeated  violations.  Under 
previous  law,  a physician  could  charge  a 
patient  an  amount  higher  than  the  MAAC 
as  long  as  the  mean  or  medium  of  all  of 
the  physician’s  Medicare  charges  for  that 
service  equalled  the  MAAC. 

2.  Under  the  previous  law,  a non- 
assigned  clinical  lab  service  provided 
through  a physician’s  office  was  a non- 
covered  benefit.  When  such  a service 
was  provided  on  a nonassigned  basis. 
Medicare  simply  refused  to  pay.  The  new 


law  prohibits  physicians  from  billing  a 
patient  for  a nonassigned  laboratory  ser- 
vice, and  failure  to  comply  will  place  a 
physician  at  risk  of  sanctions,  including 
rebates  to  the  patient,  civil  monetary 
penalties,  and  possible  exclusion  from 
the  program. 

Program  repays  up  to  $30,000 
on  physicians’  student  loans 

Allopathic  and  osteopathic  physicians 
can  repay  as  much  as  $30,000  on  their 
education  loans  by  serving  in  a medically 
underserved  area  in  Texas  or  in  one  of 
four  state  agencies. 

The  69th  Texas  Legislature  authorized 
the  Physician  Student  Loan  Repayment 
Program  in  1 985  to  encourage  qualified 
physicians  to  practice  in  economically 
depressed  and  rural  medically  under- 
served areas  of  Texas  and  for  certain 
state  agencies  requiring  the  services  of 
physicians:  the  Texas  Department  of 
Health,  Texas  Department  of  Mental 
Health  and  Mental  Retardation,  Texas  De- 
partment of  Corrections,  and  Texas 
Youth  Commission. 

Physicians  may  qualify  for  a total  an- 
nual payment  not  to  exceed  $6,000  to 
one  or  more  Texas  lenders  on  loans  con- 
tracted for  graduate  or  professional  edu- 
cation. Applicants  may  qualify  for  annual 


payments  for  up  to  five  years.  The  Texas 
Higher  Education  Coordinating  Board  ad- 
ministers the  program  and  retains  the 
right  to  determine  lender  eligibility.  Eli- 
gible lenders  include  Texas  banks,  sav- 
ings and  loan  associations,  credit  unions, 
institutions  of  higher  education,  govern- 
mental agencies,  pension  funds,  private 
foundations,  and  insurance  companies. 
Private  individuals  are  not  eligible  len- 
ders. The  board  gives  priority  to  renewal 
applicants  and  Texas  residents.  For  appli- 
cants working  in  economically  depressed 
or  rural  medically  underserved  areas, 
physicians  trained  in  primary  care  spe- 
cialties and  psychiatry  receive  priority. 

Further  information  on  the  program  is 
available  from  the  Physician  Student  Loan 
Repayment  Program,  Division  of  Student 
Services,  Texas  Higher  Education  Coordi- 
nating Board,  PO  Box  12788,  Capitol  Sta- 
tion, Austin,  TX  7871 1,  phone  (512) 
462-6325. 


Legislation  expands  coverage 
of  mammography,  fertilization 

As  a result  of  legislation  approved  in 
1987,  insurance  coverage  for  low-dose 
mammography  and  in  vitro  fertilization 
is  expected  to  become  more  widely 
available  in  Texas  during  1988.  The  legis 
lation  applies  to  policies  and  insurance 


"I  have  to  go  now . . . it's  time  for  group  practice  " 
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certificates  delivered,  issued  for  delivery, 
or  renewed  on  and  after  Jan  1,  1988,  ex- 
cluding self-insured  plans  authorized  by 
the  Employee  Retirement  Income  Secu- 
rity Act  ( ERISA  ).  However,  some  group 
policies  issued  or  renewed  before  that 
date  may  cover  the  procedures  if  those 
coverages  were  negotiated  voluntarily  by 
insurance  companies  and  employers. 

Senate  Bill  1371  requires  that  group 
and  individual  health  insurance  policies, 
including  Medicare  supplement,  that 
cover  radiological  services  also  pay  bene- 
fits for  an  annual  low-dose  mammogra- 
phy for  women  35  and  older.  Coverage  is 
subject  to  the  same  dollar  limits,  deduct- 
ibles, and  coinsurance  factors  as  other  ra- 
diological examinations. 

House  Bill  843  requires  health  insurers 
and  health  maintenance  organizations  to 
offer  coverage  for  in  vitro  fertilization 
when  negotiating  group  contracts  with 
employers  and  other  eligible  groups. 

Such  coverage  would  apply  only  when  a 
policy  provides  maternity-related  bene- 
fits. The  coverage  is  not  mandatory,  how- 
ever, and  may  be  rejected  in  writing. 


Corrections 

A story  in  the  November  1987  issue  of 
Texas  Medicine  contained  a statistical 
error.  The  story  appeared  on  page  19  and 
was  titled,  “96%  of  Texas  grads  pass  tests 
in  jurisprudence,  sciences.” 

The  story  stated:  “Among  Texas  medi- 
cal schools,  the  percent  of  successful 
examinees  ranged  from  93%  (The  Uni- 
versity of  Texas,  Houston ) to  97%  ( Bay- 
lor College  of  Medicine  and  Texas 
Tech).”  It  has  been  pointed  out  that 
graduates  of  the  Texas  A&M  University 
20  College  of  Medicine  also  achieved  a 97% 

pass  rate  for  tests  in  jurisprudence,  basic 

sciences,  and  clinical  science,  which  the 
Texas  State  Board  of  Medical  Examiners 
administered  in  June  1987. 

A story'  in  the  January  1988  issue  of 
Texas  Medicine  incorrectly  identified  Ira 
A.  Budwig,  Jr,  MD,  El  Paso,  as  the  chair- 
man of  the  Texas  Medical  Association’s 
Board  of  Councilors.  James  C.  Mann,  Jr, 
MD,  Beaumont,  chairs  the  board,  and  Dr 
Budwig  serves  as  vice  chairman.  The 
story,  titled  “Councilors  address  AIDS, 
membership  qualifications,”  appears  on 
page  13. 


CAPITAL  COMMENTS 


Physicians,  anxilians  contribute 
to  political  action  committee 

At  year  end,  more  than  5,000  physicians 
had  joined  the  Texas  Medical  Political 
Action  Committee  (TEXPAC).  They  con- 
tributed more  than  half  a million  dollars 
to  support  candidates  for  public  office 
whose  views  are  consistent  with  the 
medical  profession’s  concerns  for  sound 
public  policy.  At  the  same  time,  TEXPAC 
auxiliary  membership  had  reached  al- 
most 2,000,  with  receipts  of  more  than 
S60,000, 

Reflecting  a traditional  off-election 
year  reduction,  total  TEXPAC  contribu- 
tions decreased  by  2% . The  total  TEX- 
PAC membership  as  of  Oct  15,  1987,  was 
7,176  physicians  and  auxilians,  with  total 
contributions  of  8643,260. 

The  physician  membership  as  of  Oct 
1 5,  1987,  was  slightly  less  than  the  figure 
for  the  same  date  in  1986  ( 5,775 ).  Physi- 
cian contributions  were  $618,796  in 
1986,  compared  to  $581,185  in  1987. 

However,  auxiliary  membership  in- 
crea,sed  during  the  year,  from  986  in 
1986  to  1,619  in  1987.  Donations  from 
the  group  increased  aLso,  from  $36,815 
to  $62,075. 

Organized  in  1962,  TEXPAC  is  under 
the  direction  of  a 37-member  board  with 
physician  representation  from  each  of 
the  27  US  Congressional  Districts  in 
Texas.  Four  representatives  of  the  TMA 
Auxiliary,  one  resident,  two  student  rep- 
resentatives, and  three  consultants  also 
serve  on  the  board.  Chairing  the  board 
during  1987-1988  is  Harold  C.  Boehning, 
MD,  Dallas. 


AMA  lists  positive  results 
of  House-Senate  budget  talks 

As  they  concluded  negotiations  on  Medi- 
care issues  at  year  end,  US  Senate  and 
House  of  Representatives  budget  con- 
ferees set  aside  mandatory  assignment, 
diagnosis-related  group  ( DRG ) payment 
formulas  for  physicians,  and  a year-long 
physician  fee  freeze. 

The  American  Medical  A.ssociation 
counts  these  among  several  positive  out- 


comes of  the  session.  The  association  re- 
ports, “Considering  the  pressure  from 
Gramm-Rudman,  the  stock  market  crisis, 
the  Administration’s  insistence  against 
tax  increases,  and  the  anti-physician  sen- 
timent of  Rep  Pete  Stark  and  others,  the 
AMA  was  able  to  accomplish  several  vic- 
tories and  scale  back  the  more  onerous 
proposals  generated  by  the  various 
health  committees.”  The  AMA’s  list  of  vic- 
tories includes: 

1 . A proposal  to  harrass  nonparticipat- 
ing physicians  by  requiring  them  to  fill 
out  Medicare  claim  forms  on  non- 
assigned  claims  was  defeated. 

2.  Mental  health  benefits  under  Medi- 
care were  increased. 

3.  The  maximum  allowable  actual 
charge  (MAAC)  program  was  amended 
to  bring  relief  to  physicians  who  prac- 
ticed prior  to  April  1 984,  but  had  not 
billed  for  a particular  service  during  the 
April-June  quarter. 

3.  The  professional  review  organiza- 
tion ( PRO ) program  was  amended  to 
allow  an  administrative  law  judge  hearing 
prior  to  an  exclusion  going  into  effect. 

4.  The  yearly  sign-up  deadline  for  the 
participating  physicians  program  was 
modified. 

ITie  AMA  also  reports  there  were  a se- 
ries of  changes  in  Medicare  physician  re- 
imbursement for  1988  and  1989.  First, 
the  conferees  awarded  increases  of  3-6% 
to  participating  physicians  and  3. 1 % to 
nonparticipating  physicians  for  primary 
care  services  in  1988.  Increases  of  3% 
and  2.5%,  respectively,  were  awarded  for 
1989.  For  nonprimary  care  services,  in- 
crea.ses  for  both  1988  and  1989  are  set  at 
1%  for  participating  physicians  and  .5% 
for  nonparticipating  physicians. 

The  AMA  report  notes  other  changes 
in  physician  reimbursement,  including: 

1 . The  Gramm-Rudman  sequester  cuts 
will  be  in  effect  for  both  Part  A (hospital) 
and  Part  B (physician)  services  through 
March  31,  1988. 

2.  The  conferees  selected  1 5 proce- 
dures to  be  subjected  to  a 2%  across-the- 
board  cut  (individual  prevailing  by  car- 
rier). Any  charge  at  or  below  85%  of  the 
national  weighted  average  will  not  be 
cut.  In  addition,  these  same  procedures 
will  be  cut  on  a sliding  scale  from  0 to 

1 5%  for  areas  with  prevailings  above  the 
national  average. 

3.  A radiologic  fee  schedule  with  lim- 
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its  on  actual  charges  will  be  developed 
for  1989,  restricted  to  radiologic  services 
performed  by  board  certified  or  board 
eligible  radiologists. 

4.  The  clinical  laboratories  fee  sched- 
ule for  automated  tests  will  be  reduced 
by  5 percentage  points;  nonautomated 
tests,  by  2 percentage  points.  Penalties 
will  be  imposed  on  physicians  billing  for 
laboratory  tests  on  an  unassigned  basis. 

5.  MAACs  for  all  services  hereinafter 
will  impose  a flat  limit  on  charges  (elim- 
inating the  weighted  average),  subjecting 
physicians  to  potential  penalties  for  each 
charge  above  their  MAAC. 


NEWSMAKERS 


GORDON  R.  BLACK,  MD,  El  Paso,  and 
the  late  LEIGH  WILCOX,  MD,  were  re- 
cently chosen  S.T.  Turner  Award  honor- 
ees  for  1987  by  the  El  Paso  County 
Medical  Society.  The  annual  award  recog- 
nizes the  outstanding  contributions  of 
two  physicians:  a current  member  and  an 
early  pioneer  member  of  the  medical  so- 
ciety. Dr  Black  is  medical  director  of  the 
radiology  department  of  Landmark  Medi- 
cal Center  in  El  Paso. 

WILLIAM  T.  BUTLER,  MD,  Houston,  has 
been  elected  chairman  of  the  Council  of 
Deans  of  the  Association  of  American 
Medical  Colleges  (AAMC).  The  council  is 
the  governing  body  for  the  127  medical 
schools  nationwide  within  the  AAMC.  As 
chairman  of  the  council,  Dr  Butler  will 
serve  on  the  Executive  Council  which 
governs  the  400  teaching  hospitals  and 
70  medical  societies  that  also  belong  to 
the  AAMC.  Dr  Butler  is  president  and 
chief  executive  officer  of  Baylor  College 
of  Medicine. 

KLEBERG  ECKHARDT,  MD,  and  ARVEL  E. 
HALEY,  MD,  were  honored  recently  by 
the  Texas  Academy  Chapter  of  the 
American  College  of  Physicians.  They  re- 
ceived the  Laureate  Award  which  is  given 
to  honor  those  Eellows  of  the  college  in 
Texas  who  have  demonstrated  an  abiding 
commitment  to  excellence  in  medical 
care,  education,  or  research,  and  in  ser- 
vice to  their  community  and  the  college. 


Dr  Eckhardt  is  an  internist  in  Corpus 
Christi;  Dr  Haley  is  an  internist  in  Dallas. 

DANIEL  W.  FOSTER,  MD,  Dallas,  received 
the  1987—88  Southwestern  Medical 
School  Outstanding  Teacher  Award  pre- 
sented by  the  school’s  alumni  association 
and  the  Faculty  Senate.  He  was  selected 
for  having  significant  influence  on  the 
lives  of  those  he  has  worked  with  and 
taught.  Dr  Foster  is  the  Jan  and  Henri 
Bromberg  Professor  of  Internal  Medicine. 

REBA  MICHELS  HILL,  MD,  Houston,  was 
awarded  the  Sidney  Kaliski  Award  of 
Merit  by  the  Texas  Pediatric  Society,  a 
chapter  of  the  American  Pediatric  So- 
ciety. The  award  is  the  highest  given  a 
pediatrician  by  the  society;  it  recognizes 
unique  and  continued  contributions  to 
the  welfare  of  children.  Dr  HiU  is  chief  of 
newborn  research  at  St  Luke’s  Episcopal 
Hospital,  head  of  developmental  toxicol- 
ogy in  the  pediatric  department  at  Baylor 
College  of  Medicine,  and  member  of  the 
neonatology  section  of  Texas  Children’s 
Hospital  and  The  Methodist  Hospital. 

THOMAS  HUGH  McCONNELL  III,  MD, 
Dallas,  received  the  George  T.  Caldwell 
Award  of  the  Texas  Society  of  Pa- 
thologists for  1988.  The  award  recog- 
nizes an  outstanding  medical  scientist  in 
Texas  for  long  and  distinguished  service 
to  pathology.  Dr  McConnell  is  director  of 
Ashworth-McConnell  Laboratories  in 
Dallas. 

RALPH  M.  STANIFER,  MD,  Houston,  re- 
ceived the  Academy  Service  Award  from 
the  American  Academy  of  Ophthalmol- 
ogy at  its  annual  meeting.  The  award  rec- 
ognizes contributions  to  the  academy’s 
educational  programs.  Dr  Stanifer  has 
written  and  lectured  on  corneal  disease, 
corneal  transplantation  surgery,  and 
ocular  inflammatory  conditions. 

GUNTER  K.  VON  NOORDEN,  MD,  Hous- 
ton, delivered  the  Edward  Jackson  Me- 
morial Lecture  at  the  opening  cere- 
monies of  the  American  Academy  of 
Ophthalmology  meeting  in  Dallas.  Pre- 
sentation of  the  lecture  is  the  most  pres- 
tigious academic  honor  bestowed  by  the 
academy.  Dr  von  Noorden  is  professor  of 
ophthalmology  and  pediatrics,  Baylor 
College  of  Medicine,  and  chief  of  oph- 


thalmology, Texas  Children’s  Hospital. 

His  lecture  was  titled,  “A  Reassessment  of 
Infantile  Esotropia.” 
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YOCON’ 

YOHIMBINE  HCI 


OescripiiOT;  Yohimbine  is  a 3a-15a-20B-17a-hyclroxy  Yohimbine-16a-car- 
bO}^ic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Artm:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vess^s  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
^impathetic  (adrenergic)  activity,  ft  is  to  be  noted  that  In  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  Inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxi^.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  Influence  on  cardiac  stimula- 
tion arKl  (rther  ^et^  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  »1equate  studies  are  at  hand 
to  pant^  this  effect  m terms  of  Yohimbine  dosage, 
taxations:  Yocon«  Is  Indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac 

Contraindlertions;  Renal  diseases,  and  patient's  sensitive  to  the  dmg.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Wambig:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  n^  be  used  during  pregnancy.  Neither  Is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardlo-renal  patients  with  gastric  or  duodenal  ulcer 
history,  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  In  psychiatric  patients  in  general. 

Adwnse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^'^  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.  T3 
Dosage  amt  Admiiifstralion:  Experimental  dosage  reported  in  treatment  of 
erechie  impotence.  ^ '3.^  1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/z  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10weeks.3 
ftow  S^plied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 
bottles  of  100's  NOC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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HealthWbe  Senied 


A collection  of  health  education  brochures 


The  TMA  HealthWise  Series  is  a collection  of  15  brochures  on  a variety  of  health  topics.  Each  is  designed  to 
provide  your  patients  valuable  information  and  positively  influence  their  health  care  habits.  The  collection  is 
easy  to  read  and  can  be  used  as  reception  area  reading  material  or  as  statement  staffers. 

Each  brochure  costs  only  40  including  sales  tax,  postage  and  handling. 

Here's  a brief  description  of  each  one: 


Tobacco  Products:  Hazards  You  Could  Live  Without  discusses 
the  dangers  of  smoking  and  using  tobacco  products,  and 
offers  some  suggestions  for  quitting. 

Give  Blood ...  So  Others  Can  Live!  answers  questions  about 
blood  donations,  including  how  to  donate  for  others  and 
yourself. 

The  Challenge  of  Medicine:  Becoming  a Physician  describes 
the  qualities  and  training  necessary  to  become  a physi- 
cian, and  discusses  the  range  of  health  careers  available. 

Accidents— They  Don't  Just  Happen  describes  the  ways 
people  can  avoid  accidents  at  home,  work,  and  at  play. 

Health  Fraud:  The  Voice  of  Misinformation  focuses  on  proven 
versus  unproven  methods  of  treatment,  the  need  for  ap- 
propriate treatment  of  chronic  illnesses,  and  what  you  can 
do  if  a treatment  is  suspect. 

2^  Immunizations— Investing  in  a Healthy  Future  provides  an 

overview  of  the  value  and  effectiveness  of  immunizations 

for  both  children  and  adults. 

Putting  Together  the  Health  Care  Puzzle  describes  the  various 
ways  you  can  receive  health  care  including  solo  and 
group  practices,  HMOs,  PPOs,  IPAs,  and  ambulatory 
centers. 

Tour  Health  is  in  Your  Hands^ discusses  how  health  is  ulti- 
mately the  responsibility  of  the  individual  and  how  six 
health  habits  can  contribute  to  a longer,  healthier  life. 


Drunken  Driving:  Everyone's  Problem  describes  the  problem 
of  drinking  and  driving  and  what  you  can  do  to  help  get 
the  drunk  driver  off  the  road. 

You  and  Your  Doctor:  Partners  in  Health  Care  emphasizes  the 
need  for  good  communication  between  the  doctor  and 
patient  in  achieving  effective,  cost-efficient  health  care. 

Love  Sick:  Sexually  Transmitted  Diseases  answers  the  most 
frequently  asked  questions  about  sexually  transmitted  dis- 
eases and  tells  how  to  prevent  and  deal  with  these 
diseases. 

Click— the  Sound  of  Saving  a Life  discusses  the  value  and 
effectiveness  of  using  auto  safety  belts  and  child  restraints 
and  answers  some  of  the  most  frequently  asked  questions 
about  these  devices. 

Feeling  Good  Means  Being  Health-Wise  emphasizes  the  im- 
portance of  feeling  good  physically,  mentally,  and  emo- 
tionally and  suggests  ways  to  reduce  risks  to  overall 
health. 

Aging  in  Good  Health  tells  the  reader  how  to  prevent  acci- 
dents and  illnesses  and  describes  special  needs  of  the 
older  individual. 

Good  Health— Does  It  have  to  Cost  a Lot?  describes  the  fac- 
-tors  that  contribute  to  health  care  costs,  what  you  can  do 
to  lower  costs,  and  what  physicians  and  businesses  are 
doing  in  this  area. 


To  place  an  order  or  to  receive  a free  sample  set  of  the  1 5 brochures,  contact  the  Communication  Department,  Texas 
Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704. 
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center  benefits  into 
focus. 


Medinc  has  made  the  benefits  of  free- 
standing imaging  centers  sharp  and  clear 
in  100%  of  the  centers  we  have  developed. 

A Medinc  developed  center  can  provide 
physicians  with  a distributable  cash  flow, 
and  the  potential  for  equity  appreciation. 

A general  or  limited  partnership  in  a 
Medinc  developed  center  can  deliver  these 
same  benefits  to  you. 

Medinc  sees  more  patients  in  diagnos- 
tic imaging  centers  than  any  other  such 
company.  We  can  develop  comprehensive, 
MRI  or  limited  specialty  centers  under 
physician  ownership  and  control.  Our 
expertise  includes  feasibility  analyses, 
financing,  joint  venture  structuring,  part- 
nership syndication,  design  and  construc- 
tion, operational  systems  (including  proprie- 
tary imaging  center  software),  marketing, 
and  management. 

A Medinc  center  provides  the  highest 
standard  of  compassionate  and  professional 
personal  care  for  patients. 

Call  519-758-1525  and  ask  for  Ben 
Pate,  Regional  Director  of  Development. 
And  get  the  clear  picture  on  the  benefits 
of  a physician-owned  diagnostic  imaging 
center. 

Medinc 

Southwestern  Regional  Office,  RO.  Box  575,  Aransas  Pass,  Tfexas  78336 
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Information  for  fkiithors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  authorf  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—  150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged,” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  tY\e  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  lange 
Medical  Publications,  1981.  C^ompiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 
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This  report  presents  data  on  health  care  expen- 
ditures in  Texas  for  1985.  Total  and  per  capita 
spending  estimates  are  presented  for  ten  categories 
of  sendee  which  correspond  to  the  National  Health 
Expenditures  (NHE)  accounts.  The  estimates  for 
each  category’  are  compared  to  the  national  ac- 
counts, and  differences  in  spending  patterns 
between  Texas  and  the  US  are  examined.  State  gov- 
ernment health  expenditures  are  also  presented, 
both  by  category  of  sendee  and  by  major  program. 
Comparisons  are  made  between  patterns  of  gov- 
ernment spending  and  total  spending  in  the  state. 

KEY’  WORDS:  COST,  FINANCE,  GOVERNMENT.  STATISTICS, 
POPULATION. 


Total  health  spending  in  Texas  was  $25.2  bil- 
lion in  1985,  an  increase  of  almost  400% 
from  the  1975  spending  level  of  $6.7  billion. 
The  growth  rate  in  1985  was  5.2%,  which  is  well 
below  the  1984  rate  of  1 1.5%  and  the  average 
growth  of  14.1%  since  1975.  The  recent  slowdown 
reflects  a national  trend  that  is  attributed  to  lower 
inflation  in  prices  for  health  care  services  and  to  re- 
ductions in  demand  for  health  care,  particularly  hos- 
pital care. 

Health  spending  per  capita  in  Texas  amounted  to 
$1,540  in  1985,  which  is  about  93%  of  the  national 
average.  That  is,  in  comparison  to  other  US  resi- 
dents, Texans  spent  about  7%  less  on  health  care  in 
1985.  This  relative  amount  is  consistent  with  his- 
torical figures.  The  growth  rate  in  per  capita  spend- 
ing was  3.4%  in  1985,  which,  like  the  growth  in 
total  expenditures,  is  also  well  below  the  1984  rate 
of  9.6%,  and  the  historical  growth  rate  of  1 1.2% 
since  1975.  This  finding  indicates  that  the  slow- 
down in  total  expenditure  growth  can  be  attributed 
to  changes  in  individual  spending  rather  than  de- 
creases in  population. 

Texans  also  spent  less  than  the  nation  when 
health  care  spending  is  measured  as  a percentage  of 
economic  product.  In  1985,  health  spending  ab- 


sorbed 8.0%  of  the  gross  state  product,  whereas  at 
the  national  level,  health  expenditures  absorbed 
10.7%  of  the  gross  national  product  (GNP).  The 
1985  percentage  for  Texas  is  also  well  below  the 
1984  level  of  9.4%,  reversing  a three-year  trend  in 
which  the  proportion  of  state  product  devoted  to 
health  care  had  been  increasing. 

The  main  source  of  financing  for  health  care 
services  in  1985  was  consumer  out-of-pocket 
payments,  which  accounted  for  42%  of  all  health 
spending  in  the  state.  The  remaining  58%  was  fi- 
nanced through  private  insurance  benefits  (23%  ), 
federal  government  payments  (24%  ),  state  govern- 
ment payments  ( 8%  ),  and  local  government  pay- 
ments ( 3%  ).  These  percentages  have  changed  little 
in  recent  years.  The  consumer  out-of-pocket  pro- 
portion of  health  care  financing  is  much  higher  in 
Texas  than  in  the  US  as  a whole,  and  government 
sources  and  private  insurance  play  a smaller  role  in 
Texas. 

Health  spending  by  category  of  service 
Fig  1 shows  the  distribution  of  total  spending  by 
category  of  service  for  1975,  1979,  and  1983 
through  1 985.  The  expenditure  amount  and  per- 
centage of  total  spending  for  each  category  are  indi- 
cated. The  first  eight  categories  correspond  to  the 
National  Health  Expenditures  (NHE)  accounts  for 
personal  health  care  that  are  estimated  annually  by 
the  US  Health  Care  Financing  Administration  ( 1 ). 
ITie  last  two  categories  represent  expenditures  for 
administering  public  and  private  insurance  plans 
( the  difference  between  insurance  premiums  and 
claims  paid ) and  delivering  public  health  services. 
These  two  nonpersonal  health  care  categories  are 
also  estimated  for  the  nation  as  part  of  the  NHE 
accounts.  Definitions  of  all  ten  categories,  their 
estimation  methodologies,  and  data  sources  are  pro- 
vided in  appendices  A and  B. 

Fig  1 indicates  that  almost  three  fourths  of  all 
health  spending  in  the  state  in  1985,  and  more  than 
80%  of  personal  health  care  expenditures,  were  de- 


I.  Health  care  spending  in  Texas  by  category  of  service  in  191%  1979,  1983-198%  Amounts  in  billions  of  dollars 
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voted  to  hospital  care,  physician  services,  and  drugs 
and  drug  sundries.  For  the  last  three  years,  between 
40%  to  4 1 % of  all  health  spending  went  toward  the 
purchase  of  hospital  care,  a slightly  higher  percent- 
age than  in  1975  (38.3%  ) and  1979  ( 38.5%  ).  The 
purchase  of  physician  services,  the  second  largest 
category  of  health  expenditures,  was  responsible  for 
about  24%  of  all  spending  statewide  in  1985.  The 
relative  amount  of  health  spending  devoted  to  this 
category  also  appears  to  have  risen  in  recent  years. 
The  third  largest  category  of  spending  was  drugs 
and  drug  sundries  which  accounted  for  about  9%  of 
spending  in  1985,  down  from  1 1.3%  in  1975  and 
9.5%  in  1979. 

Expenditures  for  nonpersonal  health  care  items 
made  up  about  9%  of  total  health  expenditures  in 
1985.  Payment  for  the  administration  of  private  and 
public  insurance  plans  (prepayment  and  administra- 
tion ) absorbed  7.1%  of  health  spending,  while  the 
provision  of  public  health  services  ( government 
public  health  activity)  accounted  for  only  1.7%  of 
total  spending.  The  relative  portion  of  state  health 
spending  devoted  to  these  two  categories  has  re- 
mained approximately  the  same  over  the  last  ten 
years. 

Fig  2 shows  the  per  capita  distribution  of  health 
care  spending  in  Texas  by  category  of  service  and 
compares  it  to  the  nation  for  the  years  1975,  1979, 
1983,  and  1985.  The  per  capita  figures  control  for 
differences  in  the  average  population  among  states. 
Fhey  should  not  be  interpreted  as  the  expenditures 
of  a typical  citizen,  but  are  simply  a statistical  mea- 
sure of  the  relative  amount  of  spending  in  a state.  As 
indicated  in  the  table,  Texans  spent  $1,540  per  per- 
son on  health  care  in  1985,  up  from  $535  in  1975. 
Relative  to  the  nation,  Texans  .spend  more  per  per- 
son on  physician  services,  drugs  and  drug  sundries, 
and  prepayment  and  administration,  about  tbe  same 
on  eyeglasses  and  medical  appliances,  and  hospital 
care,  and  less  on  dental  services,  other  professional 
services,  nursing  home  services,  and  government 
public  health  activities. 


ITie  most  significant  spending  differences  be- 
tween Texas  and  the  US  appears  to  be  in  nursing 
home  services  and  government  public  health  activi- 
ties. Texas  expenditures  on  nursing  homes  fell  from 
96%  of  the  national  average  in  1975  to  61.4%  in 
1985.  ITiis  may  be  tbe  result  of  polic'y  changes  in 
the  state’s  Medicaid  rules.  The  state  Medicaid  pro- 
gram pays  for  about  70%  of  all  nursing  home  care 
in  Texas.  More  stringent  Medicaid  eligibility  re- 
quirements and  nursing  home  admission  require- 
ments were  adopted  by  the  state  in  the  late  1970s 
in  an  effort  to  contain  nursing  home  costs  and  pro- 
vide more  appropriate  care  for  the  disabled  and 
elderly.  This  change  in  Medicaid  rules  appears  to 
have  had  a dramatic  effect  on  the  amount  of  expen- 
ditures in  this  service  category'.  This  is  borne  out 
by  data  presented  in  the  next  section  which  shows 
the  relatively  modest  rate  of  growth  in  the  state’s 
Medicaid  budget  devoted  to  nursing  home  care 
since  the  rule  change  was  made. 

Per  capita  spending  on  government  public  health 
activity  in  Texas  is  also  well  below  the  national 
average  and  declining  relative  to  the  national  aver- 
age. As  indicated  in  the  table,  the  relative  amount 
spent  on  this  category  has  fallen  from  about  70%  to 
56%  of  the  national  level.  Since  these  expenditures 
are  made  through  state  and  local  government,  their 
discussion  is  left  to  the  final  section  of  the  paper. 

Sources  of  funding 

Fig  3 shows  the  distribution  of  health  expenditures 
by  source  of  funds  for  Texas  and  the  US  in  1985. 
Federal  payments  include  health  expenditures  made 
by  Medicare,  the  federal  portion  of  Medicaid,  and 
outlays  of  other  federal  programs  based  on  informa- 
tion obtained  from  the  agencies  that  administer 
each  program.  State  payments  include  spending  of 
state  government  agencies  and  institutions  that  is 
not  reimbursed  by  the  federal  government  through 
benefit  payments  or  grants-in-aid,  or  by  patients  or 
their  agents.  Local  government  sources  include 
local  tax  revenues  .spent  on  public  health  activities 


2 Per  capita  distribution  of  health  care  spending  in  Texas  by  category’  of  service. 
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or  support  of  local  public  hospitals  and  clinics. 

Local  spending  is  the  net  of  federal  reimbursements 
and  grants-in-aid  for  various  programs.  Private  in- 
surance represents  the  benefit  payments  made  by 
health  insurance  companies  and  self-insured  em- 
ployers and  the  expenditures  made  by  prepaid 
health  plans  including  health  maintenance  organiza- 
tions and  others.  Consumer  out-of-pocket  expen- 
ditures are  calculated  as  a residual.  They  represent 
total  expenditures,  minus  all  estimated  third-party 
payments. 

In  comparing  Texas  to  the  US,  one  can  see  the 
higher  percentage  of  consumer  out-of-pocket  pay- 
ments in  Texas  and  the  relatively  smaller  p)ortion  of 
payment  from  government  sources  and  private  in- 
surance. The  small  size  of  the  Medicaid  program  in 
Texas,  which  covers  only  about  30%  of  the  state’s 
poverty  level  population,  and  the  smaller  propor- 
tion of  elderly  in  Texas  (9.4%  of  total  population  in 
1985  compared  to  12%  for  the  nation),  which  re- 
duces the  importance  of  federal  expenditures  on 
the  Medicare  program,  may  explain  the  relatively 
small  role  of  government  funding.  The  relatively 
small  portion  of  payment  from  private  insurance 
sources  is  consistent  with  studies  indicating  the 
level  of  insurance  coverage  in  the  state.  For  ex- 
ample, in  its  1985  population  survey,  the  Texas 
Department  of  Human  Services  estimated  that  2.7 
million  Texans,  representing  1 7%  of  the  total  popu- 
lation, had  no  health  insurance  (2).  This  compares 
to  national  estimates  ranging  from  9%  to  16%  un- 
insured (3,4).  The  greater  percentage  of  Texans 
without  insurance  may  be  due  in  part  to  the  size  of 


5.  Health  care  spending  in  1985  by  source  of  funds.  Amounts  in  billions  of  dollars 
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the  agricultural  and  construction  sectors  in  the 
economy.  Employers  in  these  industries  often  do 
not  offer  health  benefits  to  employees. 

State  government  health  expenditures 
State  government  funds  a number  of  programs  and 
activities  involved  in  the  provision,  financing,  and 
regulation  of  health  services.  The  largest  single  item 
in  state  government  spending  is  the  Medicaid  pro- 
gram which  pays  providers  for  services  rendered  to 
certain  poverty  groups,  the  aged,  and  disabled.  State 
government  also  delivers  a broad  range  of  hospital 
and  ambulatory  medical  services  at  various  public 
institutions  and  agencies;  provides  financial  assis- 
tance for  medical  education  and  research  at  various 
public  and  private  universities  and  colleges;  delivers 
public  health  services  through  state,  regional,  and 
local  health  departments;  conducts  licensing  and 
regulatory  activities;  and  insures  state  employees. 

In  carrying  out  all  of  these  activities,  state  govern- 
ment spent  $3.6  billion  in  1985.  This  figure  repre- 
sents all  state  appropriated  funds  devoted  to  the 
above  listed  activities  and  programs  in  fiscal  year 
1985.  (See  Appendix  C for  a brief  description  of  the 
methodology  used  in  estimating  state  government 
expenditures  on  health.) 

Fig  4 presents  state  government  expenditures  by 
category  of  service  for  1975,  1979,  and  1983 
through  1985.  The  categories  include  the  same  ten 
items  as  those  listed  in  Fig  1 for  total  state  expen- 
ditures with  the  additional  category  of  education 
and  research.  By  comparing  the  two  tables,  one  sees 
the  relative  imjwrtance  of  different  services  to  the 
public  and  private  sectors.  As  indicated  in  Fig  4, 
hospital  care,  nursing  home  services,  and  education 
and  research  are  the  three  most  important  catego- 
ries in  the  state  government  health  budget.  Hospital 
and  nursing  home  spending  are  driven  by  the  state’s 
Medicaid  program  which  is  responsible  for  about 
45%  of  state  government  spending  on  health.  The 
state  is  also  a major  funding  source  for  education 
and  research  in  the  medical  field,  devoting  about 


4 state  government  health  care  expenditures  by  category  of  service  in  1975,  1979,  1983-1985  Amounts  in  millions  of  dollars 


Personal  health  care 
Hospital  care 
Physicians’  services 
Dental  services 
Other  professional  services 
Drugs  and  drug  sundries 
Eyeglasses  and  appliances 
Nursing  home  services 
Other  health  services 
Prepayment  and  administration 
Government  public  health  activities 
Education  and  research 
Total 


1975  1979  1983  1984  1985 


f 

% 

t 

% 

$ 

% 

$ 

% 

$ 

% 

733.7 

77.57 

1,221  5 

70.70 

2,068.2 

69.55 

2,280.0 

69.74 

2,470.7 

69.04 

266.7 

28  19 

458.6 

26.54 

1,071.7 

36.04 

1,134.9 

34.72 

1,236.8 

34.56 

84.7 

896 

116.3 

6.73 

153.7 

5 17 

192.8 

5.90 

191.8 

5.36 

0.0 

0.00 

0 1 

0.01 

1.1 

0.04 

1.4 

0.04 

1.8 

0.05 

51.7 

5.46 

82.3 

4.76 

101  3 

3.41 

182.1 

5.57 

258.6 

7.23 

45.5 

4.81 

59  2 

3.43 

89  2 

3.00 

100.5 

3.07 

111.9 

3.13 

00 

000 

00 

0.00 

0 1 

0.00 

0.2 

0.00 

0.2 

0.00 

226.3 

23.93 

416.3 

24.10 

514.8 

17.31 

499.9 

15.29 

504.1 

14.09 

58.8 

6.22 

88.7 

5.14 

136.2 

4.58 

168.2 

5.15 

165.5 

4.63 

39.2 

4.15 

88.6 

5.13 

119.0 

4.00 

249.3 

7.63 

252.3 

7.05 

50  2 

5 31 

145.5 

8.42 

244.8 

823 

158.3 

4.84 

197.0 

5.51 

122.7 

945.9 

12.98 

272.0 

1,727.6 

15.75 

541.5 

2,973.5 

18.21 

581.4 

3,269.2 

17.79 

658.4 

3,578.5 

18.40 
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20%  of  state  government  health  spending  to  this 
activity. 

Fig  5 classifies  state  government  spending  on 
health  by  major  program.  Expenditures  for  the 
state’s  Medicaid  program  constituted  45.2%  of  all 
state  government  spending  in  health  in  1985,  down 
from  53.7%  in  1975,  and  prepayment  and  admin- 
istration spending,  which  has  been  over  7%  of  the 
state  health  budget  for  the  last  two  years,  is  also 
largely  attributable  to  the  Medicaid  program. 
Changes  in  the  Medicaid  program  with  respect  to 
nursing  home  services  have  probably  had  the  most 
dramatic  effect  on  the  state  government  budget  in 
recent  years.  As  indicated  earlier,  these  changes 
concerned  eligibility  and  admission  requirements 
for  nursing  home  care. 

While  the  overall  importance  of  the  Medicaid 
program  has  declined  since  1975,  education  and  re- 
search spending  has  risen  from  about  1 3%  to  over 
18%  of  the  budget.  This  may  be  attributed  to  the 
development  of  two  new  medical  schools  in  the 
state  in  the  late  1970s  and  increases  in  the  budgets 
of  The  University  of  Texas  health  science  centers. 
Education  and  research  spending  by  state  govern- 
ment rose  7.4%  from  1983  to  1984  and  13.2%  from 
1984  to  1985.  Both  years  are  considerably  below 
the  historical  growth  rate  for  this  activity,  which  ex- 
ceeded 20%  in  the  late  1970s  and  has  averaged 
about  17%  since  1980.  Perhaps  the  more  recent 
growth  figures  reflect  the  slower  pace  of  budget  ex- 
pansion since  the  construction  of  the  new  medical 
schools. 

Fig  5 also  shows  a decline  in  importance  of  gov- 
ernment public  health  activities  spending  since 
1979.  In  1985,  expenditures  on  such  programs 
grew  only  1.2%,  and  in  1984  the  rate  of  growth 
was  only  1.8%.  By  comparison,  in  the  late  1970s, 
spending  on  public  health  grew  almost  30%  per 
year,  largely  because  of  expansion  of  public  health 
grants  from  the  federal  government.  Most  of  the  de- 
cline in  government  public  health  spending  since 
1980  can  be  attributed  to  reductions  in  federal  sup- 
port. In  1981,  the  federal  government  consolidated 
2 1 categorical  health  programs  into  four  block 
grants.  This  reorganization  was  accompanied  with  a 
reduction  in  funding  of  23%  for  the  following  year. 
In  recent  years,  state  funding  cuts  to  public  health 
have  accompanied  the  federal  decline  in  support. 

Finally,  state  employee  health  insurance  spending 
is  a small  but  growing  item  in  the  state  government 
budget.  From  1983  to  1985  state  employee  health 
insurance  benefit  payments  grew  at  an  annual  rate 
of  26%.  The  average  growth  since  1975  has  been 
20%  a year.  This  growth  may  be  attributable  both  to 
the  increased  number  of  state  employees  and  to  in- 
creases in  the  cost  of  health  care  per  employee. 


Conclusion 

A slowdown  in  growth  of  health  expenditures  oc- 
curred in  Texas  in  1984  and  1985.  This  two-year 
trend  applies  to  total  health  spending  which  rose 
only  5.2%  in  1985,  per  capita  spending  which  rose 
3.4% , and  spending  by  state  government  programs 
in  health  which  rose  9.5%  in  1985.  All  three  rates 
are  well  below  historical  norms.  The  largest  de- 
clines in  growth  occurred  for  physicians’  services, 
dental  services,  other  professional  services,  and  pre- 
payment and  administration.  With  respect  to  state 
government  spending,  subsidies  for  education  and 
research  and  government  public  health  activities 
experienced  the  greatest  slowdowns  in  growth.  The 
former  reflects  the  completion  of  new  medical  edu- 
cation facilities  in  the  state.  The  latter  is  attributable 
to  federal  and  state  cutbacks  in  support  of  public 
health  programs. 

In  1985,  there  was  a decline  in  the  percentage  of 
state  product  devoted  to  health  care,  reversing  a 
three-year  trend  in  which  the  percentage  had  been 
rising.  Texans  continue  to  spend  less  than  the  na- 
tional average  on  health,  both  on  a per  capita  basis 
and  as  a percent  of  economic  product.  The  biggest 
differences  between  Texas  spending  and  the  US 
average  in  1985  were  in  government  public  health 
activities  and  nursing  home  services,  where  Texans 
spent  56%  and  6l%  of  the  national  average, 
respectively. 
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Medicaid 
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For  additional  resources  on  this  topic,  see  the  MORE  ON 
THE  SUBJECTS  department  in  this  issue. 

Appendix  A:  Definition  of  expenditure 
categories. 

The  expenditure  categories  are  the  same  used  by 
the  Health  Care  Financing  Administration  (HCFA) 
in  their  reports  on  national  and  state  health  expen- 
ditures, with  two  exceptions.  The  HCFA  categories 
“Research”  and  “Construction  of  Medical  Facilities” 
are  not  included  because  of  difficulties  in  obtaining 
accurate  expenditure  information  at  the  state  level. 
Another  category,  “Education  and  Research”  was 
added  to  the  analysis  of  state  government  spending 
on  health  because  of  its  importance. 

1.  Personal  Health  Care:  A collective  category 
which  includes  categories  2 to  9 defined  below. 

2.  Hospital  Care:  All  funds  expended  in  the  pro- 
vision of  services  and  supplies  of  both  public  and 
private  licensed  hospital  facilities,  including  ancil- 
lary services,  staff  services,  and  pharmaceutical  ser- 
vices when  such  are  billed  by  the  hospital. 

3.  Physicians’  Services:  The  gross  income  of  all 
privately  practicing  medical  and  osteopathic  doc- 
tors, excluding  those  physicians  who  are  working  in 
salaried  positions,  such  as  staff  and  government 
physicians,  whose  expenses  are  included  in  other 
categories. 

4.  Dentists’  Services:  The  gross  income  of  all 
privately  practicing  dentists  (analogous  to  physi- 
cians’ services). 

5.  Other  Professional  Services:  The  gross  in- 
come of  all  other  privately  practicing  health  pro- 
fessionals, such  as  visiting  nurses,  chiropractors, 
physical  therapists,  etc. 

6.  Drugs  and  Drug  Sundries:  Total  receipts  from 
the  sale  of  all  prescription  and  nonprescription  drug 
items,  including  items  such  as  first-aid  supplies.  (In- 
stitutionally dispensed  drugs  within  ancillary  ser- 
vices of  institutions  are  not  included ). 

7.  Eyeglasses  and  Appliances:  Total  receipts 
from  the  sale  of  all  eyeglasses  and  prosthetic 
devices. 

8.  Nursing  Home  Services:  All  expenditures 
made  in  the  provision  of  long-term,  institutional  care. 

9.  Other  Health  Services:  Residual  category  that 
includes  all  health  and  medical  expenditures  that 
are  not  included  in  any  of  the  other  categories,  such 
as  industrial  in-plant  services,  public  school  health 
services,  and  medical  rehabilitative  services. 

10.  Prepayment  and  Administration:  The  cost  of 
administering  private  health  insurance  (premiums 


paid  minus  benefits  paid ) and  public  health  insur- 
ance and/or  vendor  payment  programs  (govern- 
ment spending  on  program  administration). 

1 1.  Government  Public  Health  Activities:  Ex- 
penses incurred  in  the  provision  (by  all  levels  of 
government ) of  preventive  health  services  and  pub- 
lic health  education.  (Expenditures  for  such  pro- 
grams as  pollution  control  and  sanitation  services 
are  excluded. ) 

12.  Research  and  Education  (state  government 
expenditures  only  ):  All  expenditures  on  state- 
supported  facilities  of  higher  education  related  to 
medical  research  and  training,  including  schools  of 
medicine,  dentistry,  nursing,  pharmacy,  optometry, 
osteopathy,  biomedical  sciences,  allied  health  sci- 
ences, public  health,  and  health  services  adminis- 
tration. (State  expenditures  for  services  in  state- 
supported  hospitals  are  included  under  hospital 
care ). 

Appendix  B:  Methodology  for  estimating  Texas 
state  expenditures. 

General 

ITie  Health  Care  Financing  Administration  (HCFA) 
periodically  estimates  personal  health  care  expen- 
ditures by  state,  as  well  as  the  nation.  We  have 
adopted  HCFA  estimates  for  Texas  when  available 
(1976—1978,  1980,  1982 — personal  health  service 
categories).  For  the  years  and  categories  that  HCFA 
does  not  estimate  ( 1975,  1979,  1981,  1983,  1984, 
and  1985),  we  provide  independent  estimates  using 
the  same  definitions,  methods,  and  data  sources  as 
HCFA,  whenever  possible.  Because  of  greater  access 
to  data  and  more  sophisticated  methods,  the  HCFA 
figures  are  assumed  to  be  more  accurate  than  ours. 
ITierefore,  we  also  adjusted  our  estimates  based  on 
the  differences  between  HCFA  figures  and  our  own 
figures  for  the  years  in  which  both  are  available.  For 
example,  to  obtain  an  adjustment  factor  for  1983, 
1984,  and  1985,  we  calculate  the  mean  annual 
difference  between  our  estimates  and  the  HCFA 
estimates  for  1980  and  1982.  This  mean  annual 
difference  is  then  multiplied  by  our  estimates  for 
each  year. 

Category  of  service  (1975, 1979, 1981, 
1983-1985) 

1.  Hospital  Care:  Hospital  expenditure  estimates 
are  obtained  from  the  American  Hospital  Associa- 
tion hospital  statistics.  The  net  total  revenue  of 
community  hospitals  is  added  to  the  total  expenses 
of  non-community  hospitals.  The  mean  annual  dif- 
ference is  calculated  and  multiplied  by  our  esti- 
mates to  obtain  the  adjusted  figures. 

2.  Physicians’  Services:  Physicians’  gross  income 
(business  revenue)  is  estimated  by  multiplying  the 
number  of  licensed  private  practice  MDs  (obtained 
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from  Texas  Department  of  Health ) by  the  median 
gross  income  for  physicians  in  the  southwestern 
area  (obtained  from  Medical  Economics,  usually 
September  to  November  issue ).  The  gross  income 
of  DOs  is  estimated  by  multiplying  the  number  of 
licensed  private  practice  DOs  by  a 1 976  DO  income 
estimate  adjusted  forward  by  the  physician  CPI.  The 
MD  and  DO  estimates  are  added,  then  the  mean  an- 
nual difference  is  calculated  and  multiplied  by  our 
estimates  to  obtain  the  adjusted  figures. 

3.  Dentists’  Services:  The  gross  income  of  den- 
tists is  estimated  by  multiplying  the  number  of  li- 
censed dentists  in  private  practice  (obtained  from 
the  Texas  State  Board  of  Dental  Examiners)  by  the 
estimated  mean  gross  revenue  for  dentists  in  the 
west  south  central  region  of  the  US.  This  mean  gross 
revenue  is  calculated  based  on  data  obtained  from 
Dental  Economics.  This  journal  reports  the  per- 
centage of  practicing  dentists  in  various  income 
brackets  by  region.  By  categorizing  the  income  lev- 
els (taking  the  midpoint  of  each  income  bracket) 
and  calculating  univariate  statistics,  a “mean”  gross 
revenue  can  be  estimated.  These  estimates  are  then 
multiplied  by  the  mean  annual  difference  to  obtain 
the  adjusted  estimates. 

4.  Other  Professional  Services:  The  estimate  for 
other  professional  services  is  estimated  by  using  na- 
tional expenditure  data  from  HCFA  reports  and  by 
using  the  current  year  physician  estimate  for  Texas. 
The  assumption  is  made  that  the  Texas  ratio  of 
other  professional  services  to  physicians’  services 
equals  the  national  ratio  of  other  professional 
services  to  physicians’  services.  The  estimates  ob- 
tained by  using  this  formula  are  then  multiplied  by 
the  mean  annual  difference  to  provide  adjusted 
estimates. 

5.  Drugs  and  Drug  Sundries:  Estimates  for  drugs 
and  drug  sundries  are  extrapolated  from  HCFA  data. 
The  average  annual  growth  rate  for  1981  — 1982  is 
applied  to  the  1982  level  of  spending  to  obtain  esti- 
mates for  1983-1985. 

6.  Eyeglasses  and  Appliances:  The  1983-1985 
estimates  are  calculated  using  straight  line  extrapo- 
lation as  in  the  drugs  and  drug  sundries  category. 

7.  Other  Health  Services:  The  1983  to  1985  es- 
timates are  calculated  using  straight  line  extrapola- 
tion as  in  the  drugs  and  drug  sundries  category. 

8.  Nursing  Home  Expenditures:  State  Medicaid 
spending  on  nursing  home  care  is  multiplied  by  the 
estimated  proportion  of  total  nursing  home  expen- 
ditures represented  by  Medicaid.  Then  our  esti- 
mates are  multiplied  by  the  mean  annual  difference 
to  obtain  the  adjusted  estimates. 

Note:  HCFA  does  not  estimate  these  final  three 
categories  at  the  state  level. 

9.  Prepayment  and  Administration:  Prepayment 
and  administration  estimates  are  based  on  four 
components:  (a)  the  net  cost  of  accident  and  health 


insurance  policies — benefits  minus  premiums  (ob- 
tained from  the  Texas  State  Board  of  Insurance);  (b) 
the  net  cost  of  workers’  compensation  attributable 
to  medical  care — Board  of  Insurance;  (c)  the  ad- 
ministration costs  of  Medicare  ( .029  times  total 
Texas  Medicare );  and  ( d ) the  state  government  esti- 
mate for  prepayment  and  administration  ( derived 
from  state  budget  documents). 

10.  Government  Public  Health  Activities:  Gov- 
ernment public  health  activity  (GPHA)  expendi- 
tures are  estimated  as  the  sum  of  three  components: 
(a)  state  expenditures  for  GPHA  (derived  from  state 
budget  documents — see  Appendix  C);  (b)  federal 
tax  revenues  sent  directly  to  local  governments  to 
finance  GPHA;  and  ( c ) local  tax  revenues  spent 

on  GPHA. 

11.  Research  and  Education:  Research  and  educa- 
tion expenditures  are  estimated  from  data  reported 
in  state  budget  documents  (Appendix  C).  They  in- 
clude expenditures  on  state-supported  facilities  of 
higher  education  related  to  medical  research  and 
training,  including:  schools  of  medicine,  dentistry, 
nursing,  pharmacy,  optometry,  osteopathy,  bio- 
medical sciences,  allied  health  sciences,  public 
health,  and  programs  in  health  services  administra- 
tion. ( Expenditures  for  services  in  state-supported 
hospitals  are  included  under  hospital  care ). 

Appendix  C:  Methodology  for  estimating  state 
government  expenditures  on  health. 

Two  steps  were  required  in  order  to  compile  the 
data  on  state  government  spending  on  health.  First, 
health  services  expenditures  were  defined  as  any 
program  or  agency  expenditure  that  had  as  its  pri- 
mary purpose  the  advancement  of  human  physical 
or  mental  health.  Thus,  all  agencies  and  programs 
involved  in  physical  and  mental  health  service  pro- 
vision, financing,  administration,  regulation,  re- 
search, or  training  were  included.  The  standard  data 
source  was  individual  state  agency  legislative  appro- 
priation requests,  which  yielded  historical  expen- 
diture data  categorized  by  agency  program  area  and 
disaggregated  by  method  of  finance.  For  a given 
year,  these  reports  are  obtainable  from  a single 
document:  either  the  Legislative  Budget  Board 
Budget  Recommendations  or  the  Governor  's  Bud- 
get Recommendations. 

The  second  step  was  to  classify  these  program- 
matic expenditures  into  HCFA’s  health  service 
categories.  This  required  both  aggregation  and  dis- 
aggregation of  the  budget  data  based  on  judgments 
regarding  the  specific  nature  of  certain  expen- 
ditures. In  addition  to  the  expenditure  of  state  tax 
revenues,  expenditure  of  monies  collected  from  the 
federal  government,  from  local  governments,  and 
fees  collected  by  state  institutions  were  identified. 
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An  average  of  370  motorcyclists  are  killed  per  year 
on  Texas  highways.  Injuries  sustained  can  impair 
and  disable  individuals  and  also  produce  medical 
care  and  rehabilitative  costs  for  society.  A study 
was  performed  at  a major  medical  facility  to 
evaluate  the  financial  impact  of  motorcycle  acci- 
dents and  to  assess  preventive  measures  that  might 
reduce  injury  atid  control  medical  costs.  For  a se- 
ries of  26  motorcycle  accidents,  the  average  cost 
per  case  for  acute  hospitalization  was  $9,467.88 
with  an  average  of  $3,661.98  being  uncompen- 
sated costs.  The  mandatory  use  of  motorcycle 
helmets  to  decrease  deaths  as  well  as  medical  costs 
is  recommended. 

KEY  WORDS:  MOTORCYCLES,  HEAD  PROTECTIVE  DEVICES, 
COST  AND  COST  ANALYSIS,  HEAD  INJURIES,  MORTAUTY, 


In  spite  of  much  controversy,  the  Texas  seat  belt 
law  became  effective  on  Sept  1,  1985,  with  en- 
forcement beginning  Dec  1,  1985.  Analysis  of 
motor  vehicle  deaths  has  shown  a 5.5%  decrease 
(3,913  to  3,682)  comparing  1984  to  1985  and  an 
additional  30%  decrease  (3,682  to  3,568)  compar- 
ing 1985  to  1986.  Also,  front  seat  fatalities  in  pas- 
senger cars  and  light  trucks  decreased  by  9% 
comparing  1985  to  1984.  These  decreases  occurred 
in  spite  of  2%  to  3%  annual  increases  in  registered 
passenger  vehicles  to  a total  of  over  8 million  pas- 
senger vehicles  and  3%  to  6%  annual  increases  in 
total  vehicle  miles  to  a total  of  over  143-5  billion 
vehicle  miles  travelled  per  year  ( 1 ). 

In  contrast  to  this  good  news  was  the  fact  that 
403  motorcyclists  were  killed  in  Texas  in  1986.  In 
fact,  motorcycle  deaths  have  increased  from  340  in 
1983  to  356  in  1984,  to  361  in  1985,  and  to  403  in 
1986.  This  has  occurred  despite  yearly  decreases  in 
registered  motorcycles  from  322,989  in  1983,  to 
309,008  in  1984,  and  to  277,551  in  1985.  Of  the 
361  killed  in  1985,  76%  were  not  wearing  helmets. 
Despite  the  fact  that  Texas  law  requires  motor- 
cyclists under  the  age  of  18  to  wear  helmets,  73% 
of  the  motorcyclists  under  18  who  were  killed  in 
traffic  accidents  were  not  wearing  helmets  ( 1 ).  The 
success  of  seat  belt  laws  prompted  the  question 
posed  in  this  report:  Could  mandatory  helmet  laws 
comparably  diminish  injury,  fatality,  disability,  and 
health  care  costs  related  to  motorcycle  accidents. 
To  evaluate  this  concept,  a literature  review  was 
performed  and  health  care  costs  at  a major  medical 
institution  were  analyzed. 

Historical  review  of  helmet  laws 

The  advent  in  the  1960s  of  small,  inexpensive 
motorcycles  that  had  excellent  fuel  economy 
helped  promote  their  increased  use  and  interest. 
There  were  521,290  registered  motorcycles  in  the 
US  in  1958.  In  1978  there  were  4,858,707.  Fatalities 


over  this  period  of  time  increased  from  720  in  1958 
to  4,572  in  1978  (2).  To  try  to  stem  this  increasing 
death  toll,  the  Highway  Safety  Act  of  1966  (2)  au- 
thorized the  federal  government  to  set  minimum 
standards  for  state  highway  safety  programs.  Ten 
percent  of  federal  highway  construction  funds  and 
all  federal  highway  safety  funds  could  be  withheld  if 
states  did  not  comply  with  these  safety  standards. 
One  component  of  the  minimum  safety  standards 
required  the  states  to  enact  mandatory  motorcycle 
helmet  use  laws.  In  1966  Georgia  was  the  first  state 
to  require  helmet  use.  By  1975  helmet  use  was  re- 
quired by  all  motorcyclists  in  47  states.  Three 
states,  California,  Illinois  and  Utah,  did  not  enact 
mandatory  helmet  laws. 

In  1976,  Congress  passed  the  Highway  Safety  Act 
( 2 ).  A section  of  this  act  removed  the  authority  of 
the  secretary  of  transportation  to  require  mandatory 
helmet  laws.  Also,  Congress  revoked  the  authority 
of  the  secretary  of  transjxirtation  to  withhold  high- 
way construction  funds.  State  legislators  were  soon 
being  pressured  to  revise  their  helmet  laws  and  by 
1979,  27  states,  including  Texas,  had  either  fully  re- 
pealed their  helmet  laws  or  required  only  motor- 
cyclists under  the  age  of  18  to  wear  helmets.  In 
1977,  Texas  law  was  changed  to  require  helmet  use 
only  for  those  under  the  age  of  18. 

Mortality  statistics  throughout  the  US  showed  an 
increase  in  deaths  of  38%  from  1976  to  1978,  from 
3,312  to  4,572  deaths.  Statistics  in  Texas  showed  a 
similar  trend  with  an  average  of  203  5 motorcyclists 
being  killed  per  year  between  August  1973,  and  Au- 
gust 1977.  Following  modification  of  the  Texas 
motorcycle  helmet  law,  an  average  of  370.5  motor- 
cyclists were  killed  per  year  between  August  1977 
and  August  1985;  73  8%  of  the  fatally  injured 
motorcyclists  in  this  period  were  not  wearing 
helmets. 

These  data  spurred  a number  of  studies  to  see 
whether  helmet  usage  was  indeed  the  factor  cor- 
relating with  the  increase  in  mortality.  The  US  De- 
partment of  Transportation  analyzed  data  in  Colo- 
rado, Oklahoma,  South  Dakota,  and  Kansas  and 
reviewed  data  available  from  other  states  ( 2 ).  Data 
showed  that  the  head  injury  rates  between 
helmeted  and  non-helmeted  riders  were  statistically 
significant  and  favored  helmet  use.  Data  reviewed  in 
Indiana,  Illinois,  and  Michigan  as  well  as  North  Da- 
kota, New  Jersey,  Minnesota,  Louisiana,  Washington, 
and  Utah  lent  support  to  the  conclusion  that  hel- 
mets diminish  the  severity  of  injuries  and  frequency 
of  death  (2). 

A recent  Department  of  Public  Safety  study  ( 3 ) 
surveyed  the  impact  of  helmet  usage  on  cost  and  se- 
verity of  injury.  Unhelmeted  riders  averaged  twice 
as  many  hospital  days  (22.2  days  vs  10.3  days)  and 
nearly  2 1/2  times  greater  hospital  costs  ( $17,155 
vs  $7,2 11)  than  helmeted  riders  for  accidents  re- 
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quiring  hospitalization.  The  study  also  found  that 
4 1 % of  the  unhelmeted  riders  compared  to  27%  of 
the  helmeted  riders  had  no  hospitalization  insurance. 

Although  motorcyclists  have  raised  a number 
of  objections  to  wearing  helmets,  most  felt  that 
helmets  did  decrease  the  risk  of  injury  in  the  event 
of  an  accident  (4—6).  The  major  reason  given  for 
not  wearing  a helmet  was  a feeling  of  security  that 
no  accident  would  occur.  In  fact,  studies  showed 
that  use  of  helmets  decreased  from  approximately 
90%  levels  when  mandatory  usage  was  required  to 
values  in  the  20%  and  30%  range  when  use  was  op- 
tional (3,7). 

Motorcyclists  often  argue  that  wearing  helmets  is 
an  individual  matter  and  that  if  anyone  is  hurt  it  will 
be  them.  This  is  certainly  not  true.  Others  involved 
in  the  accident  may  sustain  physical  injuries  as  well 
as  undergo  serious  emotional  and  financial  strain  as 
can  the  family  and  friends  of  the  injured.  The  in- 
jured motorcyclist  is  most  often  a young  male  in  his 
teenage  years  or  20s.  Injuries  can  lead  to  acute  and 
chronic  medical  costs,  time  lost  from  work,  and  in 
more  severe  cases,  inability  to  return  to  former  or 
sometimes  any  vocation.  Vocational  retraining  or,  in 
some  cases,  long-term  nursing  care  may  be  needed. 
Hartunian  et  al  (8)  estimated  that  516  epccess  deaths 
occurred  in  1980  in  the  28  states  that  repealed  or 
modified  their  helmet  laws.  The  economic  costs 
to  society  were  estimated  to  total  at  least  $180 
million. 

Current  study 

To  assess  the  impact  of  acute  care  costs,  I compared 
total  charges  and  total  payments  for  26  randomly 
selected  patients  hospitalized  at  a large  multi- 
specialty medical  center  for  injuries  sustained  in 
motorcycle  accidents.  Total  health  care  costs  for 
acute  hospitalization  was  $246,164.87  for  an  aver- 
age cost  per  case  of  $9,467.88.  Of  this,  only  61.3% 
was  paid  through  insurance  coverage  with  an  un- 
covered amount  of  38.7%  or  $95,211.39.  This  aver- 
ages $3,661.98  per  motorcyclist  injured  in  the  form 
of  uncompensated  costs. 

Results  of  our  study  substantiate  those  obtained 
in  the  recent  Department  of  Public  Safety  study  ( 3 ) 
showing  substantial  uninsured  health  care  costs  re- 
sulting from  motorcycle  accidents. 

Summary  and  conclusions 

No  one  likes  laws  that  mandate  behavior.  They  can 
be  perceived  as  an  infringement  on  personal  rights. 
However,  the  state  has  a responsibility  which  can 
necessitate  overriding  personal  “rights”  in  the  inter- 
est of  safety,  health,  and  welfare.  Careful  analysis  of 
the  data  in  Texas  and  in  other  states  leads  to  a 
rather  strong  conclusion  that  motorcycle  helmets 
do  play  a very  definite  role  in  decreasing  fatalities, 
severity  of  injuries,  and  overall  health  care  costs  to 


the  individual  and  to  society.  The  choice  of  whether 
to  wear  or  not  wear  helmets  leads  to  a rather  high 
rate  of  noncompliance.  Accidents  burden  society 
with  acute  and  chronic  health  care  costs  and  long- 
term rehabilitation  and  retraining  costs  resulting  in 
increased  overall  health  care  costs,  increased  insur- 
ance premiums,  and  increased  expense  to  society. 
Strong  consideration  should  be  given  to  reinstitu- 
tion of  mandatory  helmet  use  laws  for  all  motor- 
cyclists in  Texas. 
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The  Texas  Natural 
Death  Act 


The  Texas  Natural  Death  Act  provides  four  mecha- 
nisms by  which  life-sustaining  procedures  may 
lawfully  be  either  withdraivn  or  withheld  from  ter- 
minally ill  patients.  These  mechanisms  are  most 
commonly  referred  to  as  “directives"  or  “living 
wills. " While  written  directives  are  clearly  valid 
the  law  allows  for  verbal  as  well  as  presumed  in- 
tent directives.  Procedures  for  the  revocation  of  di- 
rectives are  also  specified.  It  is  unclear  whether 
“Do  Not  Resusitate”  and  similar  orders  must  be 
written  so  as  to  comply  with  the  Act 

KEY  WORDS:  DEATH  AND  DYING,  "DO  NOT  RESUSCITATE” 
ORDERS,  TEXAS  NATURAL  DEATH  ACT. 


The  terminally  ill  or  mortally  injured  patient 
whose  life  is  maintained  solely  by  sophisti- 
cated and  expensive  technology  almost  in- 
variably forces  the  physician  to  address  whether  life 
support  procedures  should  be  terminated  and,  if  so, 
how.  To  the  extent  a health  care  provider  becomes 
1 involved  in  the  decision  to  withhold  or  withdraw 
life-sustaining  procedures,  that  person  must  be  con- 
versant with  Article  4590h,  otherwise  known  as  the 
Natural  Death  Act.  This  is  particularly  true  from  the 
! standpoint  of  the  attending  physician  because  the 
Act  places  the  legal  burden  upon  that  person  to  ver- 
ify that  any  action  has  been  performed  in  accor- 
dance with  the  Act.  In  other  words,  the  attending 
I physician  bears  the  responsibility  of  assuring  that 
the  legal  formalities  have  been  followed  before  life- 
i sustaining  procedures  may  be  withheld  or  termi- 
nated. The  purpose  of  this  article  is  to  explain  the 
Texas  Natural  Death  Act  in  lay  terms  and  without 
the  “legalese”  which  serves,  more  often  than  not,  to 
obscure  rather  than  clarify  legislative  pronounce- 
ments. It  is  not,  however,  a “how  to”  article.  Any 
health  care  professional  is  cautioned  to  consult  with 
experienced  legal  counsel  on  an  individual  case 
basis  on  matters  of  this  nature. 

History 

The  Natural  Death  Act  is  the  origin  of  what  perhaps 
is  more  tactfully  known  as  the  “living  will.”  The  Act 
was  passed  in  1977  in  Texas  which  became  one  of 
the  first  states  to  enact  such  modern  legislation.  It 
was  amended  in  1979  for  the  first  time  and  once 
again  in  1983.  The  69th  legislature  substantially  re- 
worked the  Act  by  way  of  House  Bill  403,  effective 
Sept  1,  1985. 

Definitions 

Any  understanding  of  the  Act  must  begin  with  a re- 
view of  certain  terms  specifically  defined  at  the  be- 
ginning of  the  statute.  Thereafter,  the  terms  are  used 
in  the  balance  of  the  Act,  but  the  reader  must  al- 
. ways  remember  to  refer  back  to  the  definitions  sec- 


tion since  they  are  stated  but  once.  Of  the  seven 
terms  defined,  two  bear  special  mention: 

1.  Attending  physician:  This  is  a key  person  who 
has  certain  responsibilities  under  the  Act  different 
from  those  accorded  consulting  physicians,  nurses, 
or  other  health  care  providers.  The  attending  physi- 
cian is  that  physician  (the  statute  says  “physician,” 
so  presumably  podiatrists  and  chiropractors  would 
not  qualify)  who  has  primary  responsibility  for  the 
treatment  and  care  of  the  patient. 

2.  Life-sustaining  procedure:  This  means  a medi- 
cal procedure  or  intervention  that  uses  mechanical 
or  other  artificial  means  to  sustain,  restore,  or  sup- 
plant a vital  function,  which,  when  applied  to  a ter- 
minally ill  patient,  would  serve  only  to  artificially 
prolong  the  moment  of  death  and  where,  in  the 
judgment  of  the  attending  physician,  noted  in  the 
patient’s  medical  records,  death  is  imminent 
whether  or  not  such  procedures  are  used.  It  does 
not  include  the  administration  of  medication  or  any 
procedure  deemed  necessary  to  promote  comfort 
or  care  or  alleviate  pain. 

The  Act  does  not  provide  any  greater  specificity 
in  defining  a “life  sustaining  procedure”  nor  does  it 
offer  examples  by  way  of  illustration.  While  discon- 
nection of  a ventilator  would  seem  clearly  within 
the  purview  of  the  act,  less  obvious  are  “Do  Not  Re- 
suscitate,” “No  Code,”  “Slow  Code,”  and  “Chemical 
Code  Only”  orders.  This  leaves  wholly  unresolved 
crucial  medicolegal  issues  because  such  orders  are 
commonly  written  without  technical  compliance 
with  the  Act.  Similarly,  withdrawal  of  a nasogastric 
feeding  tube  or  intravenous  fluids  are  not  specifi- 
cally addressed  by  the  Act.  The  Texas  courts  have 
not  provided  any  direction  or  even  clues  as  to 
whether  such  matters  are  governed  by  the  Act  and, 
if  so,  the  legal  consequences  (both  civil  and  crimi- 
nal) for  failure  to  comply  with  the  Act  in  writing 
those  orders. 

Directives 

A “directive”  is  the  legal  term  signifying  the  intent 
of  the  patient  to  have  life-sustaining  procedures 
withheld  or,  if  already  in  place,  withdrawn.  There 
are  essentially  four  types  of  directives.  There  is  also 
a separate  part  of  the  Act  concerning  directives  for 
patients  under  the  age  of  18  years.  These  four  direc- 
tive types  are: 

1.  A formal  written  directive. 

2.  A verbal,  non-written  directive. 

3.  Directives  neither  written  nor  verbally  ex- 
pressed but  nonetheless  given  legal  effect  based 
upon  the  decision  of  the  patient’s  family  and  attend- 
ing physician  under  very  strictly  controlled  circum- 
stances. These  are  referred  to  by  this  author  as 
“presumed  intent”  directives. 

4.  A patient’s  designation  of  a person  to  make 
treatment  decisions  on  behalf  of  the  patient. 
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These  directives  may  share  certain  common  char- 
acteristics, but  simplicity  requires  separate  discus- 
sion of  each. 

WRITTEN  DIRECTIVES 

The  law  encompasses  several  guidelines  for  written 
directives: 

1 . A written  directive  can  be  made  only  by  an 
adult. 

2.  The  adult  must  be  totally  competent  (not  in- 
sane or  otherwise  mentally  incapable  or  under 
some  legal  disability). 

3.  The  adult  must  not  be  pregnant  at  the  time 
any  life-sustaining  procedure  is  withdrawn  or 
withheld. 

4.  The  directive  must  be  in  writing. 

5.  The  directive  must  be  signed  by  the  patient. 

6.  The  directive  must  be  witnessed  by  two 
people  who  meet  the  following  criteria: 

a.  unrelated  by  either  blood  or  marriage  to 
the  patient. 

b.  No  interest  in  the  patient’s  estate  (ie,  will 
not  inherit  or  have  any  possible  claim  of 
inheritance  ). 

c.  No  claim  against  the  patient. 

d.  Not  employed  by  the  attending  physician 
or  the  hospital  where  the  person  is  a patient. 

e.  Not  a patient  in  the  same  hospital, 
f Not  the  attending  physician. 

In  other  words,  both  witnesses  must  be  total  and 
complete  legal  strangers  to  the  patient,  the  attend- 
ing physician,  and  hospital. 

7.  Both  witnesses  must  have  signed  the  direc- 
tive in  the  presence  of  the  patient. 

8.  The  directive  must  actually  be  made  a part  of 
the  patient’s  medical  record  or  chart. 

9-  The  directive  may  include  other  directions 
including  the  designation  of  a person  to  make  treat- 
ment decisions  on  his  or  her  behalf  if  the  patient  be- 
comes comatose  or  incompetent. 

10.  The  statute  does  contain  a sample  directive, 
but  this  is  not  mandatory;  other  language  can  be 
sufficient. 

1 1 . The  statute  does  not  require  that  any  signa- 
ture be  notarized. 

12.  A written  directive  may  be  made  at  any  time; 
not  just  prior  to  admission  of  the  patient  to  the 
hospital. 

VERBAL  DIRECTIVES 

The  law  for  verbal  directives  includes  the  following 
guidelines: 

1 . Only  an  adult  can  make  a verbal  directive. 

2.  The  adult  must  be  legally  competent. 

3-  The  adult  must  not  be  pregnant  at  the  time  any 
life-sustaining  procedure  is  withdrawn  or  withheld. 

4.  Unlike  written  directives,  the  adult  must  be  a 
“qualified  patient”  at  the  time  the  verbal  directive  is 


made.  This  means  that  the  patient  must  first  be  diag- 
nosed in  tmiting  by  two  physicians  (one  of  whom 
is  the  attending  physician)  as  being  aflSicted  with  a 
“terminal  condition.”  This  means  a condition  that 
cannot  be  cured  and,  regardless  of  life-sustaining 
measures,  would,  in  all  reasonable  medical  proba- 
bility, produce  death.  Furthermore,  a terminal  ill- 
ness is  one  for  which  life -sustaining  procedures 
would  only  postpone  the  moment  of  death. 

While  this  definition  may  be  vague,  ambiguous, 
and  subject  to  varying  interpretations,  it  comes 
from  the  Act  itself.  There  are  no  clarifications  to  be 
found  within  the  Act  nor  any  judicial  decisions  am- 
plifying upon  just  what  this  means.  This  flaw  is  most 
likely  a reflection  of  the  fact  the  Act  was  drafted  by 
lay  persons  and  not  those  accustomed  to  scientific 
precision. 

5.  The  verbal  communication  must  be  made  by 
the  patient  in  the  presence  of  the  attending  physi- 
cian and  two  witnesses  who  meet  the  same  criteria 
as  witnesses  for  a written  directive  as  explained 
above. 

6.  The  patient’s  verbal  communication  or  direc- 
tive must  be  noted  by  the  physician  in  the  medical 
record  or  chart. 

7.  The  two  witnesses  who  heard  the  verbal  ex- 
pression are  required  to  sign  the  physician’s  entry 
made  in  the  record  or  chart. 

8.  It  appears  that  in  addition  to  verbally  declaring 
that  life-sustaining  procedures  should  be  withdrawn 
or  withheld,  a patient  may  also  verbally  designate 

a person  to  make  treatment  decisions  for  him 
or  her  for  when  the  patient  becomes  comatose  or 
incompetent. 

PRESUMED  INTENT  DIRECTIVES 

The  third  category  of  directives,  presumed  intent 

directives,  includes  the  following  key  guidelines: 

1 . Presumed  intent  directives  can  be  made  only 
by  an  adult. 

2.  The  patient  must  not  be  pregnant  at  the  time 
the  life-sustaining  procedures  are  withdrawn  or 
withheld. 

3.  The  patient  must  be  a “qualified  patient”  as  de- 
fined above  (ie,  two  physicians  make  a written  diag- 
nosis that  the  patient  has  a “terminal  condition”  as 
that  term  is  defined). 

4.  The  patient  must  be  comatose,  incompetent, 
or  otherwise  incapable  of  communication. 

These  four  conditions  must  be  met  at  the  very 
outset.  They  establish  the  basic  predicate  required 
before  proceeding  further.  Assuming  all  four  have 
been  satisfied,  a fork  in  the  road  is  reached.  Specifi- 
cally, it  must  be  determined  whether  the  patient  has 
a legal  guardian  or  not  as  explained  below. 

If  the  patient  has  a legal  guardian,  the  attending 
physician  and  the  legal  guardian  may  jointly  and 
unanimously  decide  to  withhold  or  withdraw  life- 
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sustaining  procedures,  provided  that  decision  is 
based  upon  actual  knowledge  of  what  the  patient 
would  have  desired. 

If  the  patient  does  not  have  a legal  guardian,  it  is 
lawful  to  withhold  or  withdraw  life-sustaining  pro- 
cedures if  the  decision  is  based  upon  actual  knowl- 
edge of  what  the  patient  would  have  desired  and  if 
at  least  two  of  the  following  categories  of  people,  in 
the  following  priority  or  order,  agree;  spouse  of  the 
patient;  majority  of  reasonably  available  adult  chil- 
dren of  the  patient;  parents  of  the  patient;  or  the 
nearest  living  relative  of  the  patient. 

In  addition,  this  decision  must  be  made  in  the  ac- 
tual presence  of  two  witnesses  who  meet  the  crite- 
ria of  unbiased  witnesses  as  explained  in  the  section 
concerning  written  directives. 

DESIGNATION  DIRECTIVES 

An  adult  person  may  designate  another  adult  person 
to  “make  a treatment  decision.”  The  designated  per- 
son can  only  make  this  decision  when  the  patient 
has  become  comatose,  incompetent,  or  mentally  or 
physically  incapable  of  communication. 

If  the  patient  does  become  comatose,  incompe- 
tent, or  mentally  or  physically  incapable  of  commu- 
nication, then  and  only  then  may  the  attending 
physician  and  the  designated  person  jointly  decide 
to  withdraw  or  withhold  life-sustaining  procedures. 
To  complete  the  decision,  however,  they  must  meet 
five  basic  requirements; 

1.  Both  the  person  designated  by  the  patient  and 
the  attending  physician  must  unanimously  agree. 

2.  The  patient  must  have  a terminal  illness,  as 
that  term  has  been  legally  defined.  Furthermore,  the 
attending  physician  and  one  other  physician,  must 
first  state  in  writing  that  the  patient’s  illness  is  in- 
deed terminal  based  upon  their  personal  examina- 
tion of  the  patient. 

3-  The  patient  must  have  been  an  adult  at  the 
time  he  or  she  designated  another  person  to  make  a 
treatment  decision. 

4.  It  is  clear  that  a written  designation  is  effec- 
tive, but  it  remains  somewhat  uncertain  whether  a 
verbal  designation  would  suffice. 

5.  The  patient  must  not  be  pregnant  when  the 
life-sustaining  procedure  is  withdrawn  or  withheld. 

MINOR’S  DIRECTIVES 

The  Act  does  take  into  account  the  problem  associ- 
ated with  patients  less  than  18  years  of  age.  These 
young  people  are  usually  deemed  legally  incapable 
of  certain  acts,  one  of  which  is  to  give  consent  to 
medical  procedures.  The  Act  provides  a mechanism 
through  which  a person  under  18  may  be  the  sub- 
ject of  a valid  written  directive.  Please  note  that  the 
Act  only  contemplates  a written  directive  whereas 
adults  may  execute  a verbal  directive.  The  following 
conditions  must  exist  in  order  for  a minor  to  be  the 


subject  of  a written  directive; 

1 . The  minor  must  be  a “qualified  patient”  ( ie,  di- 
agnosed in  writing  by  two  physicians  as  having  a 
terminal  condition). 

2.  The  directive  must  be  signed  by  the  parents, 
legal  guardian,  or  adult  spouse.  ( If  the  minor  patient 
is  married  and  the  spouse  is  an  adult,  then  the 
spouse  may  sign. ) If  the  minor  consents,  but  the 
parents,  legal  guardian,  or  adult  spouse  does  not  and 
refuses  to  sign  the  directive,  there  is  some  question 
as  to  whether  the  minor’s  consent  alone  is  sufficient. 
The  Act  is  silent  on  this  point,  but  traditional  legal 
notions  suggest  that  an  unemanciated  minor  may 
not  dictate  the  course  of  his  medical  fate  so  far  as 
the  withdrawal  or  withholding  of  life-sustaining  pro- 
cedures is  concerned. 

3.  If  the  minor  can  communicate,  his  or  her  de- 
sire shall  always  supersede  any  written  directive 
issued  by  any  of  the  above  people. 

4.  The  minor  must  not  be  pregnant. 

Revocation  of  directive 

It  is  not  enough  to  determine  that  a valid  directive 
has  been  made  in  order  to  legally  withhold  or  with- 
draw life-sustaining  procedures.  The  attending  phy- 
sician must  also  be  satisfied  the  directive  has  not 
been  revoked  and,  further,  that  any  decision  to 
withdraw  or  withhold  such  procedures  would  re- 
flect the  present  desire  of  the  patient. 

The  means  by  which  to  revoke  any  directive  are 
simple  and  the  following  rules  are  offered  in  that 
regard; 

1 . A directive  is  revocable  at  any  time  and  even  if 
the  patient  is  not  physically  or  mentally  competent. 

2.  Unless  revoked,  the  law  presumes  the  direc- 
tive remains  in  effect.  In  other  words,  a valid  direc- 
tive has  an  indefinite  shelf  life. 

3.  With  respect  to  written  directives,  revocation 
is  achieved  simply  by  some  act  of  destruction  of  the 
directive  by  the  patient  or  somebody  acting  in  the 
presence  of  the  patient  and  at  his  or  her  request. 
Examples  of  such  “destructive”  acts  including  burn- 
ing, tearing,  obliterating,  or  writing  void  or  cancel 
over  the  directive.  In  the  event  the  written  direc- 
tive has  been  lost  or  is  not  conveniently  located,  it 
can  still  be  revoked  simply  by  the  patient  express- 
ing this  intent  by  a written  paper.  It  must  be  both 
dated  and  signed  by  the  patient.  Actually,  the  statute 
provides  that  a writing  is  not  absolutely  essential. 

A verbal  expression  of  revocation  will  also  suffice. 
This  can  be  done  by  either  the  patient  or  someone 
at  his  or  her  request. 

4.  A written  or  verbal  revocation  is  not  effective 
from  the  standp>oint  of  the  attending  physician 
unless  communicated  to  that  physician.  This  can 
protect  the  physician  from  liability  arising  out  of 
“secret”  revocations. 

5.  Regardless  of  whether  or  not  any  directive  has 
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been  revoked,  the  desire  of  a competent  patient 
shall  always  supersede  the  effect  of  a directive.  To 
take  this  one  step  further,  even  if  the  patient  is  not 
competent,  the  physician  shall  not  comply  with  any 
directive  if  he  has  reason  to  believe  it  does  not  re- 
flect the  present  desire  of  the  patient. 

6.  Once  the  physician  learns  of  a revocation,  he 
must  write  void  on  the  written  directive,  or  if  the 
directive  was  verbal,  the  physician  must  enter  in  the 
medical  record  or  chart  the  date,  time,  and  place  of 
revocation.  If  the  physician  learned  of  the  revoca- 
tion at  a later  point  in  time,  he  or  she  must  also 
record  the  time,  date,  and  place  he  or  she  learned  of 
the  revocation.  The  word  void  must  be  entered  on 
each  page  of  the  chart  where  the  patient’s  verbal  di- 
rective was  recorded. 

7.  It  is  criminal  homicide  to  intentionally  conceal 
a revocation  or  forge  a directive  if  that  conduct 
results  in  the  withdrawal  or  withholding  of  life- 
sustaining  procedures. 

Criminal  and  civil  liability 

Understandably,  most  physicians  are  concerned 
about  the  legal  ramifications  of  following  or  failing 
to  follow  a valid  directive.  Although  it  does  not  ap- 
pear any  court  decision  on  the  subject  has  been 
written  in  Texas,  the  Act  does  provide  some 
guidelines. 

If  a directive  has  been  properly  made,  there  is  no 
civil  or  criminal  liability  if  followed,  provided  that 
the  person  implementing  the  directive  did  not  act 
“negligently.”  The  Act  does  not  define  negligence, 
but  other  laws  have.  Stated  in  its  simplest  terms, 
negligence  is  the  failure  of  a physician  to  conduct 
himself  at  a level  with  or  above  the  standards  of 
medical  care  applicable  to  that  time,  place,  and  cir- 
cumstance. In  other  words,  it  is  the  failure  to  do  that 
which  an  ordinary  physician  would  or  would  not 
have  done  under  the  same  or  similar  circumstances. 

Even  if  a directive  has  been  properly  made,  blind 
obedience  is  not  required  of  a physician.  Instead,  he 
may  excuse  himself  from  implementing  the  direc- 
tive simply  by  refusing,  provided  the  physician 
makes  a reasonable  effort  to  transfer  care  of  the  pa- 
tient to  another  physician.  And,  of  course,  the  physi- 
cian is  not  liable  for  failing  to  follow  any  directive 
which  was  not  made  known  to  him. 

Miscellaneous 

Many  life  insurance  policies  exclude  benefits  if 
death  was  by  suicide.  The  Act  provides  that  a direc- 
tive will  not  serve  as  a basis  for  any  insurer  to  deny 
benefits  on  the  strength  of  that  exclusion. 

A directive  may  never  be  required  of  any  patient 
as  a condition  to  the  rendering  of  health  care. 

A directive  may  never  be  required  of  any  person 
as  a condition  for  becoming  insured  under  any  pol- 
icy,  nor  can  it  be  used  in  calculating  the  amount  of 


premium  to  be  charged. 

It  is  a misdemeanor  to  hide,  damage,  or  cancel  a 
person’s  written  directive  without  the  person’s 
consent. 

Conclusion 

Any  health  care  provider  faced  with  a terminally  ill 
or  mortally  injured  patient  will  almost  invariably 
have  to  confront  the  issue  of  “pulling  the  plug.”  The 
economics  of  the  situation  require  patients,  families, 
and  doctors  to  at  least  consider  the  option  of  a 
living  will.  From  the  standpoint  of  a physician,  I sug- 
gest the  following  approach  be  used  prior  to  any 
treatment  decisions  calling  for  the  withdrawal  or 
withholding  of  life-sustaining  procedures: 

1 . Determine  whether  a written  directive  exists. 
If  so,  it  must  be  reviewed  to  assure  it  is  a valid 
document.  In  that  regard,  reference  is  made  to  that 
portion  of  this  article  detailing  the  requisites  of 
written  directives. 

2.  If  a written  directive  does  not  exist,  a living 
will  can  still  be  legally  and  easily  created.  A compe- 
tent adult  patient  can  execute  a directive  in  writing 
even  though  bedridden  or,  if  necessary,  a verbal  di- 
rective will  be  adequate.  If  the  patient  has  become 
incompetent  prior  to  issuing  a written  or  verbal  di- 
rective, the  physician  should  consider  the  ap- 
plicability of  the  presumed  intent  directive.  Careful 
reference  should  be  made  to  the  requirements  out- 
lined in  this  article  regarding  verbal  and  presumed 
intent  directives. 

3.  Assuming  any  directive  type  applies  to  a given 
situation,  the  physician  must  satisfy  himself  that  the 
directive  is  still  valid  (ie,  not  revoked)  and  that  the 
known  desire  of  the  patient  is  in  keeping  with  any 
decision  to  withdraw  or  withhold  life-sustaining 
procedures. 

4.  Before  proceeding,  the  physician  must  be  cer- 
tain that  all  formalities  are  completed.  Particular  ref- 
erence is  drawn  to  the  definition  of  a “qualified 
patient,”  as  certain  conditions  must  exist  before 
proceeding  further. 

5.  Minors  pose  an  altogether  different  scenario, 
and  the  physician  should  refer  to  that  section  within 
this  article  for  guidance. 

6.  It  is  difficult  to  imagine  any  circumstance  so 
urgent  as  to  preclude  the  few  moments  required  to 
confer  with  legal  counsel.  If  the  physician  is  un- 
familiar with  counsel  experienced  in  matters  of  this 
nature,  a call  to  the  hospital  administrator  or  any 
malpractice  insurance  carrier  should  produce  the 
name  of  an  attorney  conversant  with  the  Act. 

7.  A decision  to  withhold  life -sustaining  proce- 
dures in  the  form  of  a “DNR,”  “No  Code,”  “Slow 
Code,”  “Chemical  Code  Only,”  or  other  similar  code 
order  is  as  commonplace  in  hospitals  today  as  is  the 
fact  most  physicians  fail  to  strictly  comply  with  the 
Act  in  the  writing  of  those  orders.  The  conservative 
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and  safe  route,  of  course,  is  to  follow  the  act  in  writ- 
ing such  an  order.  The  legal  consequences  of  failing 
to  do  so  remain  an  unknown  in  Texas  today.  The  de- 
fense argument  is  that  the  Act  provides  absolute 
civil  and  criminal  immunity  to  the  physician  who 
follows  the  Act.  Failure  to  do  so  merely  deprives  the 
physician  of  that  one  defense  such  that  he  or  she  is 
instead  judged  in  accordance  with  traditional  no- 
tions of  whether  the  physician  met  or  departed 
from  accepted  standards  of  medicine  in  writing  that 
order.  The  plaintiffs  argument  is  that  the  Act  sets 
forth  an  actual  medical  standard  of  care,  the  viola- 
tion of  which  is  tantamount  to  a rebuttable  pre- 
sumption of  negligence  (much  like  the  informed 
consent  provisions  of  Article  4590i  of  the  Texas  Re- 
vised Civil  Statutes)  (2).  The  answer  to  this  serious 
issue  is  not  to  be  found  within  the  Act  and  will  have 
to  be  supplied  by  the  courts  in  the  future.  In  the  in- 
terim, for  those  inclined  to  write  such  orders  with- 
out statutory  compliance,  at  the  very  least  the 
physician  should  take  five  steps: 

1.  Consult  with  the  family  members  and  obtain 
their  consent. 

2.  Clearly  document  such  consent  in  the  medical 
record  and  preferably  have  the  consent  signed  by 
all  family  members. 

3.  Provide  for  a periodic  review  of  the  order  so 
that  a patient  who  unexpectedly  takes  a turn  for  the 
better  is  not  still  the  subject  of  a longstanding  DNR 
order  with  an  indefinite  shelf  life. 

4.  Assure  that  the  order  is  clear  and  unambiguous 
and  bears  the  date  and  time  it  was  written. 

5.  Verify  that  the  chart  accurately  and  fully  de- 
picts the  condition  of  the  patient  relied  upon  as  jus- 
tifying the  order. 

6.  Consider  asking  another  physician  to  examine 
the  patient  and  note  his  concurrence  in  writing  in 
the  chart. 
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in  mother’s  milk.  Exercise  caution  in  prescribing 
Keftab  for  these  patients. 

• Safety  and  effectiveness  in  children  have  not  been 
established. 

Adverse  Reactions: 

• Gastrointestinal,  including  diarrhea  and,  rarely,  nau- 
sea and  vomiting.  Transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely. 

• Hypersensitivity  in  the  form  of  rash,  urticaria,  angio- 
edema,  and,  rarely,  erythema  multiforme,  Stevens- 
Johnson  syndrome,  or  toxic  epidermal  necrolysis. 

• Anaphylaxis  has  been  reported. 

• Other  reactions  have  included  genital/anal  pruri- 
tus, genital  moniliasis,  vaginitis/vaginal  discharge, 
dizziness,  fatigue,  headache,  eosinophilia,  neutro- 
penia, and  thrombocytopenia;  reversible  interstitial 
nephritis  has  been  reported  rarely. 

• Cephalosporins  have  been  implicated  in  trigger- 
ing seizures,  particularly  in  patients  with  renal 
impairment. 

• Abnormalities  in  laboratory  test  results  included 
slight  elevations  in  aspartate  aminotransferase 
(AST,  SGOT)  and  alanine  aminotransferase  (ALT, 
SGPT).  False-positive  reactions  for  glucose  in  the 
urine  may  occur  with  Benedict’s  or  Fehling’s  solu- 
tion and  Clinitest®  tablets  but  not  with  Tes-Tape® 
(Glucose  Enzymatic  Test  Strip,  USR  Lilly). 
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We  reviewed  consecutive  autopsy  reports  and 
medical  records  from  72  patients  admitted  to  a 
major  inpatient  service  with  an  autopsy  rate  con- 
sistently lower  than  the  average  for  our  insti- 
tution. We  intended  to  critically  examine  the 
perception  among  some  clinicians  that  autopsy 
seldom  yields  additional  useful  information.  We 
found  that  in  27 patients  (38% ),  the  autopsy  dis- 
closed 3 1 previously  undetected  major  disorders, 
which  either  clarified  the  major  underlying  disease 
process  or  were  contributory  to  the  cause  of  death. 
In  five  of  these  cases,  a modification  of  therapy 
may  have  prolonged  the  survival  time. 

We  believe  that  autopsy  continues  to  be  an  impor- 
tant tool  that  should  be  used  as  a quality  control 
measure  in  the  delivery  of  medical  care  and  as  a 
means  of  increasing  awareness  of  changing  causes 
of  morbidity  and  mortality  that  accompany  ad- 
vances in  therapy  for  various  diseases. 

KEY  WORDS:  AUTOPSY  DIAGNOSES,  CUNICAL  DIAGNOSES, 
DIAGNOSTIC  DISCREPANCIES,  QUAUTY  ASSURANCE. 


Numerous  reports  attesting  to  the  value  of 
the  autopsy  as  a quality  control  measure 
have  recently  been  published  in  medical 
literature  (1—9).  In  fact,  autopsy  has  been  recog- 
nized as  an  effective  quality  control  for  patient  care 
since  dating  back  to  Morgagni  ( 1 ).  Unfortunately, 
the  past  20  years  have  seen  a nationwide  downward 
trend  in  the  autopsy  rate.  This  decline  has  been  at- 
tributed to  increasing  disinterest  on  the  part  of 
clinicians,  pathologists,  families  of  the  deceased,  and 
hospital  administrators  (2).  Some  of  the  proposed 
factors  contributing  to  decreasing  interest  among 
clinicians  include  a frequently  unacceptable  delay 
in  reporting  autopsy  results,  a fear  that  findings  at 
autopsy  may  increase  the  likelihood  of  litigation, 
and  a desire  by  the  clinician  to  avoid  any  additional 
emotional  upset  to  families  that  may  result  from 
requesting  permission  for  postmortem  examina- 
tion (2). 

Our  institution  has  one  of  the  highest  autopsy 
rates  in  the  country  (50%  to  59%  of  deaths);  how- 
ever, one  major  inpatient  service  has  had  a consis- 
tently lower  autopsy  rate  (25%  to  38%  over  a five- 
year  period)  than  average.  A major  explanation 
offered  by  some  clinicians  has  been  that  autopsy 
contributes  relatively  little  additional  information  to 
their  antemortem  clinical  diagnoses  (2,3).  In  an 
effort  to  investigate  whether  this  perception  is  justi- 
fied, we  reviewed  autopsy  reports  and  medical 
records  from  that  service  to  identify,  categorize,  and 
quantitate  discrepancies  between  premortem  and 
postmortem  diagnoses. 

We  would  like  to  emphasize  that  this  study  is 
not  intended  to  be  a criticism  of  any  single  branch 
of  medicine  or  of  clinicians  in  general,  but  to  be 


thought  provoking.  In  addition  to  identifying  the 
discrepancy  between  antemortem  and  postmortem 
diagnosis,  the  study  also  intends  to  highlight  the  im- 
mediate effects  of  falling  autopsy  rates  on  the  qual- 
ity of  patient  care,  and  the  long-term  effects  on  the 
education  of  future  physicians.  In  fact,  with  a con- 
tinned  decline  in  autopsies,  it  is  conceivable  that 
medical  students  may  not  be  able  to  see  any  gross 
pathology  in  order  to  conceptualize  the  clinico- 
pathological  correlations. 

Materials  and  methods 

We  studied  73  consecutive  reports  of  autopsies  per- 
formed between  Jan  1 and  June  30,  1985,  from  one 
inpatient  service  at  The  University  of  Texas  Medical 
Branch  (UTMB),  for  correlation  between  ante- 
mortem and  postmortem  diagnoses.  It  was  neces- 
sary to  exclude  one  case  because  restrictions  on  the 
autopsy  rendered  correlation  impossible.  In  each  of 
the  remaining  72  cases,  the  findings  at  autopsy  were 
compared  with  antemortem  clinical  diagnoses, 
which  were  determined  by  reviewing  the  medical 
record  of  each  patient’s  final  hospitalization.  Diag- 
noses appearing  on  the  final  autopsy  report,  but  not 
elsewhere  in  the  medical  record,  were  counted  as 
diagnostic  discrepancies  and  were  categorized 
according  to  the  scheme  of  Goldman  et  al  (3).  Ac- 
cording to  this  scheme,  major  diagnostic  discrepan- 
cies were  those  in  which  the  missed  diagnosis  was 
an  important  causative  factor  in  the  patient’s  demise 
or  in  which  the  major  clinical  diagnosis  was  either 
unknown  or  in  error.  The  discrepancy  was  cate- 
gorized as  class  I if  the  knowledge  of  the  diagnosis 
antemortem  would  have  resulted  in  a change  of 
therapy,  with  a potentially  improved  survival  time. 
Examples  of  class  I discrepancies  include  treatable 
infectious  diseases  and  undiagnosed  myocardial  in- 
farction in  a patient  dying  on  a general  medical  unit. 
Missed  major  diagnoses  with  an  equivocal  impact 
on  survival,  because  of  (a)  unavailability  of  effective 
therapy,  (b)  a patient’s  refusal  to  receive  further 
therapy,  or  (c)  appropriate  therapy  for  a cardio- 
respiratory arrest  of  unknown  etiology,  were  cate- 
gorized as  class  II  discrepancies.  Also  categorized  as 
class  II  discrepancies  were  unrecognized  dissemi- 
nated malignancy,  undiagnosed  treatable  infection 
in  a patient  with  disseminated  malignancy,  and 
clinically  undetected  myocardial  infarction  occur- 
ring in  an  intensive  care  unit  setting. 

Minor  diagnostic  discrepancies  were  missed  diag- 
noses that  were  not  directly  related  to  the  cause  of 
death.  If  a minor  diagnosis  was  attributable  to  the 
major  underlying  condition,  it  was  categorized  as 
class  III.  Examples  include  unrecognized  marantic 
endocarditis  in  a patient  with  systemic  lupus  erythe- 
matosus and  unrecognized  toxoplasmosis  in  a pa- 
tient with  acquired  immune  deficiency  syndrome. 
Class  IV  discrepancies  were  either  unrelated  diag- 
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noses  that  may  have  eventually  affected  the  prog- 
nosis or  were  unrecognized  manifestations  of  a 
terminal  process.  Unsuspected  peptic  ulcer  disease, 
latent  neoplasms,  and  myocardial  abscess  in  a termi- 
nally ill  patient  dying  of  Candida  sepsis  are  ex- 
amples of  class  fV  discrepancies. 

Results 

In  44  (61%  ) of  the  72  patients,  the  autopsy  dis- 
closed diagnoses  not  present  in  the  antemortem 
medical  record.  Of  these  44  cases,  32  had  a single 
discrepancy,  6 had  two  discrepancies,  and  the  re- 
maining 6 cases  had  three  discrepant  diagnoses. 
Thirty -one  missed  diagnoses  in  27  patients  were 
considered  to  be  major  discrepancies,  while  3 1 
diagnoses  in  23  cases  were  judged  to  be  minor 
discrepancies. 

The  major  diagnostic  discrepancies  are  summa- 
rized in  Fig  1 . Five  were  categorized  as  class  I,  three 
of  these  being  treatable  infectious  diseases,  includ- 
ing one  case  each  of  meningococcemia,  staphylo- 
coccal pneumonia,  and  Clostridium  septicum 
myonecrosis,  which  may  have  responded  to  specific 
antimicrobial  therapy.  Two  cases  were  unrecog- 
nized acute  myocardial  infarction  occurring  in  pa- 
tients who  died  on  a general  medical  unit  without 
the  benefit  of  intensive  care  unit  monitoring. 

The  remaining  26  missed  major  diagnoses  were 
categorized  as  class  II  discrepancies  because  it  was 
felt  that  antemortem  knowledge  of  the  diagnosis 
probably  would  not  have  resulted  in  an  increased 
survival  time.  In  ten  of  these  cases,  therapy  would 
have  been  changed  if  the  diagnosis  was  known; 
however,  it  was  likely  that  the  therapy  would  not 
have  been  effective  in  increasing  long-term  survival. 
As  an  example,  a case  of  disseminated  zygomycosis 
was  categorized  as  class  II  discrepancy  because  of 
the  usually  poor  response  of  this  infection  to 
amphotericin  B.  Similarly,  unrecognized  bacterial 
sepsis  in  a patient  with  disseminated  malignancy 
was  also  categorized  as  class  II  because  of  the  poor 
prognosis  associated  with  malignancy.  Half  of  the 
class  II  diagnostic  discrepancies  were  under  the  in- 
fectious category.  Of  the  seven  unrecognized  bacte- 
rial infections,  there  were  two  cases  of  septicemia, 
four  of  pneumonia,  and  one  of  extrapulmonary  my- 
cobacteriosis.  Disseminated  fungal  infections  in- 
cluded three  cases  of  candidiasis  and  one  case  each 
of  zygomycosis  and  aspergillosis.  The  single  clinically 
unrecognized  viral  infection  was  acquired  immune 
deficiency  syndrome  diagnosed  at  autopsy  in  a pa- 
tient who  had  a clinical  diagnosis  of  pulmonary  tu- 
berculosis complicated  by  tuberculous  meningitis. 
This  patient  was  found  to  have  cerebral  toxo- 
plasmosis at  autopsy,  as  well  as  antibody  to  human 
immunodeficiency  virus  (human  T-lymphotropic 
virus  type  III ) in  a postmortem  serum  specimen. 

Of  the  five  cases  involving  misdiagnosis  of  malig- 


nant neoplasms,  three  were  known  to  have  a dis- 
seminated malignancy,  although  the  histologic  type 
and  primary  site  were  unknown;  in  the  fourth  pa- 
tient, the  histologic  type  of  the  malignancy  was  in- 
correct on  antemortem  biopsy,  and  in  the  remaining 
case  malignancy  was  only  discovered  at  autopsy. 

The  two  patients  with  discrepancies  involving 
hemorrhage  were  known  to  have  gastrointestinal 
hemorrhage  prior  to  death,  but  the  source  could  not 
be  determined.  Autopsy  showed  bleeding  esophageal 
varices  in  one  and  perforated  esophagus  in  the 
other  patient. 

There  were  31  discrepant  minor  diagnoses  in- 
volving 23  patients;  these  included  14  infections, 

7 benign  neoplasms,  4 abdominal  aortic  aneurysms, 
2 cases  each  of  peptic  ulcer  disease  and  pulmonary 
thromboemboli,  and  1 case  of  mitral  valvular  maran- 
tic endocarditis  in  a patient  with  systemic  lupus 
erythematosus  who  had  had  multiple  cerebral 
infarcts. 

Discussion 

Our  small  series  of  72  patients  yielded  results  sur- 
prisingly similar  to  those  of  several  such  previous 
studies  (ie,  7%  major  discrepancies  with  a poten- 
tially adverse  effect  on  survival  as  compared  to  pre- 
viously reported  figures  of  4.0%  to  18.7%  ) (4).  We 
also  cdculated  that  37%  of  patients  in  our  series 
had  important  unexpected  findings,  as  compared  to 


1.  Major  diagnostic  discrepancies  disclosed  at  autopsy  for  72 
patients 


Class  1* 

Class  lit 

Cardiovascular: 

Myocardial  infarction 

2 

4 

Pulmonary  thromboembolism 

— 

2 

Infectious; 

Bacterial 

3 

7 

Fungal 

— 

5 

Viral 

— 

1 

Neoplastic: 

Malignancy  not  diagnosed  antemortem 
(adenocarcinoma  of  lung) 

1 

Erroneous  antemortem  biopsy  diagnosis 
(pleomorphic  pancreatic  carcinoma 
misdiagnosed  as  B cell  lymphoma) 

1 

Clarification  of  primary  sitej: 

— 

3 

Gastrointestinal  hemorrhage: 

Esophageal  varices 

— 

1 

Perforated  esophagus 

— 

1 

Total  major  discrepancies 

5 

26 

•Major  diagnosis  not  established  clinically;  potentially  adverse  im- 
pact on  survival. 

t Major  diagnosis  not  established  clinically;  equivocal  impact  on 
survival. 

jiMalignancy  diagnosed  clinically,  but  primary  site  not  known  (one 
each  of  pancreatic,  hepatocellular,  and  lung  carcinoma  ). 
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11%  to  61%  in  several  previous  series  (4).  In  one 
large  series  by  Friederici  et  al,  61%  of  their  2,537 
cases  disclosed  important  unexpected  findings,  in- 
cluding class  I discrepancies  in  10.2%  of  the  cases 
( 5 ).  It  should  be  pointed  out  that  a certain  degree 
of  subjectivity  in  categorization  is  unavoidable  in  a 
study  such  as  this,  particularly  in  distinguishing  be- 
tween class  1 and  class  II  discrepancies.  It  may  be 
argued  that  the  failure  to  diagnose  the  histologic 
type  of  tumor  in  a patient  known  to  have  dissemi- 
nated malignancy’  should  not  be  categorized  as  a 
major  discrepancy,  since  the  clinical  diagnosis  of 
malignancy  was  in  fact  made.  However,  we  elected 
to  categorize  these  cases  as  major  discrepancies, 
since  the  major  underlying  disease  was  not  fully 
characterized  clinically.  Additionally  no  attempt  has 
been  made  in  this  study  to  determine  whether  the 
patients  with  class  II  discrepant  diagnoses  should 
have  undergone  more  intensive  investigative  and 
therapeutic  procedures,  since  this  is  a decision  most 
appropriately  made  by  the  clinician  after  considera- 
tion of  such  factors  as  expected  quality  of  life  and 
the  patient’s  ability  to  tolerate  additional  proce- 
dures (6). 

It  is  interesting  to  note  that  there  has  been  no  sig- 
nificant change  in  the  incidence  of  discrepancy  be- 
tween antemortem  and  postmortem  diagnoses, 
despite  the  diagnostic  advances  made  in  recent 
years.  This  has  been  very  well  documented  in  a 
study  by  Goldman  et  al  who  examined  the  fre- 
quency of  discrepant  diagnoses  discovered  at  au- 
topsy for  each  of  the  years  1 960,  1 970,  and  1 980, 
and  found  no  significant  change  in  the  discrepancy 
rate  ( 3 )•  However,  they  noticed  a change  in  the  pat- 
tern of  conditions  implicated  as  cause  of  death,  with 
a decrease  in  the  number  of  deaths  due  to  renal  fail- 
ure and  pulmonary  embolus,  and  a concomitant  in- 
crease in  the  number  of  deaths  due  to  systemic  infec- 
tions. ITiey  suggested  that  advances  in  therapy  that 
resulted  in  increased  survival  times  for  such  condi- 
tions as  renal  failure  and  neoplasms  also  allowed  the 
emergence  of  difficult-to-diagnose  diseases  such  as 
systemic  fungal  and  viral  infections. 

'Hie  profile  of  combined  class  I and  II  discrepan- 
cies in  our  series  is  similar  to  that  in  the  series  of 
Goldman  et  al,  in  which  infections  and  myocardial 
infarctions  accounted  for  more  than  half  of  the 
major  discrepancies  during  the  third  era  covered  by 
their  study  ( 3 )■  Significant  in  our  series  was  the  fact 
that  five  of  the  six  disseminated  fungal  infections 
were  completely  unsuspected  prior  to  the  patient’s 
demise,  attesting  to  the  difficulty  in  establishing  this 
diagnosis  before  death.  A useful  role  for  autopsy  in 
this  regard  is  to  identify  situations  in  which  uncom- 
mon and  difficult-to-diagnose  conditions  may  occur, 
so  that  clinicians  will  have  an  appropriately  high  in- 
dex of  suspicion  when  treating  such  patients. 

An  appropriately  high  autopsy  rate  is  necessary  to 


assure  accuracy  in  the  compilation  of  mortality  sta- 
tistics, which  in  turn  is  essential  in  monitoring 
changing  profiles  of  diseases  in  order  to  define  pri- 
orities in  research  endeavors.  'Hie  high  incidence  of 
major  discrepancies  in  various  series  indicates  that 
if  autopsies  are  only  performed  in  selected  cases,  as 
proposed  by  Burrows  (7),  then  a significant  number 
of  diseases  will  remain  undiagnosed. 

While  the  clinicians  are  urged  to  aggressively 
seek  permission  for  postmortem  examination,  the 
pathologists  clearly  have  responsibilities  in  max- 
imizing the  benefits  to  be  derived  from  the  autopsy. 
Foremost  among  these  is  the  availability  of  provi- 
sional and  final  autopsy  reports  in  a timely  fashion. 
In  a recent  survey  of  1 44  chairmen  of  departments  of 
medicine  and  surgery  in  American  medical  schools, 
the  single  most  significant  criticism  of  the  autopsy 
service  in  their  hospitals  was  the  excessive  delay 
between  the  postmortem  examination  and  the  re- 
ceipt of  the  final  autopsy  report  (8).  Pathologists 
should  realize  that  with  increaing  intervals  between 
the  autopsy  and  the  issuance  of  the  final  report,  the 
details  and  questions  surrounding  the  case  will  have 
been  forgotten  by  clinicians  consequent  to  con- 
cerns about  current  patient  care  responsibilities. 

The  other  criticisms  mentioned  in  the  survey  in- 
cluded an  uneven  quality  of  prosectors  and  irrele- 
vant autopsy  reports  which  fail  to  address  clinical 
problems.  Pathologists  should  review  the  medical 
record  in  detail  as  well  as  seek  information  verbally 
from  the  clinicians  and  address  the  clinical  ques- 
tions when  compiling  the  final  case  summary  so 
that  the  clinician  receives  a report  that  is  relevant 
to  issues  raised  during  the  patient’s  final  hospital 
course.  In  order  to  achieve  this,  a complete  autopsy 
needs  to  be  done.  Directed  autopsies,  that  is,  those 
which  seek  only  to  answer  specific  questions,  would 
be  expected  to  miss  a significant  number  of  impor- 
tant diagnoses  which  may  have  also  been  missed 
clinically. 

In  summary,  the  present  study  demonstrates  that 
significant  discrepancies  continue  to  exist  between 
antemortem  and  postmortem  diagnoses.  The  study 
also  reiterates  the  fact  that  in  spite  of  significant  ad- 
vances in  diagnostic  techniques,  autopsy  remains  as 
the  only  indisputable  final  diagnostic  tool.  A reason- 
ably high  autopsy  rate  is  therefore  essential  in  order 
to  assess  the  quality  of  medical  care  and  to  assure 
accuracy  in  the  compilation  of  mortality  statistics. 
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Lung  cancer  is  now  the  leading  came  of  death 
from  cancer  in  women  as  well  as  in  men.  The  rate 
of  increase  for  lung  cancer  mortality  is  decreasing 
in  men  and  rapidly  increasing  in  women.  Several 
age-specific  lung  cancer  mortality  rates  are  cur- 
rently decreasing  in  both  white  and  black  males. 
Patterns  of  mortality  rates  and  projected  numbers 
of  new  cases  are  presented  for  both  the  US  and 
Texas.  Among  the  well  known  etiologic  agents  for 
lung  cancer,  smoking  is  clearly  the  predominant 
one.  Future  patterns  of  lung  cancer  incidence  and 
mortality  are  highly  dependent  on  smoking  pat- 
terns over  time  and  are  discmsed.  Lung  cancer  is 
largely  a preventable  disease,  and  recent  success 
with  anti-smoking  policies  should  directly  in- 
fluence the  future  burden  of  lung  cancer  in  our 
society. 

KEY  WORDS:  LUNG  NEOPLASMS,  SMOKING,  OCCUPATIONAL 
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Mortality  and  incidence  rates  in  the  US 

In  the  US,  lung  cancer  has  been  the  primary  cause 
of  cancer  death  among  men  since  the  early  1950s 
( 1 ),  and  by  1 983  several  states  reported  that  lung 
cancer  had  surpassed  breast  cancer  to  become  the 
leading  cause  of  death  from  cancer  in  women  as 
well  as  in  men  (2,3).  Age-adjusted  lung  cancer  mor- 
tality rates  by  race  and  sex  are  summarized  on  a 
semi-logarithmic  scale  for  the  past  30  years  in  Fig  1 . 

While  the  overall  lung  cancer  mortality  rates  are 
increasing  for  both  men  and  women,  the  rate  of  in- 
crease for  lung  cancer  mortality  is  currently  de- 
celerating in  men  and  rapidly  accelerating  in 
women.  This  trend  can  be  seen  between  1950  and 
1979,  where  mortality  from  lung  cancer  in  white 
males  increased  1 16%  as  compared  to  199%  in 
white  women  (Fig  1 ).  Doll  and  Peto  (4)  reported  a 
decrease  in  the  lung  cancer  mortality  per  million 
American  men  ages  35  to  49  during  the  1970s.  The 
age-specific  lung  cancer  mortality  rates  are  now  de- 
creasing in  white  males  less  than  55  years  old  and  in 
black  males  less  than  45  years  old  (5),  which  sug- 
gests that  lung  cancer  mortality  rates  for  males  may 
have  reached  their  peak  during  the  1970s  and  this 
will  be  reflected  in  decreased  mortality  rates  for 
other  age  groups  as  well.  Additional  evidence  that 
the  incidence  rates  for  US  males  have  plateaued  is 
provided  by  a population-based  study  of  the  inci- 
dence of  lung  cancer  in  Olmsted  County,  Minn.  In 
this  study  the  lung  cancer  mortality  rate  for  men 
from  1965  to  1974  was  41.2  per  100,000  per  year, 
and  from  1975  to  1979,  the  rate  was  41.3  (6).  Re- 
cent incidence  rates  for  the  US  population  illustrate 
the  rates  for  white  males  and  females  relative  to 
nonwhite  males  and  females.  Average  annual  age- 
adjusted  incidence  rates  for  the  US  during  1978  to 
1981  were  81.0  per  100,000  in  white  males,  119.0 


per  100,000  in  black  males,  28.2  per  100,000  in 
white  females,  and  30.5  per  100,000  in  black  fe- 
males (7). 

The  American  Cancer  Society  estimates  that  in 
1986  there  will  be  149,000  new  cases  of  lung  can- 
cer in  the  US,  100,000  in  men  and  49,000  in 
women,  and  130,100  deaths  from  lung  cancer, 
89,000  in  men  and  41,100  in  women  (8).  Thus,  in 
1986  lung  cancer  will  account  for  16%  of  all  cancer 
cases  (21%  in  males  and  1 1%  in  females).  Because 
of  the  low  survival  rates  (relative  five-year  survival 
less  than  1 5%  ),  this  malignancy  will  account  for 
28%  of  all  cancer  deaths  (35%  in  males  and  19%  in 
females)  (8). 

Lung  cancer  in  Texas 

Similar  trends  and  differentials  in  lung  cancer  mor- 
tality for  men  and  women  can  also  be  seen  in  Texas, 
and  some  aspects  of  these  trends  have  been  noted 
(5,9).  Age-adjusted  lung  cancer  mortality  rates  from 
1950  to  1979,  however,  showed  greater  increases 
for  both  white  males  and  females  in  Texas  than  in 
the  US  as  a whole  but  not  for  nonwhites  (Fig  2).  Be- 
tween 1950  and  1979,  lung  cancer  mortality  rates 
in  Texas  increased  146%  for  white  males  and  204% 
for  white  females.  The  decrease  in  lung  cancer 
death  rates  in  the  US  for  white  males  under  55  years 
old  and  black  males  under  45  years  old  is  also  ob- 
served in  Texas  ( 5 ).  The  American  Cancer  Society 
estimates  that  in  1986  there  will  be  8,000  new 
cases  of  lung  cancer  and  7,000  deaths  due  to  lung 
cancer  in  Texas  (8),  with  lung  cancer,  then,  ac- 
counting for  16%  of  all  cancer  cases  and  29%  of  all 
cancer  deaths. 

As  has  been  noted,  female  lung  cancer  mortality 
surpassed  breast  cancer  mortality  in  1983  in  several 
states,  but  in  Texas  this  crossover  occurred  in  1979 
for  white  females  and  in  1982  for  black  females  (9). 
Earlier  geographic  comparisons  based  on  mortality 
rates  for  US  counties  indicated  that  white  females  in 
Harris  County,  Texas,  have  one  of  the  highest  lung 
cancer  mortality  rates  for  women  in  the  US  ( 10,1 1 ). 
Similarly,  the  lung  cancer  mortality  rates  for  males 
in  several  Texas  coastal  counties  were  among  the 
highest  rates  for  all  US  counties  (11).  These  con- 
cerns provided  the  basis  for  a series  of  large  scale 
population-based  case-control  interview  studies 
conducted  by  faculty  at  The  University  of  Texas 
Health  Science  Center  at  Houston  School  of  Public 
Health  in  collaboration  with  the  National  Cancer  In- 
stitute (10,12,13). 

The  causes  and  prevention  of  lung  cancer 

These  studies,  as  well  as  earlier  investigations,  indi- 
cate that  smoking  is  clearly  the  predominant  risk 
factor  for  lung  cancer  and  it  is  estimated  that  this 
exposure  accounts  for  85%  to  90%  of  lung  cancer 
among  men  and  more  than  75%  among  women  (4). 
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Although  to  a far  lesser  degree  than  smoking,  oc- 
cupational and  other  environmental  exposures  also 
play  an  important  role  in  lung  cancer  etiology.  For 
example,  it  is  estimated  that  1 5%  of  lung  cancer  in 
men  and  5%  in  women  may  be  attributed  to  oc- 
cupational exposures  (4).  Occupational  exposures 
known  to  be  associated  with  lung  cancer  include  ar- 
senic, asbestos,  chloroethers,  chromium,  ionizing 
radiation,  mustard  gas,  nickel,  and  polynuclear  aro- 
matic hydrocarbons  (14).  Although  the  role  of 
other  exposures  is  not  so  clear-cut  as  the  smoking 
and  occupational  ones,  such  factors  as  nutritional 
status,  carotene  and  total  vitamin  A intake,  exposure 
to  environmental  tobacco  smoke,  radon,  and,  pos- 
sibly, ambient  air  pollution  are  suspected  to  contrib- 
ute to  the  etiology  of  lung  cancer  (14). 

Because  smoking  patterns  have  varied  markedly 
over  time,  prediction  of  patterns  of  lung  cancer  in- 
cidence and  mortality  highly  depends  upon  an  ex- 
amination of  incidence  rates  for  birth  cohorts. 
Changes  in  smoking  patterns  influence  both  the  in- 
tensity of  exposure  (dose)  and  the  time  from  initial 
exposure  to  disease  expression  (induction  time) 
and  would  be  linked  directly  to  the  changing  pat- 
terns of  lung  cancer  mortality  rates  in  the  US  and  in 
Texas. 

Following  the  Surgeon  General’s  report  on  smok- 
ing and  health  in  1964,  the  prevalence  of  smoking 
among  US  males  decreased  from  52%  in  1965  to  ap- 
proximately 35%  in  1983  (15,16).  Allowing  for 
some  lag  time,  the  declines  already  observed  for 
lung  cancer  incidence  and  mortality  rates  in  males 
should  continue.  The  reduction  in  smoking  preva- 
lence rates  among  females  has  been  smaller  and 
slower  to  occur  than  the  reduction  observed  for 
males,  resulting  in  a fairly  constant  prevalence  of 
smoking  among  females  of  approximately  33%  from 
1965  to  1976  and  a modest  decrease  to  about  29% 
in  1983  (16).  Therefore,  we  can  expect  the  ob- 
served increases  in  lung  cancer  rates  for  females  to 
continue  into  the  next  decade  as  the  women  most 
heavily  exposed  to  cigarettes  during  1965  to  1970 
move  into  the  age  groups  where  the  risks  for  lung 
cancer  are  the  highest  (ie,  above  60  years)  (17). 

The  knowledge  that  the  primary  known  risk  fac- 
tors for  lung  cancer,  (ie,  exposure  to  cigarette 
smoke  and  occupational  exposures)  can  be  con- 
trolled is  of  major  importance  for  making  lung  can- 
cer a condition  that  is  largely  preventable.  The 
awareness  that  lung  cancer  can  be  prevented  pro- 
vides a sound  basis  for  active  intervention  and  pre- 
vention programs  highlighted  in  a report  by  the 
Legislative  Task  Force  on  Cancer  in  Texas  (18). 

With  the  public’s  acceptance  that  smoking  causes 
lung  cancer,  there  has  been  significant  progress  to- 
wards the  control  of  smoking  in  both  public  and 
private  arenas.  The  success  of  these  programs  is 
based  on  strong  regulation  and  supportive  smoking 


1.  Lung  cancer  mortality  rates  in  the  US  by  race  and  sex 
1950—1979,  age-adjusted  to  the  1970  US  population  Data  from 
US  Cancer  Mortality  Rates  and  Trends  (11). 
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2.  Lung  cancer  mortality  rates  in  Texas  by  race  and  sex 
1950—1979,  age-adjusted  to  the  1970  US  population  Data  from 
US  Cancer  Mortality  Rates  and  Trends  ( 1 1). 
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cessation  programs.  Approximately  30%  of  all  pri- 
vate sector  workplaces  have  adopted  a formal  smok- 
ing policy  (19).  In  one  report,  a ban  on  smoking  in 
the  work  environment  was  initiated  by  a telephone 
company  with  the  support  of  two  unions  ( 20  ).  After 
six  months’  experience  with  the  smoking  ban,  no 
employee  had  resigned  due  to  the  ban,  and  no  law- 
suits were  filed  against  the  company.  In  addition  to 
the  smoking  policies  administered  by  the  private 
sector,  governments  at  all  levels  are  increasingly 
enacting  and  strengthening  such  policies  (19). 
Through  a recently  adopted  anti-smoking  policy, 

The  University  of  Texas  System  Cancer  Center  is 
committed  to  becoming  a smoke -free  institution  by 
1991  (21 ).  Infractions  of  the  policy  are  subject  to 
disciplinary  action.  Through  continued  and  success- 
ful smoking  cessation  efforts,  lung  cancer  incidence 
and  mortality  can  be  reduced.  The  benefits  of  such 
efforts  are  not  limited  to  reductions  in  lung  cancer 
risks,  since  at  the  same  time,  decreases  in  many 
other  smoking-related  diseases  will  most  likely 
occur. 
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Before  prescribing,  see  complete  prescribing 
information  in  SKSF  LAB  CO.  literature  or  PDR. 
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Precautions:  While  a weak  antiandrogenic  effect 
has  been  demonstrated  in  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  Of  in  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24-month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  ceil  tumors  were  seen>  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet 
Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  foUowing  the  rapid  admin- 
istration of  tagamet  HCl  (brand  of  cimetidine  hy- 
drochloride) injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preciude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  ill  patients^ 
Tagamet  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny* 
toin.  propranolol,  chlordiazepoxide.  diazepam,  lido- 
Caine,  theophylline  and  metronidazole.  Clinicalty  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  is  administered  concomitar^Hy 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a Cfossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  500  mg.  q.i.d.  or  800  mg. 
h.s.  concomitantly  with  a 500  mg.  b.l.d.  dosage  of 
theophyiune  /Theo-Dur%  Key  Pharmaceuticals,  Inc.). 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men. particularly  In  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  is 
secreted  in  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  in  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
con  fusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disorh 
entation).  predominantly  in  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  in  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  in 
high  doses,  for  at  ieast  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet '-treated  patients  (approximately  1 per 
100,000  patients),  including  agranulocytosis  (ap- 
proximatefy  5 pgr  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re* 
challenge.  Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum,  transaminase 
and  creatinine,  as  well  as  rare  cas^s  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  at- 
iergic  reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un* 


likely.  A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet'  has 
been  reported. 
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without  a history  of  allergy  or  bronchiai  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  ‘Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide'.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHI).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  witn  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias,  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  retaxants  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation . A lew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide'  when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide '.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium- rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  ot  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Beaclions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  bluired  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  atone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  Incidents  of  acute 
interstitial  nephritis  have  been  reported,  impotence  has  been 
reported  in  a few. patients  on  'Dyazide  ',  althougUri' causal 
relationship  has  not  been  established.  4- 
Supplied:  Dyazide ' is  supplied  as  a red  and  white  capsule.  In 
bellies  el  1000  capsules:  Single  Unit  Packages  (unit-dose)  of 
100  (intended  for  institutional  use  only);  In  Patient-PaK”’  unit- 
of-use  bottles  of  100. 
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WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiioride.  Further  use 
in  anuria,  progressive  'renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill,  with  urine  volume  less  than  one  Uteri 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K*  levels  should  be  determined. 
It  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K" 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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More  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  writing  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 
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Forty-three  of  the  254  counties  in  Texas 
are  without  hospitals.  Forty -two  of  the 
counties  without  a hospital  are  rural, 
meaning  that  the  population  of  each 
county  is  less  than  30,000.  During 
1981  — 1986,  57  Texas  hospitals  closed; 
41  had  50  beds  or  less.  While  these 
small  hospitals  account  for  30%  of  the 
state’s  504  hospitals,  small  hospitals 
represent  72%  of  the  closures  during 
1981  — 1986.  At  the  same  time  that  the 
number  of  hospitals  has  been  declining, 
the  number  of  hospital  beds  has  been 
increasing  further  indicating  a shift  in 
geographic  distribution  of  hospital  beds. 

This  article  examines  the  reasons  be- 
hind the  closures  of  small,  rural  hospi- 
tals, the  changing  role  of  rural  hospitals 
in  Texas,  and  Texas  Medical  Associa- 
tion’s efforts  to  maintain  a high  stan- 
dard of  medical  care  for  the  state’s  rural 
citizens. 


Powerful  forces  are  choking  the  life 
out  of  Texas’  rural  hospitals.  But 
some  hospitals  are  overcoming 
their  oppressors — the  poor  economy  and 
its  attendant  restraints — by  changing. 
While  rural  hospitals  previously  tried  to 
be  “all  things  to  all  people,”  rural  hospi- 
tals that  wish  to  survive  in  the  current 
climate  will  have  to  carefully  consider 
community  needs  and  tailor  their  ser- 
vices to  meet  those  needs,  experts  say. 

The  economy’s  downward  plunge  has 
compelled  a national  zeal  for  fiscal  effi- 
ciency. At  the  national  level,  the  fervor  is 
most  evident  to  rural  hospitals  in  Medi- 
care’s prospective  payment  system.  At 
the  local  level,  some  communities  are  re- 
fusing to  increase  their  tax  burdens  as 
they  withdraw  support  from  hospitals 
and  turn  thumbs-down  on  bond  issues. 
Joining  the  economic  considerations  are 
stringent  standards  for  hospital  participa- 
tion in  the  Medicare  program  and  allega- 
tions of  poor  management. 

In  1983,  Medicare  implemented  the 
prospective  payment  system  (PPS), 
whereby  hospitals  are  reimbursed  by  for- 
mula rather  than  actual  cost.  Since  then, 
the  number  of  hospital  closures  in  Texas 
has  skyrocketed.  According  to  Louis  J. 
Goodman,  PhD,  director  of  Texas  Medi- 
cal Association’s  Division  of  Medical 
Economics,  “While  there  is  very  little  de- 
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finitive  data  regarding  the  impact  of  PPS 
on  small  rural  hospitals,  hospital  occu- 
pancy data  are  very  revealing.  Over  the 
period  1983  to  1985,  hospital  occupancy 
rates  declined  8.2  percentage  points  in 
Texas,  from  69.3%  in  1983  to  61.1%  in 
1985.  The  decline  was  especially  pro- 
nounced among  small  rural  hospitals, 
which  experienced  an  average  decline  of 
14.4  percentage  points,  from  50.3%  in 
1983  to  35.9%  in  1985.” 

Dr  Goodman  further  reports,  “Small 
rural  hospitals  have  a high  proportion  of 
Medicare  admissions:  43%  of  all  their  ad- 
missions are  Medicare,  relative  to  a 29% 
statewide  average.” 

In  addition  to  these  foreboding  statis- 
tics, he  notes,  “Preliminary  findings  (of  a 
study  contracted  by  the  Texas  Hospital 
Association)  indicate  that  DRG  (diag- 
nosis-related groups)  reimbursement  dif- 
ferentials in  urban  versus  rural  areas 
range  from  30%  to  100%.  For  example, 
under  DRG  89  (simple  pneumonia  plus 
pleurisy,  age  >69),  Hermann  Hospital 
(770  beds)  in  Houston  received  payment 
of  55,345,  while  Wilson  Memorial  Hospi- 
tal (44  beds)  in  Floresville,  received  pay- 
ment of  52,287  for  the  same  DRG.” 

Dr  Goodman  also  reports  that  Medi- 
care Conditions  of  Participation  for  Hos- 
pitals, standards  which  apply  uniformly 
to  all  hospitals,  “appear  to  be  especially 
onerous  for  small  rural  hospitals.”  The 
conditions  require  that  hospitals  provide 
24-hour  nursing  service  and  have  a physi- 
cian on  duty  or  on  call  at  all  times.  A 
physician  must  be  able  to  respond  within 
1 5 to  20  minutes  if  the  hospital  provides 
emergency  services. 

Dr  Goodman  adds,  “The  economic  re- 
cession in  the  state’s  oil,  gas,  and  agricul- 
tural industries  continues  to  have  a 
direct  and  disproportionate  impact  on 
local  rural  economies  and  the  20%  of  the 
state’s  population  residing  in  rural  com- 
munities. In  1984,  per  capita  income  was 
510,525  in  rural  areas  compared  to 
513,081  in  urban  areas.  The  overall  rate 
of  indigency  for  Texas  is  185  per  10,000 
population.  In  rural  areas,  the  rate  is  192 
per  10,000  population.” 

Also  contributing  to  the  demise  of 
some  rural  hospitals  are  unique  manage- 
ment problems.  Like  their  urban  counter- 
parts, administrators  in  rural  hospitals 
must  stretch  dollars  and  appeal  to  physi- 
cians. But  Medicare  restrictions  and  the 
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faltering  rural  economy  cripple  admin- 
istrators who  work  in  isolation. 

What’s  being  done? 

In  addition  to  local  citizens,  the  medical 
and  business  communities  are  concerned 
about  the  plight  of  rural  hospitals.  Out- 
side management  firms  assist  some  of  the 
hospitals,  and  organized  medicine  is 
seeking  solutions  to  the  problems  associ- 
ated with  Medicare  reimbursement.  In- 
dustry and  academia  have  joined  forces 
to  find  solutions. 

At  least  one  isolated  effort  has  revealed 
unusual  ingenuity  and  drive.  In  what 
might  be  called  an  “heroic  measure,”  a 
resident  of  Comanche  County,  Texas,  has 
issued  an  international  appeal  for  finan- 
cial assistance  to  save  the  county’s  floun- 
dering hospital.  Comanche  resident  Gary 
J.  Cobb,  editor  and  publisher  of  Airgun 
News  and  Report,  used  his  publication  as 
the  vehicle  for  the  appeal.  Manufacturers 
in  the  People’s  Republic  of  China,  West 
Germany,  and  Canada  responded  with 
donations  of  guns,  giving  a new  slant  to 
the  concept  of  foreign  aid.  Cobb’s  efforts 
support  a fund  to  bring  the  Comanche 
Community  Hospital  up  to  par  with 
Medicare’s  demands  for  a more  modem 
facility.  Although  Cobb  acknowledges 
that  the  money  raised  from  auctioning 
the  donated  guns  will  not  save  the  hospi- 
tal, he  hopes  to  bring  attention  to  the 
rural  health  care  issue.  He  insists  that  as 
the  mral  hospitals  close,  “Rural  America 
could  become  a hazard  to  the  health  and 
welfare  of  American  citizens,  other  than 
those  living  in  the  affected  communities.” 
He  urges  everyone  to  “Help  support  a 
rural  hospital  in  and  around  where  you 
live,  vacation,  or  visit.  After  all,  ‘the  life 
you  save  may  be  your  own’ — or  your 
loved  one.” 

On  a larger  scale,  Texas  Tech  Univer- 
sity Health  Sciences  Center  (TTUHSC), 
armed  with  a 51.5  million  grant  from  the 
Kellogg  Foundation  and  AT&T  hardware 
and  software,  is  linking  rural  and  urban 
health  care  resources  through  a com- 
puter network.  KARENET  (Kellogg  Affili- 
ated Remote  Environments  Network) 
links  TTUHSC  staff  and  faculty  with 
health  care  practitioners  at  Lubbock  Gen- 
eral Hospital,  Centro  de  Salud  Familiar  La 
Fe,  Inc,  in  El  Paso,  and  Cochran  Memorial 
Hospital  and  Roberts  Memorial  Nursing 
Home,  both  in  Morton,  Tex.  When  com- 
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pleted,  the  network  will  provide  rural 
health  care  professionals  with  on-line 
computer  conferencing  and  consulting 
on  patient  care,  with  direct  access  to 
health  care  research  data  bases,  with  au- 
tomated health  records  for  patient  man- 
agement, continuing  education  programs, 
and  in-clinic  patient  education  programs. 
A high-color-resolution  imaging  system 
will  enable  rural  practitioners  using  per- 
sonal computers  to  capture,  digitize, 
transmit,  store,  and  display  television 
quality  images  from  several  sources,  in- 
cluding photographs,  video  cameras, 
videocassette  recorders,  video  disk  play- 
ers, and  X-rays.  With  the  system,  an  X-ray 
or  an  instant  photograph  of  an  injury  can 
be  sent  by  computer  to  TTUHSC  for  an 
evaluation  by  a specialist. 

Cochran  Memorial  Hospital  Admin- 
istrator Truman  Swinney  expects  net- 
works like  KARENET  to  help  rural 
hospitals  keep  up  with  health  care  tech- 
nology, attract  doctors,  and  offer  patients 
the  level  of  treatment  they  expect  and 
deserve.  “KARENET  has  given  us  hope 
that  we  as  a hospital  can  become  as  good 
as  we  want  to  be,”  Mr  Swinney  says. 

On  the  business  side,  outside  manage- 
ment firms  that  work  with  a number  of 
hospitals  offer  small  hospitals  financial 
savings  on  bulk  purchases  of  goods  and 
services.  One  such  firm  is  Houston-based 
Affiliated  Medical  Companies,  Inc. 

Affiliated’s  Chief  Executive  Officer 
Kelley  Moseley,  DrPH,  says  that  if  a rural 
hospital  is  to  survive,  there  must  be  a 
strong  commitment  from  both  the  hospi- 
tal board  and  the  medical  staff.  Another 
consideration,  he  says,  is  whether  the 
community  offers  opportunities  for  the 
hospital  to  diversify  and  market  more 
services. 

“(Before  deciding  a hospital  has  the 
potential  to  survive)  I question  whether 
the  board  is  committed  to  make  the 
tough,  hard  decisions  necessary  to  keep 
the  hospitals  operating,”  Dr  Moseley  says. 
“And,  those  tough  decisions  are:  Are  they 
willing  to  cut  costs?  Are  they  willing  to 
tighten  their  belts?  Are  they  willing  to 
say  ‘no’  to  certain  things?  Are  they  will- 
ing to  take  some  risks?” 

He  emphasizes,  “Physician  involve- 
ment and  participation  in  these  rural  hos- 
pitals is  one  of  the  most  critical  aspects 
of  the  puzzle.  I don’t  admit  patients,  and 
an  administrator  doesn’t  admit  patients. 


Number  of 
hospitals 


Total  hospital  closures — 57 

Rural  hospital  closures  (50  beds  or  less) — 41 
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and  the  board  doesn’t  admit  patients. 
Only  the  doctors  do.” 

Dr  Moseley  accuses  some  rural  physi- 
cians of  not  being  fully  supportive  of 
local  hospitals.  “1  think  perhaps  some 
physicians  have  lost  sight  of  the  fact  that 
these  hospitals  depend  on  them.  They 
really  need  to  make  a commitment  to 
their  local  hospitals.  If  the  hospital’s 
gone,  we’re  going  to  revert  to  the  kind  of 
medical  care  we  provided  in  the  1900s 
and  1800s,  when  we  didn’t  have  a lot  of 
hospitals,  and  physicians  had  to  carry 
everything  in  their  black  bags  ....  If 
those  hospitals  close,  it  makes  their  prac- 
tice much  more  difficult.” 

Jim  Bob  Brame,  MD,  Eldorado,  a past 
president  of  TMA  and  a noted  authority 
on  rural  health  care,  agrees  that  physi- 
cians are  inclined  to  refer  to  urban  hospi- 
tals. “1  think  changes  in  technology  are 
the  big  concern,”  he  says.  “While  we 
used  to  be  satisfied  with  getting  a skull 
series  on  a youngster  who  is  knocked  out 
in  football,  now  we  do  CT  (computed  to- 
mography) scans.  And,  that  technolpgy  is 
found  only  in  our  urban  centers.  1 think 
that  has  a lot  to  do  with  the  shift  in  the 
referral  system.  There  is  just  more  medi- 
cine to  be  offered  in  our  urban  areas.  It’s 
not  that  the  small  hospitals  are  not  offer- 
ing care,  but  we  have  to  redefine  the  mis- 
sion of  the  small  rural  hospital.  It  can’t 
be  everything  to  everybody,  like  it  used 
to  be.” 

Dr  Brame  participates  in  the  National 
Rural  Health  Association,  and  has  been 
appointed  by  the  governor  to  a special 
task  force  on  rural  health  care.  The 
9-member  task  force  will  define  the  de- 
sired level  of  medical  care  for  rural 
counties  and  communities  and  identify 
resources  necessary  to  meet  the  needs  of 
Texas  counties.  Its  findings  and  recom- 
mendations will  be  presented  to  the  71st 
Texas  Legislature  when  it  convenes  in 
January  1989. 

In  addition  to  his  national  rural  health 
activities  and  his  work  with  the  gover- 
nor’s task  force.  Dr  Brame  is  chairman  of 
a Texas  Medical  Association-sponsored, 
statewide  task  force  on  rural  health  care. 
TMA’s  task  force  is  part  of  a broader  ini- 
tiative for  rural  health  care  that  encom- 
passes association  efforts  to  improve  the 
peer  review  process,  support  rural  health 
care  legislation,  support  AMA-sponsored 
rural  health  care  programs,  communicate 


with  the  media,  work  with  Texas  Hospi- 
tal Association,  and  initiate  proactive 
rural  health  care  activities. 

Van  Q.  Telford,  MD,  Richardson,  chair- 
man of  TMA’s  Council  on  Health  Facili- 
ties, notes  that  the  rural  health  care 
initiative  demonstrates  “Texas  Medical 
Association’s  commitment  to  rural  health 
care  and  the  rural  hospital  and  is  part  and 
parcel  of  its  efforts  to  develop  and  main- 
tain the  best  medical  care  for  all  Texans.” 
Dr  Telford  agrees  with  Comanche’s  Mr 
Cobb  that  the  availability  of  health  care 
in  rural  areas  is  important  not  only  to 
local  residents,  but  to  everyone.  “The 
great  distances  between  some  of  our 
rural  hospitals  make  their  continued  sur- 
vival almost  disproportionately  important 
to  not  only  the  people  who  live  in  those 
areas,  but  also  to  travelers  going  through 
those  areas — in  the  case  of  vehicular  ac- 
cidents, for  example,  as  well  as  acute 
medical  conditions  that  arise  in  visitors 
and  travelers.” 

However,  Dr  Telford  admits  that  he  is 
only  “cautiously  optimistic”  that  small, 
rural  hospitals  can  survive.  “1  don’t  think 
we’re  going  to  solve  in  total  the  problem 
of  the  rural  hospital  because  to  do  that, 
we  would  have  to  be  able  to  solve  the 
larger  problems  of  economics  and  agri- 
culture of  rural  America.  And,  we’re  not 
up  to  that.  But,  we  can  help.  And,  that’s 
what  we’re  going  to  try  to  do.  And,  1 
think  we  will  do  it.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 
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GERIATRICS  BOARD  CERTIFICATION 
REVIEW  COURSE 

March  16-18,  1988 
Tyler,  Texas 

A 2 ’72 -day  intensive  board-preparation  course 
(Wednesday  afternoon,  Thursday  and  Friday)  for 
the  Geriatric  Board  Exam  scheduled  April  20, 
1988 

• Excellent  hotel  and  meeting  accommodations 
•Outstanding  nation-wide  faculty 

FEE  $300 

(includes  continental  breakfast  & lunch  each  day) 

For  additional  information  contact  the 
Department  of  Medical  Education, 

The  University  of  Texas  Health  Center 
P.O.  Box  2003,  Tyler,  TX  75710 
or  Phone  1-800-442-8842. 
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Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  Journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Carrier  detection  in  the  hemophilias.  D.P.  Lillicrap,  MD, 
B.N.  White,  MD,  J.J.A.  Holden,  MD,  et  al.  Alan  R.  Liss,  Inc, 
American  Journal  of  Hematology,  vol  26,  1987,  pp  285—296. 

The  subject  of  carrier  detection  in  the  hemophilias  has  re- 
ceived new  impetus  in  the  past  several  years.  Treatment  com- 
plications arising  from  clotting  factor  concentrates  have 
become  more  evident  and  earlier  prenatal  diagnosis  and  new 
genetic  markers  for  the  clotting  factor  genes  have  focused  in- 
terest on  this  area.  Until  now,  carrier  diagnosis  has  relied  upon 
standard  pedigree  analysis  and  clotting  factor  assays.  The  re- 
sults obtained  using  these  methods  are  probabilistic,  and  the 
coagulation  tests  are  unavoidably  influenced  by  the  effects  of 
random  X chromosome  inactivation  and  the  inherent  vari- 
ability of  the  methods  involved.  With  the  cloning  and  charac- 
terization of  both  factor  IX  and  factor  Vlll  genes,  has  come  the 
capability  of  using  gene  analysis  to  diagnose  the  carrier  state. 
This  usually  involves  the  detection  of  restriction  fragment 
length  polymorphisms  ( RFLPs ) and  their  use  as  linked  markers 
for  the  defective  clotting  factor  gene.  In  hemophilia  A,  the 
combined  use  of  three  intragenic  RFLPs  and  two  closely  linked, 
highly  polymorphic  extragenic  markers  will  make  carrier  infor- 
mation available  to  approximately  90%  of  kindred.  In  hemo- 
philia B,  phenotypic  analysis  has  been  complicated  by  the 
more  heterogeneous  expression  of  the  gene  defect.  To  date, 
five  intragenic  and  one  closely  linked  RFLP  have  been  re- 
ported, as  well  as  two  protein  polymorphisms  detectable  by 
monoclonal  antibody  immunoassays.  With  the  combined  use 
of  these  genetic  markers  it  is  likely  that  accurate  carrier  assign- 
ment will  be  available  to  more  than  80%  of  hemophilia  B 
families. 


Psychiatric  aspects  of  swallowing  disorders:  an  increas- 
ing role  for  psychological  and  behavioral  interventions. 

Rochelle  L.  Klinger,  MD,  and  J.  Peter  Strang,  MD.  Cliggott  Pub- 
lishing Co,  Psychosomatics,  vol  28,  no  1 1,  November  1987,  pp 
572-576. 
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Dsyphagia  can  be  the  presenting  symptom  of  numerous  or- 
ganic and/or  functional  esophageal  disorders.  Adequate  differ- 
ential diagnosis,  including  the  ruling  out  of  organic  disease,  is 
essential.  A functional  etiology  should  be  ruled  in  only  after  a 
thorough  psychiatric  examination.  Review  of  selected  litera- 
ture points  to  the  desirability  of  utilizing  psychological  and  be- 
havioral techniques  for  dysphagia  patients  with  documented 
functional  disorders.  Investigations  with  the  technically  ad- 
vanced means  now  available  for  studying  esophageal  motility 
should  be  undertaken  to  confirm  or  assess  the  observations  of 
earlier  reports  concerning  the  relative  roles  of  organic  and 
psychological  factors. 


Malignant  glaucoma.  Maurice  H.  Luntz,  MD,  and  Marc 
Rosenblatt,  MD.  Survey  of  Ophthalmology,  Inc,  Survey  of 
Ophthalmology,  vol  32,  no  2,  September-October  1987,  pp 
73-93. 

The  term  “malignant  glaucoma”  referred  originally  to  a rare 
and  highly  feared  form  of  glaucoma  occurring  in  certain 
postoperative  patients.  Over  time  the  concept  of  the  disease 
was  expanded  to  include  a group  of  angle  closure  glaucomas 
unresponsive  to  traditional  miotic  or  filtering  therapy.  The  hap- 
hazard lumping  of  many  disease  entities  under  such  as  um- 
brella term  has  caused  confusion,  which  we  attempt  to  resolve 
through  a mechanistic  approach  to  elucidating  the  patho- 
genesis of  malignant  glaucoma  based  on  the  anatomical  loca- 
tion of  obstruction  to  normal  aqueous  flow;  surgical  treatments 
are  suggested  based  on  the  pathogenesis.  Attention  is  drawn  to 
the  role  of  the  vitreous  and  anterior  hyaloid  in  combination 
with  a block  to  normal  aqueous  circulation,  redirection  of  its 
flow,  high  intraocular  pressure  and  vitreous  swelling  in  pre- 
cipatating  malignant  glaucoma  and  creating  a vicious  circle  to 
maintain  it.  Surgical  management  is  directed  to  correcting  the 
obstruction  to  normal  aqueous  flow  and  removing  aqueous  ac- 
cumulated in  the  posterior  chamber,  vitreous  or  suprachoroidal 
space. 

Treatment  of  acute  pancreatitis:  comparison  of  animal 
and  human  stuflies.  William  M.  Steinberg,  MD,  and  Sarah  E. 
Schlesselman,  MD.  Copyright  1987  by  the  American  Gastro- 
enterological Association,  Gastroenterology,  vol  93,  1987, 
pp  1420-1427. 

In  the  review,  the  authors  compared  the  outcome  of  25  studies 
of  experimentally  induced  pancreatitis  in  animals  with  1 3 stud- 
ies of  human  acute  pancreatitis  in  which  the  same  therapeutic 
agents  were  used  (aprotonin,  glucagon,  5-fluorouracil,  soma- 
tostatin, peritoneal  lavage).  Whereas  81%  of  the  animal  studies 
had  a positive  outcome  (improvement  in  survival),  only  7.7% 
of  the  human  studies  showed  a positive  outcome  on  survival. 
Most  animal  studies  suffered  from  a protocol  in  which  treat- 
ment was  not  significantly  delayed  after  induction  of  acute 
pancreatitis.  Of  the  1 2 human  studies  that  showed  no  effect  of 
treatment  on  survival,  none  had  sufficient  statistical  power 
( 1 — (3  error)  for  the  investigators  to  have  confidence  in  the 
negative  outcomes.  This  was  due  to  the  fact  that  the  studies 
had  too  few  patients  or  that  the  event  rates  in  the  untreated 
populations  were  too  low.  Only  five  of  the  human  studies  re- 
ported the  complication  rates  of  acute  pancreatitis  in  patients 
who  did  not  die  of  their  disease.  Treatment  (by  any  agent)  did 
not  improve  the  eompUcation  rate  in  these  studies,  but  only 
one  of  the  five  reports  had  sufficient  statistical  power  for  the 
investigators  to  have  corffidence  in  these  negative  results. 

Large  multicenter  studies  with  sufficient  numbers  of  patients 
with  severe  pancreatitis  (high  mortaUty  and  complication 
rates)  are  needed  to  evaluate  new  therapies  in  this  disease. 


Texas  Medicine 
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San  Antonie  — Fiesta  City  for  May '88 


San  Antonio — site  of  the  1 21  st  Annual 
Session — offers  a fascinating  blend  of 
history  and  progress.  When  Texas  Medi- 
cal Association  and  Auxiliary  members 
convene  May  12-15,  they  will  be  de- 
lighted by  the  city's  tradition,  spirit 
and  ethnic  culture. 

Home  of  the  Alamo  Grows  to  Ninth 
Largest  City — Today,  with  a population 
in  excess  of  a million,  San  Antonio  has 
changed  from  an  easy-going,  socially 
isolated  community  into  a varied  metro- 
politan complex,  a center  of  commerce, 
a vital  city  with  a rich  cultural  heritage. 
Yet  San  Antonio  has  managed  effec- 
tively to  maintain  its  original  charm  and 
personality  in  the  wake  of  extensive 
growth. 


Stroll  along  the  Paseo  del  Rio  (River- 
walk)  and  visit  shops,  cafes  and  night- 
clubs lining  the  river.  Tour  the  Alamo, 
near  the  Convention  Center,  or  other 
18th-century  Spanish  missions.  Explore 
the  shops,  galleries  and  restaurants  of 
La  Villita,  located  in  a historic  down- 
town barrio.  Walk  or  take  a horse  and 
carriage  through  the  streets  of  the  King 
William  Historic  District,  where  century- 
old  houses  have  been  preserved  and  re- 
stored. Take  a trolley  to  El  Mercado 
(Market  Square)  and  Fiesta  Plaza  Inter- 
national Market.  Families  especially 
will  enjoy  the  Botanical  Gardens  and 
San  Antonio  Zoo. 


Convention  Facilities— 
Outstanding 

Perhaps  the  nucleus  of  San  Antonio's 
charm  is  the  San  Antonio  River,  which 
meanders  its  way  through  the  heart  of 
downtown.  The  San  Antonio  Convention 
Center,  near  the  river  in  Hemisfair  Plaza, 
is  the  focal  point  for  all  meetings  and 
exhibits  for  the  TMA  Session.  It  has  re- 
cently been  expanded  and  renovated 
and  is  an  exceptionally  fine  facility. 

Hotels  where  members  and  guests  will 
be  housed  are  clustered  around  the 
Plaza.  All  are  within  easy  walking  dis- 
tance of  the  Convention  Center  and 
many  also  are  accessible  by  river  barge 
taxi.  The  Hilton  Palacio  del  Rio  is  situ- 
ated on  the  Riverwalk  across  the  street 
from  the  Center,  next  door  to  La  Villita. 
San  Antonio  Marriott  Riverwalk  also  is 
directly  across  from  the  Convention 
Center  on  the  River.  Auxiliary  head- 
quarters, the  Hyatt  Regency  San  An- 
tonio, is  located  one  block  from  the 
Alamo. 

Scientific  Sessions,  House  of  Delegates 
and  Exhibits — San  Antonio  Convention 
Center 

Housing  for  Program  Participants;  Gen- 
eral Housing — Hilton  Palacio  del  Rio 

Business  Sessions  (Boards,  Councils, 
Committee  Meetings,  Delegates'  Hous- 
ing)— San  Antonio  Marriott  Riverwalk 

Auxiliary  Headquarters;  Auxiliary  and 
General  Housing — Hyatt  Regency 
San  Antonio 

General  Housing — Four  Seasons, 
Crockett  Hotel,  St.  Anthony  Inter- 
Continental Hotel,  La  Quinta- 
Convention  Center,  Emily  Morgan 
Hotel,  The  Fairmount  Hotel. 


Fecrtures 

Exhibits — Scientific,  Technical 

Section  Programs — Some  500  scientific 
presentations  in  Allergy,  Asthma  and 
Clinical  Immunology — Colon  and  Rectal 
Surgery — Digestive  Diseases — Diseases 
of  the  Chest — Endocrinology — Family 
Practice — Internal  Medicine — 
Neurological  Surgery — Neurology — 
Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — 
Oncology — Ophthalmology — 
Otolaryngology — Pathology — Pedi- 
atrics— Physical  Medicine  and  Re- 
habilitation— Plastic,  Reconstructive  and 
Maxillofacial  Surgery — Psychiatry — 
Public  Health — Radiology — Surgery — 
Urology. 


Guest  Speakers 

Benjamin  L Aaron,  MD 

Washington,  DC 

general  and  cardiothoracic  surgery 

Jack  Anderson 

Washington,  DC 
journalism  (author,  columnist) 

Hector  Battifora,  MD 

Duarte,  Calif 
pathology 

Arnold  M.  Belker,  MD 

Louisville,  Ky 
urology 

Thomas  E.  Bittker,  MD 

Phoenix,  Ariz 
behavioral  medicine 

M.  Donald  Blaufox,  MD,  PhD 

Bronx,  NY 

internal  and  nuclear  medicine 

Paul  W.  Brand,  MB 

Carville,  La 
orthopaedic  surgery 

John  W.  Chandler,  MD 

Madison,  Wis 
opthalmology 

Donald  E.  Cook,  MD 

Greeley,  Colo 
pediatrics 

Antonio  De  la  Cruz,  MD 

Los  Angeles,  Calif 
otolaryngology 

James  O.  Donaldson,  MD 

Farmington,  Conn 
neurology 

Bernard  T.  Ferrari,  MD 

New  Orleans,  La 
colon  and  rectal  surgery 

Peter  J.  Fischinger,  MD,  PhD 

Washington,  DC 
cancer 

Martin  J.  Gaynes,  LLB 

Washington,  DC 
medicine  and  the  law 

Richard  J.  Glassock,  MD 

Torrance,  Calif 
nephrolagy 

Richard  L.  Goode,  MD 

Palo  Alto,  Calif 
otolaryngology 

Norman  E.  Hugo,  MD 

New  York,  NY 

plastic  and  reconstructive  surgery 

Kenneth  R.  Kenyon,  MD 

Boston,  Mass 
ophthalmology 

Gary  T.  Kinasewitz,  MO 

Shreveport,  La 
pulmonary  disease 


Hueston  C.  King,  MD 

Venice,  Fla 
otolaryngic  allergy 

Robin  A.  LaDue,  PhD 

Seattle,  Wash 
clinical  psychology 

Bernard  Levin,  MD 

Houston,  Tex 

gastrointestinal  oncology;  digestive  diseases 

Kenneth  Luskey,  MD 

Dallas,  Tex 
internal  medicine 

John  S.  Meyer,  MD 

Houston,  Tex 

neurology  and  cerebrovascular  disease 

George  A.  Ojemann,  MD 

Seattle,  Wash 
neurological  surgery 

Mercer  C.  Rang,  MB 

Toronto,  Ontario,  Canada 
othopaedic  surgery 

Robert  E.  Reisman,  MD 

Buffalo,  NY 

allergy  and  immunology 

Darrell  S.  Rigel,  MD 

New  York,  NY 
dermatology 

Jack  H.  Sheen,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 

Ira  A.  Shulman,  MD 

Los  Angeles,  Calif 
pathology  (blood  bonking) 

Kenneth  M.  Singer,  MD 

Eugene,  Ore 

orthopaedic  surgery  (sports  medicine) 

Raymond  G.  Slavin,  MD 

St.  Louis,  Mo 
allergy  and  immunology 

Lee  E.  Smith,  MD 

Washington,  DC 
colon  and  recta!  surgery 

M.  Thomas  Summar,  MD 

Lombard,  III 

occupational  medicine  (otology) 

Kuros  Tabari,  MD 

Los  Gatos,  California 
plastic  surgery 

President,  National  Flying  Physicians  Association 

Michael  J.  Thorpy,  MD 

Bronx,  NY 

neurology  (sleep-wake  disorders) 

John  H.  Tinker,  MD 

Iowa  City,  Iowa 
anesthesiology 

Sarah  Weddington,  LLB 

Austin,  Tex 

law  (state-federal  relations) 

Robert  J.  White,  MD,  PhD 

Cleveland,  Ohio 

neurological  surgery  (brain  research) 


Specialty  Society  Programs — In  addition 


ifo  numerous  topics  of  general  interest, 
fyou  will  hove  on  opportunity  for  on  up- 
idote  on  your  own  particular  specialty. 

I 

iSports/Alumni  Events — Tennis  tourna- 
ment, golf,  fun  run,  alumni  parties,  class 
i reunions. 

i 

jAuxiliary  Program 

j 'Mission:  Son  Antonio"  will  be  the 
theme  of  the  TMA  Auxiliary's  70th  an- 
nual convention. 

The  opening  day,  Wednesday,  May  1 1 , 
will  be  devoted  to  meetings  of  commit- 
tees and  councils,  followed  by  a gala 
welcoming  reception.  The  House  of 
Delegates  will  meet  and  county  auxil- 
iary achievement  awards  will  be  pre- 
sented on  Thursday  morning.  The 
Thursday  luncheon  speaker  will  be 
Coleen  Grissom,  Dean  of  Student  Af- 
fairs at  Trinity  University. 

The  1988-1989  board  will  meet  on  Fri- 
day, and  installation  of  officers  will  take 
place  during  luncheon,  which  will  fea- 
ture Amy  Freeman  Lee,  a well-known 
and  highly  visible  San  Antonio  humanist, 
artist,  writer  and  lecturer. 

A wide  array  of  special  optional  events 
will  be  available.  They  include  a seminar 
'Hassle-Free  Holidays," a cooking  dem- 
onstration by  Marina  Gonzalez  and  a 
tour  of  San  Antonio's  famous  missions. 

La  Tienda  Boutique,  which  features 
:lothing,  jewelry,  gifts  and  accessories 
from  auxiliary  members  in  business,  will 
joe  a feature  of  the  convention. 

For  additional  information,  contact  TMA 
Auxiliary,  1801  North  Lamar  Blvd.,  Aus- 
tin 78701  512/477-6704. 

Registration 

There  is  no  registration  fee  for  members 
af  the  Texas  Medical  Association,  for 
speakers  and  exhibitors  in  the  annual 
session  program,  and  for  nonmembers 
such  as  officially-invited  guests  of  the 
Association. 

Registration  fees  are  charged  for  some 
nonmember  categories,  and  these  are 
mentioned  below: 

Nonmember  Registration  Fees 


a.  Physicians  $100 

b.  Allied  Health  Disciplines — 

Nurses,  Technicians,  Medical 
Assistants  $10 

c.  In-Training — Interns, 

Residents,  Fellows  $10 

d.  Students  $10 

e.  Prospective  Exhibitors  and 

Approved  Visitors  $50 

f.  Spouses  of  Nonmember 

Physicians  $10 


One  Location  for  Registration 
for  Session 


San  Antonio  Convention  Center 

Gallery,  S.  Alamo  Street  Entrance 

Wednesday,  May,  11,9  am-5:30  pm 
Thursday,  May  12,  7 am-5:30  pm 
Friday,  May  13,  7 am-5:30  pm 
Saturday,  May  14,  7 am-3:30  pm 

You  may  register  in  advance  of  the  ses- 
sion by  completing  the  Advance  Regis- 
tration Form  printed  here.  Pick  up  badge 
and  registration  materials  during  above 
hours. 

Fiesta! 

Good  friends,  great  food,  and  the  Big 
Band  Sound — San  Antonio  style — all 
come  together  Friday,  May  13,  when 
Texas  Medical  Association  and  Auxiliary 
members  stage  Fiesta  Friday  in  the 
North  Banquet  Hall,  San  Antonio  Con- 
vention Center,  6:30  pm  to  midnight. 

Take  time  for  a fun  time  in  a relaxed, 
casual  atmosphere.  Enjoy  the  tastes, 
the  sound,  the  sights  of  ole  San  Antone. 
Fiesta  tickets  are  $35  per  person  and  in- 
clude cocktails  throughout  the  evening, 
a complete  Mexican  dinner  and  sundae 
bar.  The  Paul  Elizondo  Big  Band  will  be 
there,  playing  your  kind  of  music.  Cock- 
tails, 6:30  pm;  dinner,  8 pm;  dancing, 

9 pm  to  midnight. 

For  those  wishing  to  join  their  friends  for 
cocktails  only,  6:30-8  pm,  tickets  are 
$10  per  person. 

Get  a group  together,  and  order  your 
tickets  soon!  Use  the  ticket  order  form 
printed  here. 


Early  Bird  Party- 
Come  to  the  Cabaret! 

Texas  Medical  Association  welcomes 
members  and  guests  to  an  Early  Bird 
Party,  Thursday,  May  12,  5:30-6:30  pm, 
in  the  patio  near  the  lagoon  of  the  San 
Antonio  Convention  Center.  Cabaret 
S.A.,  a sharp  and  lively  local  group  of 
talented,  energetic  performers,  will 
present  a 30-minute  show  of  first-class 
stage  entertainment  featuring  singing, 
dancing  and  a salute  to  Broadway  and 
Texas.  Music  will  be  provided  through- 
out the  hour.  Complimentary  light  hors 
d'oeuvres  and  a cash  bar  for  cocktails 
will  be  offered.  Plan  to  attend  the  open- 
ing social  event  of  the  TMA  1 21  st  An- 
nual Session.  Come  to  the  Cabaret! 

General  Meeting 
Luncheons  Fecrture  Two 
Exciting,  Informcrtive 
Speakers 

"You  Can  Make  a Difference"  is  Sarah 
Weddington's  topic  for  the  Friday,  May 
13,  General  Meeting  Luncheon  address. 
As  a lawyer  and  as  special  assistant  to 
President  Jimmy  Carter  for  Women's  and 
Minority  Affairs,  Weddington  has  been 
a pioneering  force  in  progress  in  the 
fields  of  law,  legislation  and  scholarship 
for  two  decades. 

She  served  as  a federal  lobbyist  for  the 
State  of  Texas  under  Governor  Mark 
White.  Weddington  has  been  named  an 
Outstanding  Young  American  Leader  by 
Time  magazine,  selected  as  one  of  the 
Ten  Outstanding  Women  in  America, 
and  named  Woman  of  the  Future  by 
Ladies  Home  Journal.  She  served  three 
terms  in  the  Texas  legislature. 

Jack  Anderson,  the  most  widely  syndi- 
cated columnist  in  the  world,  will  ad- 
dress "The  News  Behind  the  Headlines" 
in  his  General  Meeting  Luncheon  pre- 
sentation on  Saturday,  May  14.  A 
Pulitzer  Prize-winning  author  and  edi- 
torial writer,  he  has  explored  many 
issues — the  high  tech  challenge,  edu- 
cation and  the  21st  century  and  Ameri- 
can achievement. 

A patriot,  a futurist,  a premier  orator, 
Anderson's  influence  and  expertise  ex- 
tend beyond  the  role  of  journalist.  He 
is  Co-Chairman  of  the  National  Com- 
mission for  the  Prevention  of  Waste  in 
Government  Spending  (The  Grace 
Commission)  and  Chairman  of  the 
Young  Astronaut's  Council. 

Both  luncheons  are  scheduled  in  North 
Banquet  Hall,  San  Antonio  Convention 
Center,  12:15-1:30  pm.  Purchase  tickets 
($20  each)  in  advance  by  completing 
the  form  here. 


1988  Annual  Session  Advance  Registration  Form  (please  print) 


name 


address 


city 


state 


zip 


specialty 


Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fee 

□ Physician 

□ Speaker 

□ Speakers,  Exhibitors 

waived 

□ Inlern/Resident/Fellow 

□ Scientific  Exhibitor 

□ TMA  and  County  Medical  Society  Staff 

waived 

□ Medical  Student 

□ Satisfying  state  level  meeting  requirement 

and  Family 

□ TMA  Officer 

□ 50  Year  Club 

□ Physicians 

$100 

□ TMA  Trustee 

□ Hospital  Medical  Staff  Section  Representative 

□ Interns,  Residents,  Fellows 

$10 

□ TMA  Delegate 

□ TEXPAC 

□ Medical  Students 

$10 

O TMA  Alternate  Delegate 

□ TEXPAC  300  Club 

□ Allied  Health  Personnel 

$10 

□ TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitors,  Approved  Visitors 

$50 

□ TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ TMA  Council  Member  □ Chairman 

□ MSS  Chairman 

Nonmember’s  Family 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ Family  of  Nonmembers  (over  age  21) 

$10 

□ TMA  Board  Member  □ Chairman 

□ RPS  Councilor 

□ AMA  Member 

□ RPS  Executive  Council 

□ AMA  Delegate 

□ YPS  Chairman 

□ AMA  Alternate  Delegate 

□ YPS  Governing  Council 

□ CMS  President 


Please  mail  check  and  registration  form  to:  Texas  Medical  Association  Finance  Deportment,  1801  North  Lamar  Bird.,  Austin,  Texas  78701 


Advance  Ticket  Reservation  Form 


Final  Program  Order  Form 


name 


address 


city  state  zip 

Avoid  the  lines,  the  last  minute  rush  and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Complete  the  advance  ticket  reservation 
order  form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registra- 
tion area  by  4 pm  previous  day  of  event. 


Number  of  Function  and  Price  Amount 

Tickets  (Inclusive  of  Tox/Grotuity)  Enclosed 

Fiesta 

Cocktails/Dinner/Dance 
Paul  Elizondo  Big  Band  Sound 

Friday,  May  13,  6:30  pm— 12  midnight 

S35  per  person  

Fiesta 

Cocktails  Only 

Friday,  May  13,  6:30-8  pm 

$10  per  person  

General  Meeting  Luncheon 

Sarah  Weddington 

Friday,  May  13,  12:15-1:30  pm 

$20  per  person  

General  Meeting  Luncheon 

Jack  Anderson 

Saturday,  May  14,  12:15-1:30  pm 

$20  per  person  


The  Program  and  Abstracts  of  the  121st  Texas  Medical  Associa 
tion  Annual  Session  will  be  available  in  early  April.  If  you  wish 
to  order  your  copy  in  advance,  please  return  this  coupon  with 
a check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  121st 
Annual  Session  to: 


name 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


TOTAL  $ 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  6. 
No  refunds  after  April  27. 


Please  complete  and  return  before  April  6 to:  Texas  Medical  Association, 
Finance  Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


I 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Son 
Antonio  Convention  & Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 

5an  Antonio  Convention 

i Visitors  Bureau 

P.O.Box  2277 

5an  Antonio,  Texas  78298 

Do  not  send  housing  form  to  Texas 
V\edical  Association.  This  will  only  de- 
ay  your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reser- 
i^ations  directly,  and  telephone  requests 
cannot  be  accepted. 

List  six  hotels  in  order  of  preference. 

I 

{Deadline  for  reservations  is  April  20 

Confirmations 

Room  confirmation  will  be  sent  to  you 
directly  from  the  hotel  within  three 
iveeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  care- 
fully to  be  sure  all  information  is  correct. 

Room  Deposits 

|Do  not  send  any  room  deposit  with 
Housing  Form.  Should  a deposit  be  re- 
quired, the  hotel  will  request  it. 
Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed  di- 
rectly to  the  hotel. 

Changes  and  Cancellations 

Any  changes  in  room  reservations,  ar- 
rival or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your  no- 
tice of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  ar- 
rival or  your  deposit  cannot  be  re- 
funded. Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  20 

I 1 . The  Crockett  (CRO) 

320  Bonham 
(General  Housing) 

Single  $65 
Double  $75 


2.  The  Emily  Morgan  (TEM) 

705  East  Houston  Street 
(General  Housing) 

Single  $65 
Double  $75 

3.  The  Foirmount  (FRM) 

401  South  Alamo 
(General  Housing) 

Single  $95 
Double  $105 

4.  Four  Seasons  San  Antonio  (FSE) 

555  South  Alamo 
(General  Housing) 

Single  $90 
Double  $100 

5.  Hilton  Palacio  del  Rio  (HPR) 

200  South  Alamo 

(Housing  for  Program  Participants; 
General  Housing) 

Single  $86 
Double  $98 

6.  Hyatt  Regency  San  Antonio  (HYR) 

1 23  Losoya 

(Auxiliary  Headquarters;  Auxiliary 
and  General  Housing) 

Single  $84 
Double  $95 


7.  La  Quinta-Convention  Center  (LQC) 

1001  East  Commerce 
(General  Housing) 

Single  $50 
Double  $60 

8.  St.  Anthony  Inter-Continental  (SAI) 

300  East  Travis 
(General  Housing) 

Single  $79 
Double  $89 

*9.  San  Antonio  Marriott  Riverwalk 
(SAM) 

71 1 East  Riverwalk 
(Boards,  Council,  Committee  Meet- 
ings; Delegates  Housing) 

Single  $84 
Double  $95 

A San  Antonio  Convention  Center 

200  East  Market 

(Scientific  Sessions,  House  of  Dele- 
gates Meeting,  Exhibits) 

The  above  room  rates  do  not  include 
13%  occupancy  tax  and  daily  parking 
fees. 

*Headquarters  Hotels 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Asseciation 
121st  Annual  Session 
May  12-15,  1988 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 


MAIL  TO: 


TMA  HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


TELEPHONE  REQUESTS  NOT  ACCEPTED. 

PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION 
HOTEL. 

PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE — _ 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


WILL  FOLLOW  FROh 

April  20,  1988 


(LAST  NAME) 

(FIRST) 

(NAME  OF  COMPANY  OFI  FIRM) 

(STREET  ADDRESS  OR  PO  BOX  NUMBER) 


(CITY)  (STATE)  (ZIP  — USA) 


(COUNTRY)  (AREA  CODE)  (PHONE  NUMBER) 


INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice. 


FIRST  CHOICE 


□ □ □ 

(HOTEL  CODE) 


SECOND  CHOICE 


Request  will  not  be  processed  without  SIX  choices. 

THIRD  CHOICE  □ □ □ 

(HOTEL  CODE) 


□ □ □ 

(HOTEL  CODE) 


FOURTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


FIFTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


SIXTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM, 

2.  SELECT  TYPE  ROOM  DESIRED  VYITH  ARRIVAL  AND  DEPARTURE  DATES 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 

NOTE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  o 

referral  system  determined  by  your  association. 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


(Type  of  card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P + 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double Quad 

Twin  P * 1 

Dbl/Dbl_P  ♦ 2 

ARR  DATF  DFP  DATF 

2 

ARR  TIMF  n AM  n PM  fCheck  on 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

ROOM 
NO.  2 


CHECK  ONE 

Single  Triple 

Double Quad 

.Twin  P * 1 

_Dbl/Dbl  _P  • 2 


APR.  DATE  ___DEP.  DATE 

APR,  TIME  □ AM  □ PM  (Check  om 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


1 

CHECK  ONE 

ROOM 

2 

Single  ^Triple 

Double Quad 

_Twin  _P  » 1 

NO.  3 

3 

4 

APR.  DATE 
ARR.  T4ME 


_DEP.  DATE 


□ AM  □ PM  (Check  on( 


NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


\hedicine  and  the  Law 


Legislation,  physicians,  AIDS  and 
ethics — a Texas  perspective 

In  the  midst  of  the  acquired  immune  deficiency  syndrome 
(AIDS ) epidemic,  both  physicians  and  legislators  have  been 
forced  to  address  the  needs  of  patients,  physicians,  arut  so- 
ciety. This  article  discusses  the  response  to  the  epidemic  by 
the  Texas  Legislature  and  by  the  Board  of  Councilors  of  the 
Texas  Medical  Association. 

AIDS  and  HIV  testing  requirements 

During  the  70th  session  of  the  Texas  Legislature,  in  1 987,  Rep 
Nancy  McDonald  (D-El  Paso)  sponsored  House  Bill  1829, 
which,  in  part,  added  article  9 to  the  Communicable  Disease 
Prevention  and  Control  Act  ( 1 ).  The  amendments  provide  that 
a person  or  entity  may  not  require  another  person  to  undergo 
any  medical  procedure  or  test  designed  to  show  or  help  show 
whether  a person  has  AIDS  or  human  immunodeficiency  virus 
(HIV)  infection,  antibodies  to  HfV,  or  infection  with  any  other 
probable  causative  agent  of  AIDS,  unless  testing  is  necessary 
under  one  of  several  specific  exceptions  ( 2 ).  The  exceptions 
permit  mandatory  testing  of  a patient: 

1.  As  a bona  fide  occupation  qualification  and  there  exists 
no  less  discriminatory  means.  The  qualification  must  also  be 
one  that  is  reasonably  related  to  satisfactory  job  perfor- 
mance and  for  which  there  is  a reasonable  cause  for  believ- 
ing that  a person  of  the  excluded  group  would  be  unable  to 
perform  satisfactorily  the  duties  of  the  job  with  safety  ( 3 )• 

2.  To  screen  blood,  blood  products,  bodily  fluids,  organs, 
or  tissues  for  the  purpose  of  determining  suitability  for  do- 
nation (4). 

3.  To  test  residents  and  clients  of  residential  facilities  of 
the  Texas  Department  of  Mental  Health  and  Mental  Retarda- 
tion if  the  test  result  would  change  the  medical  or  social 
management  of  the  person  listed  or  others  who  associate 
with  that  person  (5). 

4.  To  manage  accidental  exposure  to  blood  or  other 
bodily  fluids,  but  only  if  the  test  is  administered  in  accor- 
dance with  written  infectious  disease  control  protocols 
adopted  by  the  health  care  agency  or  facility.  The  protocol 
for  accidental  exposure  must  establish  procedural  guidelines 
that  provide  criteria  for  testing  and  must  respect  the  rights 
of  the  person  with  the  infection  and  the  person  who  may 
have  been  exposed  to  the  infection.  Such  a protocol  also 
must  insure  the  confidentiality  of  the  person  with  the  infec- 
tion (6). 

5.  A patient  may  be  required  to  be  tested  for  AIDS,  for 
HIV  infection,  for  antibodies  to  HIV,  or  for  any  other  probable 
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causative  agent  of  AIDS  if  a medical  procedure  is  to  be  per- 
formed on  the  patient  that  could  expose  health  care  person- 
nel to  AIDS  or  HIV  infection,  according  to  Texas  Board  of 
Health  guidelines  defining  the  conditions  that  constitute 
possible  exposure  to  AIDS  or  HfV  infection,  if  there  is  suffi- 
cient time  to  receive  the  test  result  before  the  procedure  is 
conducted  (7). 

As  previously  stated,  the  amendments  provide  that  a patient 
may  be  required  to  be  tested  if  a medical  procedure  that  is  to 
be  performed  on  the  patient  could  expose  health  care  person- 
nel to  AIDS  or  HIV  infection.  The  testing  must  be  performed 
according  to  Texas  Board  of  Health  guidelines  defining  what 
constitutes  the  possible  exposure  to  AIDS  or  HFV  infection. 

The  Texas  Department  of  Health  published  its  guidelines  as 
proposed  rules  in  the  Texas  Register  on  Dec  11,  1987  (8). 
Those  rules  state: 

(a)  Emphasis  must  be  placed  on  preventing  the  transmis- 
sion of  Human  Immunodeficiency  Virus  ( HIV ) or  Acquired 
Immune  Deficiency  Syndrome  (AIDS ) and  not  on  testing  for 
its  presence.  Health  care  personnel  shall  follow  the  guidance 
given  in  Recommendations  for  Prevention  of  HIV  Transmis- 
sion in  Health-Care  Settings,’  Morbidity  arui  Mortality 
Weekly  Report,  August  21,1 987,  volume  36,  Number  2S, 
United  States  Public  Health  Service,  Centers  for  Disease  Con- 
trol, which  publication  is  adopted  by  reference.  Copies  of 
the  publication  are  filed  in  the  Bureau  of  AIDS  and  STD  Con- 
trol, Texas  Department  of  Health,  1100  West  49th  Street, 
Austin,  Texas  78756,  and  are  available  for  public  review  dur- 
ing working  hours. 

(b  ) Health-care  personnel  are  at  risk  of  exposure  to  HIV 
or  AIDS  during  a medical  procedure  if  the  personnel  have 
their  mucous  membranes  or  skin  surface  in  contact  with  any 
bodily  fluid  or  tissue  ( other  than  intact  skin ) and  if  the  pro- 
cedure to  be  performed  is  in  one  of  the  following  categories: 

1 . An  invasive  procedure  that  involves  surgical  entry 
into  tissues,  cavities,  or  organs  or  the  repair  of  major  trau- 
matic injuries  in  an  operating  or  delivery  room,  emer- 
gency department,  or  outpatient  setting,  including  both 
physicians’  and  dentists’  offices; 

2.  Cardiac  catheterization  and  angiographic 
procedures; 

3.  A vaginal  or  cesarean  delivery  or  other  invasive 
obstetric  procedure  during  which  bleeding  may  occur;  or 

4.  The  manipulation,  cutting,  or  removal  of  any  oral  or 
perioral  tissues,  including  tooth  structure,  during  which 
bleeding  occurs  or  the  potential  for  bleeding  exists. 

As  with  any  rule,  a 30-day  comment  period  will  be  followed 
with  a publie  hearing.  Depending  upon  written  comments  re- 
ceived and  testimony  taken  at  the  hearing,  the  final  version  of 
the  rules  will  become  effective  sometime  in  early  1 988. 

Reporting  requirements 

The  amendments  in  House  Bill  1829  also  added  HIV  infection 
and  AIDS  to  the  list  of  reportable  diseases  in  Texas.  HFV  infec- 
tion is  reportable  on  a weekly  basis  and  is  to  be  reported  only 
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by  number,  age  group,  and  sex.  AIDS  is  to  be  reported  on  a 
weekly  basis  by  name,  city,  age,  sex,  race/ethnicity,  disease, 
type  of  diagnosis,  date  of  onset,  and  physician  (9). 

Confidentiality  and  disclosure 

The  amendments  provide  that  a test  result  is  confidential  (10). 
They  further  provide  that  a test  result  may  be  released  only  to; 

( 1 ) the  Department  of  Health;  (2)  a local  health  authority  if  re- 
porting is  required  under  the  act;  ( 3 ) the  Centers  for  Disease 
Control  (CDC)  if  reporting  is  required  by  federal  law  or  regu- 
lation; (4)  the  physician  or  other  person  authorized  by  law 
who  ordered  the  test;  ( 5 ) physicians,  nurses,  or  other  health 
care  personnel  who  have  a legitimate  need  to  know  the  test  re- 
sult in  order  to  provide  for  their  protection  and  the  patient’s 
health  and  welfare;  and  (6)  a person  tested  or  a person  legally 
authorized  to  consent  to  the  test  on  the  person’s  behalf,  llie 
physician  who  ordered  the  test  may  notify  the  spouse  of  the 
person  tested  if  the  person  tests  positive  for  AIDS  or  HIV  infec- 
tion, antibodies  to  HIV,  or  infection  with  any  other  probable 
causative  agent  of  AIDS,  lliis  .subdivision  does  not  require  noti- 
fication of  the  spouse,  nor  does  it  provide  a cause  of  action  for 
the  failure  to  make  that  notification  (11). 

This  section  also  provides  that  a blood  bank  may  report  to 
other  blood  banks  positive  blood  test  re.sults  indicating  the 
name  of  a donor  with  a possible  infectious  disease.  A blood 
bank  that  reports  a donor’s  name  to  other  blood  banks  under 
this  subsection  may  not  disclose  the  infectious  disease  that  the 
donor  has  or  is  .suspected  of  having.  A blood  bank  reporting 
such  information  is  not  considered  to  have  breached  a confi- 
dential relationship  (12). 

The  blood  bank  also  may  report  blood  test  results  to  the 
ho.spital  where  the  blood  was  transfused,  to  the  physician  who 
transfu.sed  the  infected  blood,  and  to  the  recipient  of  the 
blood.  A blood  bank  that  reports  tests  results  under  this  sub- 
section may  not  disclose  the  name  of  the  donor  or  person 
tested  or  any  other  information  that  could  result  in  disclosure 
of  the  donor’s  or  person’s  name,  including  address,  social 
security  number,  designated  recipients,  or  replacement  infor- 
mation (13). 

A person  or  entity  who  violates  the  test  disclo.sure  provision 
or  who  requires  testing  in  the  absence  of  one  of  the  authorized 
exceptions  can  be  held  liable  for  actual  damages,  civil  fines, 
court  costs,  and  attorney’s  fees  ( 14),  as  well  as  being  subject 
72  to  criminal  sanction  in  appropriate  cases  (15). 


Ethical  considerations 

The  Council  on  Ethical  and  Judicial  Affairs  of  the  American 
Medical  Association  and  Texas  Medical  A.ssociation’s  Board  of 
Councilors  recognize  the  growing  AIDS  crisis  as  a crucial  health 
problem  involving  the  physician’s  ethical  responsibility  to  his 
patients  and  to  society.  In  September  1987  the  Board  of  Coun- 
cilors of  the  Texas  Medical  Association  adopted  an  opinion  that 
provides  for  the  treatment  of  a patient  who  is  seropositive  for 
HIV  infection  or  AIDS.  The  opinion  states: 

A physician  shall  either  accept  the  re.sponsibility  for  the 
care  and  treatment  of  a patient  with  Acquired  Immune  Defi- 
ciency Syndrome  (AIDS),  Human  Immunodeficiency  Virus 


(HfV),  antibodies  to  HIV,  or  infection  with  any  other  proba- 
ble causative  agent  of  AIDS,  or  refer  the  patient  to  an  appro- 
priate physician  who  will  accept  the  responsibility  for  the 
care  and  treatment  of  the  patient  (16). 

The  Board  of  Councilors  felt  that  by  issuing  this  opinion  the 
care  and  treatment  of  patients  would  be  provided  and  that 
Principle  No  VI  of  the  American  Medical  Association’s  Prin- 
ciples of  Medical  Ethics  would  remain  viable.  Principle  No  VI 
states  a “physician  shall,  in  the  provision  of  appropriate  patient 
care,  except  in  emergencies,  be  free  to  choose  whom  to  serve, 
with  whom  to  associate,  and  the  environment  in  which  to  pro- 
vide medical  services.” 

Subsequently,  the  Council  on  Ethical  and  Judicial  Affairs  of 
the  American  Medical  Association  issued  a statement  concern- 
ing the  AIDS  crisis  (17).  ITte  TMA  Board  of  Councilors,  meet- 
ing in  conjunction  with  the  Interim  Session  of  the  House  of 
Delegates  on  Eriday,  Nov  20,  1987,  considered  the  seven  sa- 
lient points  that  had  been  made  in  the  Council  on  Ethical  and 
Judicial  Affairs  statement. 

The  Board  of  Councilors  concurred  with  the  reasoning  of 
the  Council  on  Ethical  and  Judicial  Affairs  concerning  the  be- 
lief “that  AIDS  victims  and  those  who  are  seropositive  should 
not  be  treated  unfairly  or  suffer  from  discrimination.”  The 
Board  also  agreed  “that  in  the  special  context  of  the  provision 
of  medical  care  that,  if  a risk  of  transmission  of  an  infectious 
disease  from  a physician  to  a patient  exists,  disclosure  of  that 
risk  to  the  patient  is  not  enough;  patients  are  entitled  to  ex- 
pect that  their  physicians  will  not  increase  their  exposure  to 
the  risk  of  contracting  an  infectious  disease,  even  minimally.  If 
no  ri.sk  exi.sts,  exposure  of  the  physician’s  medical  condition  to 
his  or  her  patient  will  serve  no  rational  purpose;  if  a risk  does 
exist,  the  physician  should  not  engage  in  the  activity.”  The 
board  also  concurred  with  the  American  Medical  Association’s 
Council  on  Ethical  and  Judicial  Affairs  that  “the  afflicted  physi- 
cian disclose  his  or  her  condition  to  colleagues  who  can  assist 
in  the  individual  assessment  of  whether  the  physician’s  medi- 
cal condition  or  the  proposed  activity  poses  any  risks  to  pa- 
tients.” The  enlarged  opinion  of  the  TMA  Board  of  Councilors 
.states  (18): 

A physician  shall  either  accept  the  responsibility  for  the 
care  and  treatment  of  a patient  with  Acquired  Immune  Defi- 
ciency Syndrome  (AIDS),  Human  Immunodeficiency  Virus 
(HIV),  antibodies  to  HfV,  or  infection  with  any  other  proba- 
ble causative  agent  of  AIDS,  or  refer  the  patient  to  an  appro- 
priate physician  who  will  accept  the  responsibility  for  the 
care  and  treatment  of  the  patient. 

Physicians  are  dedicated  to  providing  competent  medical 
service  with  compassion  and  respect  for  human  dignity. 

Physicians  are  ethically  obligated  to  respect  the  rights  of 
privacy  and  of  confidentiality  of  AIDS  patients  and 
seropositive  individuals. 

The  applicable  law  of  the  State  of  Texas  requires  the  phy- 
sician to  report  to  the  Texas  Department  of  Health  cases  of 
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Human  Immunodeficiency  Virus  (HFV)  infection  as  well  as 
cases  of  Acquired  Immune  Deficiency  Syndrome  (AIDS).  Al- 
though the  law  does  not  require  a physician  to  notify  a 
spouse  of  a positive  test  result  for  AIDS  or  HIV  infection,  a 
physician  may  inform  a spouse  of  a positive  test  under  Texas 
law.  In  addition,  the  physician  should  counsel  and  attempt  to 
persuade  the  infected  patient  not  to  endanger  other  parties. 

A physician  who  knows  that  he  or  she  is  seropositive 
should  not  engage  in  any  activity  that  creates  a risk  of  trans- 
mission of  the  disease  to  others. 

A physician  who  has  AIDS  or  who  is  seropositive  should 
consult  colleagues  as  to  which  activities  the  physician  can 
pursue  without  creating  a risk  to  patients. 

Future  developments 

Rules  to  further  implement  the  Communicable  Disease  Preven- 
tion and  Control  Act  have  been  and  currently  are  being  pro- 
posed. As  these  rules  are  issued  and  finalized,  they  will  be 
analyzed  and  presented  in  this  column.  Future  opinions  of  the 
Board  of  Councilors  of  the  TMA  also  will  be  presented  in 
Texas  Medicine. 

C.J.  Francisco,  JD 

TMA  Assistant  General  <;ounsel 
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8.  Tex  Dept  of  Health,  12  Tex  Reg  4627  ( 1987)  (prop  to  be  codi- 
fied at  25  Tex  Admin  Code  sec  97.12)  (Exposure  of  Health-care  per- 
sonnel to  HIV  or  AIDS). 

9.  Tex  Rev  Civ  Stat  art  44 19b- 1,  sec  3 02(d)  (Vernon  Supp  1988). 

10.  Tex  Rev  Civ  Stat  art  44l9b-l,  sec  9.03  (Vernon  Supp  1988). 

1 1.  Tex  Rev  Civ  Stat  art  44l9b-l,  sec  9.03(b)  (Vernon  Supp  1988). 

12.  Tex  Rev  Civ  Stat  art  44l9b-l,  sec  9.03(f)  (Vernon  Supp  1988). 

13.  Tex  Rev  Civ  Stat  art  4419b-l,  sec  9.03(g)  and  (h)  (Vernon  Supp 
1988). 

14.  Tex  Rev  Civ  Stat  art  44l9b-l,  sec  9.04  (Vernon  Supp  1988). 

15.  Tex  Rev  Civ  Stat  art  44l9b-l,  sec  9.06  (Vernon  Supp  1988). 

16.  Current  Opinions  of  the  TMA  Board  of  Councilors  1987,  adden- 
dum September  1987. 

17.  Report  of  the  Council  on  Ethical  and  Judicial  Affairs:  Ethical 
Issues  Involved  in  the  Growing  AIDS  Crisis,  November  1987. 

1 8.  Current  Opinions  of  the  TMA  Board  of  Councilors  1 987,  adden- 
dum November  1987. 


Help  your  patients  understand 
AIDS  with  TMA's  brochure: 

Facts  You 
Should  Know 
About  AIDS 


When  your  patients  ask  about  AIDS,  can  you 
give  them  ready  answers?  TMA's  updated  bro- 
chure can  help  you  allay  the  public's  fears 
caused  by  rumor  and  false  information.  It 
tells  readers  how  to  reduce  or  eliminate  their 
chances  of  contracting  AIDS.  Originally  pro- 
duced in  1986,  the  brochure  was  updated  in 
August  1 987  by  your  TMA  Committee  on  Sex- 
ually Transmitted  Diseases.  The  brochure  is 
designed  for  use  in  waiting  rooms  or  as  a 
statement  stuffer. 

Copies  are  free  to  TMA  members  except  for  a 
shipping  cost  of  $2.50  for  orders  of  500  or  less 
and  $5  for  up  to  1,500.  For  larger  orders, 
please  inquire  about  charges.  Nonmembers 
pay  5 cents  per  copy,  plus  8 percent  tax  and 
shipping  charges.  The  brochures  must  be 
ordered  in  increments  of  50  and  prepaid. 


To  receive  a sample  copy  of  "Facts  You  Should 
Know  About  AIDS"  and  an  order  form,  mail 
this  form  to:  Texas  Medical  Association,  Com- 
munication Department,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701 . 


name 


address 


city  state  zip 
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1988  Calendar  Of  Practice 
Management  Workshops 

Sponsored  by  the  Texcu  Medical  Association 


Practice  Management  Workshops — 
Another  Member  Service  of 
the  Texas  Medical  Association 


Dear  Colleague: 

Running  a successful  medical  practice  in  today's  changing  environment  requires  more  than  merely  providing  quality 
medical  care  to  patients;  it  also  requires  strong  financial  and  managerial  skills.  As  physicians,  we  know  the  importance 
of  good  medical  training  and  continuing  education;  however,  we  often  underestimate  the  value  of  strong  practice 
management  skills.  To  help  you  develop  and  improve  these  skills,  TMA  offers  a variety  of  workshops. 

With  over  90  practice  management  workshops  offered  annually,  there  is  one  appropriate  for  everyone — whether  you 
are  a newly  licensed  physician  or  have  been  in  practice  for  years.  All  workshops  have  an  interactive  format  and  are 
carefully  evaluated  for  their  timeliness  and  quality.  Workshop  instructors  are  experts  in  their  fields  and  present  informa- 
tion in  a lively,  interesting  manner.  Also,  a majority  of  the  workshops  are  approved  for  Category  1,  CME  Credit. 

TMA  workshops  will  not  solve  all  of  your  practice's  problems;  however,  they  can  help  you  build  your  practice  into  one 
that  satisfies  your  personal  and  professional  goals.  All  workshops  offer  results-oriented  strategies  for  maximizing  your, 
revenues  while  improving  patient  services. 

Whether  you  will  attend  your  first  practice  management  workshop  this  year  or  whether  you  and  your  office  staff  are 
regular  attendees,  I believe  you  will  find  several  workshops  that  interest  as  well  as  will  benefit  you.  Please  take  a few 
minutes  to  read  the  enclosed  7 988  calendar — there  truly  is  a workshop  for  everyone. 


R.  Nevin  Rupp,  M.D. 

Chairman,  Council  on  Member  Services 

How  to  Get  Started  in  Medical  Practice — Designed  to  give 
you  the  basic  step-by-step  procedures  needed  for  a suc- 
cessful practice,  whether  you  are  starting  your  own  prac- 
tice or  joining  an  established  one.  By  knowing  basic 
management  techniques  you  will  control  your  practice 
rather  than  allowing  your  practice  to  control  you. 

The  1-2-3's  of  Practice  Development — Designed  to  help 
take  the  mystery  out  of  practice  development,  this  work- 
shop is  essential  in  today's  changing  medical  environ- 
ment. All  physicians  whether  newly  licensed  or  having  an 
established  practice  will  benefit  from  this  three-part  eve- 
ning workshop  series. 

Insurance  Claims  Preparation,  Coding  and  Documentation — 

Focuses  on  the  "how-to's"  of  insurance  claims  prepara- 
tion and  coding  with  special  emphasis  on  medical,  sur- 
gical, and  diagnostic  coding.  Designed  for  physicians, 
office  managers,  insurance  managers,  or  anyone  in- 
volved with  third-party  payers. 

How  to  Improve  Your  Third-Party  Reimbursement — Revised 
in  1988  and  presented  in  conjunction  with  the  coding  se- 
ries, this  workshop  focuses  on  Medicare/Medicaid  reim- 
bursement, profile  development  and  the  1988  MAAC. 

Practice  Management  Series — Designed  for  medical  office 
managers,  supervisors  and  office  staff.  The  series  consists 
of  four  one-day  courses.  Courses  in  this  in-depth  series 
are  "Computers  in  Medical  Practice",  "Patient  Flow  Man- 
agement", "Financial  Management",  "Personnel  Man- 
agement and  Problem  Solving". 


Marketing  Techniques  for  a Successful  Practice — This  work- 
shop addresses  the  marketing  needs  in  today's  medical 
practice  environment. 

How  to  Run  a More  Profitable  Practice — This  action- 
oriented  workshop  is  designed  to  provide  effective  solu- 
tions for  maximizing  your  revenues  and  minimizing  your 
overhead. 

Planning  for  Retirement — It  is  never  too  soon  to  plan  for 
retirement  and  safeguard  your  family  from  the  risks  of 
disability  or  death.  Your  and  your  family's  future  security 
is  an  important  consideration  that  needs  to  be  addressed. 
This  workshop  is  designed  to  help  you  wind  down  a 
medical  practice  and  prepare  for  a successful  retirement. 

Other  workshops  and  seminars  may  be  developed  and 
offered  by  TMA  during  1988.  Each  workshop  or  seminar 
series  will  be  preceded  by  a special  brochure  announcing 
the  program  and  workshop  dates. 

These  workshops  are  a member  service  of  the  Texas 
Medical  Association. 

Co-sponsors 

The  following  County  Medical  Societies  are  participating 
as  co-sponsors  in  the  1988  practice  management  work- 
shops and  seminars: 

Bexar  County,  El  Paso  County,  Harris  County,  Potter- 
Randall  County,  Smith  County,  Tarrant  County,  Taylor- 
Jones-Haskell  County,  and  Travis  County  Medical 
Societies 


1988  Workshop  Schedule  8y  Series 


This  is  your  1988  calendar  of  workshops  sponsored  by 
the  Texas  Medical  Association.  Keep  it  in  a convenient 
place  for  easy  reference  throughout  the  year.  Registration 
information  will  be  mailed  approximately  six  weeks  prior 
to  each  workshop  series.  If  you  have  additional  questions 
regarding  a workshop  or  registration,  contact  the  TMA 
Office  of  Practice  Management  at  51 2/477-6704. 


Practice  Management  Workshops- 
Another  Member  Service  of 
the  Texas  Medical  Association 


Workshop  Series 

Date 

City 

How  to  Get  Started  in  Medical  Practice 
(Conomikes  Associates,  Inc.) 

Fall  1988- 
dates  to  be 
announced 

Dallas 

El  Paso 

Fort  Worth 
Galveston 
Houston 
Lubbock 

San  Antonio 
Temple 

The  1-2-3's  of  Practice  Development 
(Marketing  Rx,  Inc.) 

February  23 
March  1 

March  8 

Houston 

Houston 

Houston 

Insurance  Claims  Preparation,  Coding  and  Documentation 
(Morning) 

(Harold  Whittington  & Associates) 

How  to  improve  Your  Third-Party  Reimbursement 
(Afternoon) 

(Harold  Whittington  & Associates) 

February  25 
February  26 
March  2 

March  3 

March  4 

March  16 

March  17 

March  18 

March  23 

March  25 
September  28 
September  29 
September  30 
October  13 
October  14 
October  19 
October  21 
October  26 
October  27 

Corpus  Christi 
San  Antonio 
Amarillo 

Dallas 

Fort  Worth 
Beaumont 
Houston 
Houston 

Austin 

Tyler 

Austin 

Houston 

Valley 

Midland 

Lubbock 

Abilene 

Dallas 

Fort  Worth 

Tyler 

Practice  Management  Series 
(Conomikes  Associates,  Inc.) 

Financial  Mgmt.,  Patient  Flow,  Computers 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Computers,  Financial  Mgmt.,  Patient  Flow 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Computers,  Financial  Mgmt.,  Patient  Flow 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

June  1 -3 

June  14-16 

June  22-24 

July  12-14 

July  20-22 

July  26-28 
August  10-12 

Dallas 

San  Antonio 

El  Paso 

Houston 

Fort  Worth 
Austin 

Corpus  Christi 

Marketing  Techniques  for  a Successful  Practice 
(Conomikes  Associates,  Inc.) 

March  23 

March  24 

April  14 

April  15 

San  Antonio 
Arlington 

Austin 

Houston 

How  to  Run  a More  Profitoble  Practice 
(Conomikes  Associates,  Inc.) 

October  5 
October  6 
November  9 
November  10 
November  11 

Dallas 

Austin 

San  Antonio 
Fort  Worth 
Houston 

Planning  for  Retirement 

(Conomikes  Associates,  Inc.,  legal  and  financial  planning  experts) 

April  9 

October  8 

Dallas 

San  Antonio 

Practice  lAcuiagcment 


How  good  are  your  collection 
efforts? 

You  may  be  one  fine  physician,  but  just  how  good  are  you  at 
financial  management?  Although  collection  effectiveness  is  far 
from  measuring  the  whole  financial  picture  of  your  practice, 
knowing  how  to  evaluate  your  collection  effectiveness  is  im- 
portant to  keep  your  practice  healthy.  Here  are  four  methods 
to  assist  you  in  evaluating  your  collection  effectiveness,  ffie 
first  method  is  a quick  “down  and  dirty”  look  at  collections  for 
a specified  time  period.  Although  adequate  as  a rough  measure, 
it  is  less  precise  than  other  measures  1 will  also  describe.  I rec- 
ommend using  several  measures  so  you  can  crosscheck  your 
work  for  accuracy. 

To  calculate  a rough  measure  of  collection  effectiveness,  se- 
lect a time  period — it  could  be  a week,  a month,  a quarter,  a 
year  or  any  other  time  period — and  divide  the  fees  that  have 
been  collected  during  the  selected  time  period  by  the  net  fees 
charged  over  this  same  period  of  time.  Net  fees  are  your  total 
fees  minus  any  fee  reductions  (disallowances)  not  billed  due 
to  HMO,  Medicare,  Medicaid,  or  other  insurance  programs 
with  limited  recovery  rates.  The  longer  the  period  of  time 
used,  the  more  reliable  this  rough  measure  will  be.  A very  long 
time  period  will  eliminate  seasonal  variations  and  billing  idio- 
syncrasies, thus  resulting  in  a collection  rate  more  represen- 
tative of  your  practice.  This  method  is  not  as  dependable  as 
the  second  method  described  below  because  of  the  timing  dif- 
ferences of  your  collections.  For  example,  collections  in  the 
early  part  of  the  measurement  period  could  be  for  charges  in- 
curred prior  to  the  selected  measurement  period.  Also, 
charges  incurred  at  the  end  of  the  selected  measurement  pe- 
riod have  not  had  enough  time  to  be  collected  during  that 
same  measurement  period.  In  a growing  practice,  collection 
rates  using  this  method  will  be  understated. 

A second  and  more  precise  method  for  calculating  your  col- 
lection effectiveness  is  based  on  sampling  your  active  patients 
(patients  to  whom  you  have  recently  provided  service  and/or 
treatment ) and  checking  their  payment  activity  in  some  detail. 
Use  of  a collection  ratio  worksheet  such  as  that  found  in  Fig  1 
simplifies  this  computation.  This  method  examines  payments 
made  by  each  patient  in  the  sample  through  the  entire  period. 
Select  any  starting  date  you  wish.  Take  a sample  of  patients 
from  whom  services  were  rendered  on  that  date  and  follow 
the  payment  record  for  these  patients  for  at  least  90  days  but 
no  more  than  1 20  days.  In  most  cases  this  time  frame  will 
cover  the  full  collection  sequence.  Although  a random  sample 
of  patients  treated  would  technically  give  the  best  “picture,” 
taking  every  fourth,  fifth,  or  sixth  patient  whose  account  was 
charged  will  be  adequate.  Using  the  day  sheets,  list  on  a collec- 
tion ratio  worksheet  the  names  of  those  patients  selected  and 
the  amount  of  the  net  fees  charged.  Now  look  at  the  patient’s 
ledger  card  ( if  you  have  a manual  accounts  receivable  system ) 
or  retrieve  the  patients  account  information  on  your  terminal 
(if  you  have  a computerized  accounts  receivable  system).  List 
the  total  amounts  collected  for  the  matching  charges  on  that 


date  of  service.  Add  the  charges  column  and  the  collections 
column  for  each  worksheet  completed.  The  collection  ratio 
( the  measure  of  effectiveness  for  which  we  are  looking)  is  the 
total  amount  actually  collected  divided  by  the  total  amount  of 
net  fees  charged  for  the  same  service  provided. 

Another  way  to  evaluate  the  effectiveness  of  your  collection 
procedures  using  the  collection  ratio  worksheet  is  to  calculate 
the  amount  collected  30  days  from  the  date  of  service.  The 
collection  ratio  worksheet  would  be  completed  as  described 
in  the  preceding  paragraph  except  only  those  amounts  col- 
lected 30  days  from  the  date  of  service  would  be  recorded. 
ITiis  ratio  is  a good  indicator  of  the  effectiveness  of  your  front 
desk  collection  effort  as  well  as  the  timeliness  of  your  billings 
and  insurance  claims  procedures. 

A fourth  measure  of  effectiveness  is  the  percentage  of  ac- 
counts for  which  you  have  received  some  payment.  Lise  the 
same  measurement  period  and  compare  this  ratio  to  the  per- 
centage of  amounts  collected  in  one  of  the  previous  methods. 
If  the  percentage  of  accounts  collected  is  higher  than  the  per- 
centage of  amounts  collected,  then  the  average  amount  col- 
lected is  lower  than  the  average  balance  outstanding.  Under 
these  circumstances  patients  with  smaller  balances  are  paying 
more  rapidly  than  patients  w ith  larger  balances  and  ma)’  sug- 
gest a change  in  the  way  you  handle  your  collections  from  pa- 
tients with  large  balances.  If,  however,  the  reverse  is  true  ( ie, 
the  percent  of  accounts  collected  is  low  er  than  the  percentage 

1.  Collection  ratio  worksheet 

For;  Dr  ‘X. ” Period:  4-1-87  to  4-18-87 
Prepared  by:  X\'Z.  Date:  7.25-8-' 

Total  amount  collected:  $2,358  Total  amount  charged:  $2,695.  (8"'  5%  collec- 
tion ratio ). 

Total  number  of  accounts  collected:  2-i.  Total  number  of  accounts  charged;  26. 
(92.3%  accounts  collected). 


Patient 

Name 

Charges 

Date  of 

Service 

Amount 

Collected 

Date 

Paid 

A 

125 

4-1-87 

125 

5-2-87 

B 

210 

4-1-87 

170 

4-1-87 

C 

330 

4-2-87 

330 

4-29-87 

D 

95 

4-2-87 

95 

4-2-87 

E 

20 

4-2-87 

— 

— 

F 

55 

4-3-87 

55 

5-15-87 

G 

60 

4-3-87 

60 

5-1-87 

H 

35 

4-4-87 

35 

5-4-87 

1 

165 

4-4-87 

105 

4-1-87 

1 

15 

4-4-87 

15 

4-4-87 

K 

410 

4-7-87 

328 

5-12-87 

L 

70 

4-9-87 

35 

4-9-87 

M 

250 

4-9-87 

200 

5-3-87 

N 

30 

4-10-87 

— 

— 

O 

50 

4-10-87 

50 

4-23-87 

P 

25 

4-1 1-87 

25 

4-1 1 87 

Q 

50 

1-11-87 

50 

5-15-87 

R 

45 

4-15-87 

45 

4-15-87 

S 

70 

4-15-87 

70 

4-15-87 

T 

10 

4-16-87 

10 

4-16-87 

U 

90 

4-16-87 

90 

5-17-87 

v 

no 

4-17-87 

1 10 

5-20-87 

w 

225 

4-17-87 

225 

4-17-87 

X 

15 

4-17-87 

15 

4-17-87 

Y 

40 

4-18-87 

20 

5-7-87 

Z 

95 

4-18-87 

95 

5-15-87 
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of  the  amounts  collected),  patients  with  larger  balances  are 
paying  more  rapidly  than  patients  with  smaller  balances  and, 
again,  may  suggest  specialized  attention  on  payment  plans. 

Knowing  how  to  evaluate  your  collection  effectiveness  is 
critical  to  good  office  management.  For  many  practices,  it  is 
reasonable  to  expect  a collection  ratio  between  93%  and  95% . 
Having  several  standards  of  performance  for  your  practice  and 
measuring  your  actual  results  against  those  standards  is  an  im- 
portant step  in  keeping  your  practice  on  a sound  financial  and 
business  basis.  Making  these  computations  and  checking  them 
against  the  performance  standards  you  set  should  be  done  at 
least  every  six  months.  We  recommend  these  measurements 
be  made  quarterly.  In  doing  so,  you  will  discover  problems  be- 
fore serious  damage  can  be  done  to  the  health  of  your  practice 
and  you  can  determine  if  you  are  missing  some  “golden 
opportunities.” 

DINA  R.  PETRIJTSAS,  CPA 

Pierce,  Valdez,  and  Hough,  Inc,  8200  IH-IO,  Suite  812,  San  Antonio,  TX  782.S0. 


Change  of  address? 

Please  send  the  mailing  label  from  your  journal, 
together  ivith  your  new  address,  to: 

Membership  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  TX  78701 

(Yes,  ei’en  if  you’re  not  a TMA  member . . .) 
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We  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
)\\  new  professionai  associations,  obtain 
()/i'  CME  credit  and  heip  support  the  Air 
y \ Force  mission.  For  those  who  qualify, 

1 retirement  credit  can  be  obtained  as 
weli  as  low  cost  life  insurance.  One 
K weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
^ ^ country. 


Call:  (S12)  385-1816 
Or  Fill  Out  Coupon  and  Mall  Todayl 
To:  Air  Force  Reserve  Recruiting  Office 
Health  Professions  Recruiting 
10  AF/RSH 

Bergstrom  AFB,  TX  78743-6002 
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Now  Available 

The  Health  Policy  Agenda 
for  the  American  People 


A Comprehensive 
Framework  for  the  Future 

After  five  years  of  collaborative  effort, 
The  Health  Policy  Agenda  for  the 
American  People  (HPA)  has  issued  its 
Summary  and  Final  Reports  recom- 
mending policy  guidelines  for  the  future 
of  our  health  care  system.  This  land- 
mark effort  establishes  a comprehen- 
sive, long-term  framework  for  U.S. 
health  policy  into  the  21st  century. 

Broad  Reaching 
Recommendations 

The  HPA  Reports  contain  guiding 
principles  and  specific  policy  recom- 
mendations covering  a wide  subject 
area: 

■ supplying,  distributing  and  educating 
health  professionals 

■ providing  technology  and  facilities 

■ organizing  resources 

■ communicating  health  information 

■ ensuring  quality 

■ paying  for  services 

■ preparing  for  the  future  through 
research 


A Health  Policy 
Partnership 

Representatives  of  the  health  profes- 
sions, insurers,  health  care  institutions, 
consumer  organizations,  business 
groups  and  the  government  collabo- 
rated to  develop  recommendations  that 
reflect  this  broad  array  of  viewpoints. 
Learn  what  the  HPA  has  recommended 
on  your  behalf . . . and  how  it  will  affect 
your  future. 


Order  Now 

To  order  your  copies  of  the  HPA 
Summary  and  Final  Reports  call 
toll-free  1-800-621-8335.  In  Illinois 
caU  coUect  312/645-4987.  Or 

complete  and  mail  the  form  below 
with  your  payment  to: 

The  Health  Policy  Agenda  for  the 
American  People 
P.O.  Box  10946 
Chicago,  Illinois  60610-0946 
Order  No.  OP-207 


Order  Form 

Please  send  me copies  of  Subtotal 

the  HPA  Summary  and  Final  Reports  Sales  tax  (IL,  NY  residents) 
( OP-207 ) at  $35  for  the  two  volume  set . Total 


Name 


Address 


City  State/Zip 

Please  charge  my:  DviSA  □ MASTERCARD 


Credit  Card  Number 


Expiration  Date 


Signature  Phone 

Payment  must  accompany  order.  Please  allow  4-6  weeks  for  delivery. 
For  information  on  bulk  purchases,  please  call  312/280-7168. 


T^eaths 


J.S.  Bagwell 

John  S.  Bagwell,  MD,  a Dallas  internist  and  honorary  member 
of  the  Texas  Medical  Association,  died  Oct  3,  1987.  He  was  74. 

A native  of  Mt  Pleasant,  Tex,  Dr  Bagwell  was  a 1936  gradu- 
ate of  Baylor  College  of  Medicine.  After  an  internship  at  Baylor 
University  Hospital,  he  did  postgraduate  study  at  The  Mayo 
Clinic,  Rochester,  Minn.  He  practiced  in  Dallas  for  two  years 
before  serving  in  the  US  Army  from  1942  to  1946.  Dr  Bagwell 
returned  to  his  practice  in  Dallas  in  1946  and  retired  in  1984. 

Surviving  family  members  include  his  wife,  Virginia  H. 
Bagwell;  sons,  John  C.  Bagwell,  MD,  and  David  S.  Bagwell,  all  of 
Dallas;  daughter,  Judith  B.  Sellers,  Colorado  Springs,  Colo;  and 
stepdaughter,  Margaret  B.  Sharpe,  of  Dallas. 

GA.  Beasley 

Grace  A.  Beasley,  MD,  a retired  Fort  Worth  pediatrician,  died 
Sept  21,  1987,  at  age  74. 

Dr  Beasley  was  born  in  Little  Rock,  Ark,  and  moved  to  Fort 
Worth  in  1951.  She  graduated  from  the  University  of  Arkansas 
School  of  Medicine  in  1941  and  served  an  internship  at  Univer- 
sity Hospital  in  Little  Rock.  She  completed  her  pediatric  train- 
ing at  St  Louis  Children’s  Hospital  in  St  Louis,  Mo.  Dr  Beasley 
was  medical  director  of  a Red  Cross  bloodmobile  in  the  1950s. 
She  also  was  a physician  for  the  Fort  Worth  school  dLstrict  and 
the  Tarrant  County  Public  Health  Department. 

She  is  survived  by  her  husband,  C.  Harold  Beasley,  MD;  son 
Cliff  H.  Beasley  Jr,  MD;  daughters,  Becky  Beasley  and  Peggy 
Beasley  Kelly,  and  four  grandchildren,  all  of  Fort  Worth. 

R.W.  Brentlinger 

Robert  William  Brentlinger,  MD,  a Mansfield  family  physician, 
died  Sept  27,  1987.  He  was  65. 

Dr  Brentlinger  was  born  in  Lima,  Ohio.  He  was  in  the  US 
Army  Air  Corps  during  World  War  11,  and  received  his  medical 
degree  from  Ohio  State  College  of  Medicine  in  1951.  He  served 
an  internship  and  internal  medicine  residency  at  Harris  Hosital 
in  Fort  Worth.  Dr  Brentlinger  practiced  medicine  in  Arlington, 
Tex,  for  32  years  before  moving  his  practice  to  Mansfield 
in  1984. 

Surviving  family  members  include  his  wife.  Marge 
Brentlinger,  Mansfield;  sons,  Tony  Brentlinger,  MD,  Arlington, 
Gary  Brentlinger,  Bobby  Brentlinger,  and  Billy  Brentlinger,  all 
of  Mansfield;  daughter,  Terri  Bauer,  Mansfield;  brothers  James 
Brentlinger  and  Norman  Brentlinger,  both  of  Lima,  Ohio;  and 
1 1 grandchildren. 

R.F.  Buck 

Raymond  F.  Buck,  MD,  a Bryan  family  physician,  died  October 
7,  1987. 

Dr  Buck,  55,  was  a native  of  New  Orleans.  He  graduated 
from  Louisiana  State  University  Medical  School  in  1967  and 
served  his  internship  and  residency  at  Brackenridge  Hosital  in 
Austin.  He  opened  his  medical  practice  in  Bryan  in  1971. 

He  is  survived  by  his  wife,  Alice  Buck,  Bryan;  daughters,  Es- 
ther Buck  Pantermuehl,  Zuehl;  Christel  Buck,  Bryan;  Suzanne 
Buck,  Bryan;  and  Holly  Buck,  Bryan;  and  parents,  Rev  and  Mrs 
R.F.  Buck,  Sr,  College  Station. 


J.G.  Gabbard 

James  G.  Gabbard,  MD,  a Corpus  Christi  thoracic  surgeon,  died 
Oct  27,  1987.  He  was  62. 

Dr  Gabbard,  a native  of  Bryan,  Tex,  received  his  medical  de- 
gree in  1948  from  The  University  of  Texas  Medical  Branch  at 
Galveston.  He  served  his  internship  and  residency  at  Barnes 
Hospital  in  St  Louis,  Mo,  and  did  postgraduate  work  in  car- 
diopulmonary physiology  and  thoracic  surgery  at  the  Washing- 
ton University  Department  of  Surgery  in  St  Louis.  He  began  his 
surgical  practice  in  Corpus  Christi  in  1956. 

He  is  survived  by  his  wife,  Alice  Gabbard,  Corpus  Christi; 
daughters,  Candace  Goldstein,  South  Orange,  NJ;  and  Karen 
Nefif,  Corpus  Christi;  brothers.  Dr  Dexter  T.  Gabbard,  Jackson, 
Miss;  and  Dr  Bruce  Gabbard,  College  Station;  mother,  Mrs  LP. 
Gabbard,  College  Station;  and  seven  grandchildren. 

E.W.  Johnson,  Jr 

E.  Wiley  Johnson,  Jr,  MD,  48,  a Dallas  physician,  died  Oct  1, 
1987. 

Born  in  Dallas,  Dr  Johnson  graduated  from  Washington  Uni- 
versity School  of  Medicine,  St  Louis,  Mo,  in  1965.  He  com- 
pleted his  internship  and  residencies  in  internal  medicine  and 
diagnostic  radiology  and  a fellowship  in  nuclear  medicine  at 
Barnes  Hospital  in  St  Louis.  He  served  in  the  US  Navy  as  a lieu- 
tenant commander  during  the  Vietnam  Campaign.  Dr  Johnson 
was  chairman  of  the  Department  of  Radiology  and  Nuclear 
Medicine  at  Medical  City  Dallas  Hospital  until  his  retirement 
in  1979. 

Survivors  include  his  wife,  Anita  Dennison  Johnson,  Dallas; 
parents  Elizabeth  L.  and  Wiley  Johnson,  Dallas;  and  sister,  Lyle 
Johnson  Cooper,  Waxahachie. 

PJ.  Montalbo,Jr 

Philip  J.  Montalbo,  Jr,  MD,  a Denton  otolaryngologist,  died  Oct 
19,  1987.  He  was  45. 

Born  in  San  Antonio,  Dr  Montalbo  graduated  from  The  Uni- 
versity of  Texas  Medical  Branch  at  Galveston  in  1 969.  He 
served  an  intern.ship  at  Bexar  County  Hospital.  He  began  his 
practice  of  medicine  in  Denton  in  1976. 

Surviving  family  members  include  his  wife,  Carol  Montalbo; 
daughter,  Tracy  Montalbo;  son,  Philip  James  Montalbo  III,  all  of 
Denton;  sisters,  Pat  Strobel  and  Carmen  Bantly,  both  of  Hous- 
ton; and  parents,  Mr  and  Mrs  Philip  James  Montalbo  Sr. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.S.  BAGWELL 
Dallas,  1913-1987 

G.A.  BEASLEY 
Fort  Worth,  1913-1987 

R.W.  BRENTLINGER 
Mansfield,  1922-1987 

R.F.  BUCK 
Bryan,  1932-1987 


J.G.  GABBARD 
Corpus  Christi,  1925-1987 

E.W.  JOHNSON,  JR 
Dallas,  1939-1987 

P.J.  MONTALBO,  JR 
Denton,  1942-1987 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

„ NAME 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  OCCASION 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 
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CENTRAL  HIGH  SCHOOL  1987 


Belinda  Hall 

Honor  Roll  ^6,  87 
Science  Prize  '87 
Math  Club  '87 
Drama  Club  '86,  '87 
Debate  Team  '85,  '86, 


Money.  And  lots  of  it.  Because  all  the  brains  in  the  world  won’t  pay 
for  a college  education.  We  can’t  deny  students  like  this  the  chance 
they  so  richly  deserve. 

Please  send  your  check  to  the  United  Negro  College  Fund,  500  East 
62nd  Street,  New  York,  NY  10021. 

United  Negro  College  Fund. 

A mind  is  a terrible  thing  to  waste.^ 


fAedichie  in  literature 


Medicine  in  Literature  this  month  presents  AIDS  audiovisual 
programs  available  from  the  TMA  Memorial  Library.  The 
holdings  include  audiotape  cassettes  for  individual  study,  a 
16mm  film  for  the  general  public,  35mm  slide  sets  for  teach- 
ing, and  VMS  videocassettes  for  continuing  medical  educa- 
tion and  patient  instruction  New  titles  on  the  topic  are  being 
added  to  the  collection  all  the  time.  Contact  the  Audiovisual 
Coordinator  at  (512)  477-6704,  ext  195  to  borrow  a pro- 
gram or  for  more  information 


Audiovisuals  available  to  MDs 
for  AIDS  education 

Recent  actions  and  decisions  by  the  TMA  House  of  Delegates 
(November  1987)  have  placed  a lot  of  emphasis  on  the  AIDS 
issue.  TMA  is  to  expand  activities  to  help  educate  the  public 
about  AIDS,  increasing  knowledge  about  the  disease  and  de- 
creasing misconceptions  and  misinformation. 

Many  physicians  may  be  involved  with  AIDS  education  in 
the  schools  through  presentations  to  classes  and  assemblies; 
teacher,  staff,  nurse  education  and  training;  and  consultation 
with  school  boards  and  curriculum  specialists  on  selection  of 
materials  for  AIDS  education. 

Audiovisual  materials,  especially  films  and  video  programs, 
are  an  excellent  way  to  educate  the  pubic  about  health  matters. 
When  it  comes  to  influencing  attitudes  and  opinions  and 
motivating  people,  motion  pictures  and  television  rank  high- 
est in  effectiveness  among  the  sound  and  visual  media 
Americans  are  oriented  toward  films  and  television  as  a source 
of  information;  this  is  a society  where  the  majority  of  people 
have  “grown  up”  with  TV. 

A film  or  videotape  is  a great  way  to  introduce  a sensitive  or 
difficult  topic.  It  gets  all  the  facts  out  on  the  table,  focuses  the 
audience’s  attention,  provokes  reactions,  and  facilitates  discus- 
sion. Furthermore,  it  is  easy  to  use,  provides  variety  and  flexi- 
bility in  a presentation,  and  is  excellent  for  demonstrating  a 
procedure,  skill,  technique  or  interactions  between  people. 

Although  true  for  any  teaching  situation,  the  following  sug- 
gestions are  particularly  important  when  presenting  informa- 
tion and  material  about  AIDS: 

1.  Know  your  audience.  Maturity,  sophistication,  social,  cul- 
tural, religious  mores,  sexual  preference,  and  community  stan- 
dards will  have  a great  effect  on  the  audience’s  receptiveness 
to  the  information.  How  information  about  AIDS  is  presented 
to  young  teens  who  for  the  most  part  are  not  yet  sexually  ac- 
tive, will  be  difBferent  from  how  the  information  is  presented 
to  older,  college-age  teens  or  mature  adults.  The  film  that  gets 
the  message  across  very  well  for  one  group  probably  will  not 
be  at  all  suitable  for  a different  group.  Don’t  expect  one  pack- 
aged program  to  work  in  all  situations. 

2.  Select  material  with  a definite  idea  of  what  you  want  it 
to  say.  There  are  hundreds  of  audiovisual  programs  about  AIDS 
on  the  market  now,  and  they  vary  greatly  in  length,  quality,  and 


purpose.  Some  programs  use  drama  to  present  their  messages, 
some  are  alarming,  some  are  boring,  some  are  poorly  done,  but 
many  are  excellent.  A film  or  videotape  should  have  a clearly 
understandable  sound  track  that  provides  accurate  information 
in  a logical  sequence.  The  visual  part  of  the  film  should  sup- 
port the  narrative;  it  should  relate  specifically  to  what  is  being 
said.  There  are  some  excellent  animated  graphics  in  some  of 
the  programs  that  illustrate  how  the  human  immunodeficiency 
virus  invades  the  body  and  takes  over  the  T-cells.  If  the  nar- 
rator is  talking  about  examining  a patient,  the  visual  part 
should  show  a patient  being  examined.  If  the  narrative  is  about 
statistics,  then  the  visual  should  picture  these  in  graphs  or 
charts. 

3.  Preview  the  audiovisual  material  before  you  show  it  to 
the  group.  Be  ready  to  elaborate  on  areas  not  covered  so  well 
by  the  film,  to  expain  confusing  ideas,  to  provide  more  recent 
statistical  data  if  necessary,  and  to  direct  discussion  and  answer 
questions. 

4.  Provide  follow  up.  Use  handouts  the  audience  can  take 
home.  Give  them  telephone  numbers  to  call  for  more  informa- 
tion, addresses  of  clinics  for  testing,  contacts  for  support 
groups,  and  whatever  other  information  might  be  helpful  to 
the  group  you  are  addressing. 

CAROLYN  THOMPSON 

Audiovisuals  Coordinator,  TMA  Memorial  Library 

(512)  477-6704.  ext  195 


Audiovisual  programs 


Audiotape  recording 

Johns  Hopkins  Medical  Grand  Rounds,  Volume  XIV,  Program 
1;  September  1987.  Includes  segment  on  “Azidothymidine  in 
the  Treatment  of  AIDS.” 


l6mm  motion  picture  film 

AIDS:  What  Everyone  Needs  to  Know  (ChmchiW  Films,  1986). 
Describes  the  etiology  of  AIDS  and,  with  animation,  illustrates 
the  effect  of  the  human  immunodeficiency  virus  on  the  im- 
mune system.  The  film  also  explains  methods  of  transmission 
and  prevention.  Symptoms  and  related  diseases  are  shown.  An 
AIDS  patient  and  his  wife  tell  what  the  disease  is  doing  to  their 
lives.  18  min;  suitable  for  junior  high  through  adult  ages. 


Slide  sets 

AIDS,  Program  I:  Epidemiology,  Virology,  Immunology  (Med- 
com  FTMM,  1986;  60  slides  and  one  audiocassette  tape).  Tells 
about  the  history  of  AIDS  in  the  US,  the  “at  risk”  population, 
characteristics  of  the  virus,  the  mode  of  infection,  the  body’s 
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response,  and  the  opportunistic  diseases  most  commonly  asso- 
ciated with  AIDS. 

AIDS,  Program  II:  Infection  Control  (Medcom  ITMM,  1986; 

70  slides  and  one  audiocassette  tape ).  Describes  infection- 
control  procedures  that  can  protect  people  caring  for  AIDS 
victims  in  health  care  facilities,  dental  and  ophthalmology 
clinics,  doctors’  offices,  and  at  home.  Identifies  other  infectious 
diseases  that  may  be  present  in  AIDS  patients  and  gives  precau- 
tions for  dealing  with  them. 

The  HTLV -III  Information  Center,  Parti:  The  Etiology  & Epi- 
demiology of  HTLV -III  Related  Disease  (48  slides);  Part  II:  The 
Role  of  the  Clinical  Laboratory  in  HTLV-III  Related  Disease 
(27  slides);  P«rf///.  The  Diagnosis  and  Management  of  HTLV- 
III  Related  Disease  (47  slides).  (Abbott  Diagnostic  Educational 
Services,  1986).  This  three-part  program  describes  the  epi- 
demiology, transmission,  symptomatology,  laboratory  testing, 
pathogenicity,  and  patient  education  for  AIDS,  ARC,  and  HTLV- 
III  infection. 


Videotape  cassettes 

AIDS  in  the  Hospital:  The  Pears  and  the  Pacts,  Part  I:  Etiology, 
Epidemiology,  & Diagnosis;  Part  IT  Policy  for  Patient  Care. 
NCME  Tape  477  (Network  for  Continuing  Medical  Education, 
1986). 

AIDS:  On  the  Front  Line  (Harris  County  Medical  Society  and 
Houston  Academy  of  Medicine,  1987).  Prepared  for  teachers, 
this  videocassette  emphasizes  the  importance  of  educating 
adolescents  about  AIDS,  and  the  vital  role  that  teachers  need 
to  play  in  AIDS  prevention.  Presents  information  on  the  preva- 
lence of  the  disease,  transmission,  symptoms,  prevention,  and 
ways  to  combat  misconceptions.  Discusses  roles  of  the  school 
nurse,  local  health  department,  and  medical  society.  (NOTE: 
Accompanies  videocassette  for  students,  AIDS:  Protect 
Yourself. ) 

AIDS:  Protect  Yourself  (Harris  County  Medical  Society  and 
Houston  Academy  of  Medicine,  1987).  Educates  junior  and  se- 
nior high  students  about  AIDS  transmission  and  prevention, 
giving  clear  warnings  about  ca.sual  sexual  behavior  and  in- 
travenous drug  abuse.  Emphasizes  the  hierarchy  of  AIDS  pre- 
vention; abstinence,  monogamy,  and  protection.  (NOTE: 
Accompanies  videocassette  for  teachers,  AIDS:  On  the 
Front  Line.) 

Acquired  Immune  Deficiency  Syndrome,  NCME  Tape  458 
(Network  for  Continuing  Medical  Education,  1985).  Lecture 
and  re-enactment  of  clinical  scenes  present  epidemiology  and 
at-risk  groups,  clinical  manifestations,  differential  diagnosis, 
and  treatment  modalities  for  AIDS  and  AIDS  related  disorders. 

Acquired  Immunodeficiency  Syndrome:  The  San  Francisco 
General  Hospital  Approach,  NCME  Tape  508  (Network  for 
Continuing  Medical  Education,  1987).  Staff  physicians,  nurses. 


social  workers,  volunteers,  and  patients  tell  the  story  of  this 
model  care  delivery  system.  Features  specialized  nursing  care 
for  inpatients,  ongoing  research,  innovative  outpatient  ser- 
vices, and  extensive  volunteer  activities. 

Beyond  Fear  (American  Red  Cross,  1986).  Actor  Robert 
Vaughn  narrates  this  program  for  the  general  public.  The  three 
parts  tell  about  the  HTLV-III  virus  and  how  it  invades  the  body; 
how  the  disease  affects  the  individual  who  has  it  and  his  family 
and  friends;  and  the  public  health  issues  raised  by  this  fatal  dis- 
ease and  the  community  education  programs  and  support 
groups  that  are  helping  with  the  problem. 

Counseling  the  HIV  Antibody  Positive  Patient  ( Los  Angeles 
County  Medical  Association  and  Los  Angeles  County  Depart- 
ment of  Health,  1987).  Simulated  physician-patient  interview 
models  techniques  for  counseling  the  HfV  antibody  positive 
patient.  Demonstrates  methods  of  freely  communicating  with 
patient  about  previous  sexual  behavior  and  the  risk  involved  in 
various  continuing  sexual  activities. 

The  Subject  Is  AIDS  (ODN  Productions  Inc,  1987).  Narration 
by  Rae  Dawn  Chong  and  dramatic  scenarios  present  junior  and 
senior  high  students  with  facts  about  AIDS.  Says  that  AIDS  is 
hard  to  get,  virus  has  to  enter  bloodstream,  sharing  needles  is 
dangerous,  certain  groups  are  at  risk.  Discusses  regular  and 
anal  intercourse,  abstinence,  and  importance  of  using 
condoms. 


More  help  for  speakers  . . . 

Need  some  AIDS  handouts?  How  about  a speech  already  writ- 
ten and  tailored  for  a general  audience,  or  one  specifically  di- 
rected toward  students?  The  TMA  Communication  Department 
can  supply  them. 

A brochure,  “Facts  You  Should  Know  About  AIDS,”  has  been 
produced  by  the  Texas  Medical  Association  to  allay  the  pub- 
lic’s fears.  It  can  be  used  as  a handout,  or  in  your  waiting  room, 
or  as  a bill  stuffer  It  is  free  to  members,  and  nonmembers  pay 
a nickel  per  brochure,  plus  8%  sales  tax.  ITie  brochures  are 
available  in  multiples  of  50;  shipping  and  handling  are  $2.50 
on  orders  of  500  or  less,  and  $5  on  orders  of  up  to  1,500. 

Prepaid  orders  should  be  sent  to  the  Communication  De- 
partment, TMA,  1801  North  Lamar  Blvd,  Austin,  TX  78701.  For 
additional  information,  call  (512)  477—6704,  ext  212. 

The  speeches  also  are  available  from  the  Communication 
Department,  same  address  and  telephone,  but  please  ask  for 
extension  213.  These  speeches  can  be  used  verbatim,  but  phy- 
sicians should  be  prepared  for  questions,  and  may  want  to  ad- 
just the  material  for  a specific  group.  Either  way,  they  are 
useful  and  well  worth  the  price  of  a stamp  or  telephone  call. 


Te.xas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinayudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Di  rector 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Ayenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

Pain  Management  Nerve  Blocks:  Cervical,  Thoracic  & Lumbar 
Epidural  Steroid  & Neurolytic;  Differential  Spinal  & 

Epidural;  Cervical  & Lumbar  Sympathetic,  Celiac  Plexus, 
Peripheral  Neurolytics;  Diagnostic  & Therapeutic 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVIDS.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DERMATOLOGY 

ENDOCRINOLOGY 

DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 

Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 

Dallas,  Texas  75230;  Phone  214  661-7460 

ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 

Richard  Sachson,  MD,  FACP 

Steven  Dorfman,  MD,  FACP 

Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 

WILLIS  I.  COTTEL,  MD 
Mohs  Surgery 
Cutaneous  Oncology 
Dermatologic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
Presbyterian  III,  8230  Walnut  Kill  Lane 
Suite  808,  Dallas,  Texas  75231 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ENDOCRINE  CLINIC  OF  LUBBOCK 

Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 
Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 
2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone;  214  820-4247 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 
Katherine  S.  Henry,  MD,  PA 
Michele  D.  Reynolds,  MD 

Diplomates,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  691-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


DIAGNOSTIC  RADIOLOGY 
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HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


TMA  Student  Loan  Program 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  j.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Une,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1 -800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scoff,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomafes  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barneff  Tower,  3600  Gasfon  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smifh,  MD,  Refired 
Joe  Ellis  Wheeler,  MD 
Leighfon  B.  Parker,  MD 

920  Soufh  Lake,  Forf  Worfh,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 

Diplomafes  of  fhe  American  Board  of  Neurological  Surgery 
1522  Cooper,  Forf  Worfh,  Texas  76104;  817  336-1300 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ROBERT  A.  ERSEK,  MD 

Diplomafe  of  American  Board  of  Plasfic  Surgery 

Surgery  of  the  Hand 

30fh  & Red  River,  Ausfin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  Wesf  Terrell,  Forf  Worfh,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  fhe  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplanfafion 

Baylor  Medical  Plaza,  3800  Gasfon  Ave.,  Suife  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  Cify  Dallas  II,  7777  Foresf  Lane,  Suife  B116,  Dallas,  Texas 
75230;  214  661-7010 


Charles  W.  Simpson,  MD  W.  Roberf  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Refired) 

Sf.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suife  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyferian  Professional  Bldg.,  8210  Walnuf  Hill  Lane,  Suife  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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NUCLEAR  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In;  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology,  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


ERIC  G.  COMSTOCK,  MD  HAROLD  GRANEK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074  10^1  Washington  Ayenue,  Fort  Worth,  Texas  76104;  817  332-6200 

Phone  713  541-3214 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD  i i 

R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Aye.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 

713  862-6631 

JUDITH  T.  FEIGON,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

TMA  Physician  Health  & Rehabilitation 
Hotline  512  477-5575 

. . . Another  service  of  your  association 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3T5-4316 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  jr,  MD 

Fred  W.  Sanders,  MD 

James  M.  Beckley,  MD 

Joseph  H.  Caines,  MD 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  91S  592-8666 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

G.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 

J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


JAMES  C.  SHARP,  MD 
Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 

Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 
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THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 

Head  Injury 

Amputee 

Stroke 

Pediatric 

Neurophysiology 


Polytrauma 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


For  referrals  call  713-797-5922  or  in  Texas  1 -800-44REHAB.  Ask  for  the 
Patient  Services  Coordinator. 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MO 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomtuc,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 
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WILLIAM  E.  BARNES,  MD 

Dipiomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 


1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been 

patients.  Care  for  every  phase  of 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Excellence  in  Form  & Function 
Neal  R.  Reisman,  MD,  FACS 
William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD 

Diplomates  American  Board  Plastic  Surgery 

West  Houston  Doctors  Center,  12121  Richmond,  Suite  211,  Houston,  Texas 
77082;  713  558-5353 

Creenpark,  Memorial  Health  Center/Sugar  Land,  Memorial  Southwest  Pro- 
fessional Building,  The  Houstonian 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


TMA  Physician  Membership  Directory 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Oiplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN;  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Maricward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  FanonI,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75226 
214  381-7181 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


John  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 


Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  Ml  LEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
*Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter  . . . Another  service  of  your  association 

. . . Another  service  of  your  association 
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UROLOGY 


THE  UROLOGY  CLINIC 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 

Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  7S211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  aliowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


12 

alternatives 

to 

whacking 
your  kid. 


When  everyday  problems  pile  up, 
don't  take  it  out  on  your  kid.  Try  any 
or  all  of  these  alternatives: 


10, 

11, 

12, 


Stop  in  your  tracks.  Step 
back.  Sit  down. 


Take  five  deep  breaths. 
Inhale.  Exhale.  Slowly,  slowly. 

Count  to  10.  Better  yet,  20. 
Or  say  the  alphabet  out  loud. 

Phone  a friend.  A relative. 
Even  the  weather. 


Still  mad?  Punch  a 
pillow.  Or  munch  an  apple. 

Thumb  through  a magazine, 
newspaper,  photo  album. 


Do  some  sit-ups. 

Pick  up  a pencil  and  write 
down  your  thoughts. 

Take  a hot  bath.  Or  a 
cold  shower. 


Lie  down  on  the  floor,  or 
just  put  your  feet  up. 


Put  on  your  favorite  record. 


Water  your  plants.  »puo<s.,v,,=i^ 

J I This  PubLcabon  CO(/Kl 


For  more  parenting  information,  write; 

National  Committee  for 
Prevention  of  Child  Abuse 

Box  2866,  Chicago,  IL  60690 


Deadline  is  the  5th  of  the  month 


preceding  publication  month. 


Take  time  out. 

Don’t  take  it 
out  on  your  kid. 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Assistant  Instructor  in  Internal  Medicine — This  posi- 
tion involves  performing  assays  of  the  immune  re- 
sponse to  both  non-spectic  and  viral  antigens.  The 
production  of  interferon  gamma  in  response  to 
viral  proteins  in  normal  and  abnormal  subjects  will 
be  studied.  Further  studies  of  the  importance  of 
cytomegalovirus  infections  as  a course  of  pneumonia 
in  immunocompromised  hosts  are  ongoing.  The 
position  also  Involves  teaching  of  graduate  and  un- 
dergraduate students.  PhD  degree  in  Microbiology 
required.  Research  to  include  two  years  experience 
with  cytomegalovirus.  Salary  $24,000  annually.  Apply 
at  the  Texas  Employment  Commission,  Galveston, 
Texas,  or  send  resume  to  the  Texas  Employment 
Commission,  TEC  Building,  Austin,  Texas  78778, 
JO#4422571.  Ad  paid  by  an  equal  opportunity 
employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas:  Emergency  Department  locum  tenens  and 

weekend  coverage  available  in  various  locations. 
Competitive  hourly  rate  Includes  malpractice  in- 
surance. Contact:  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Traverse  City,  Ml 
49684;  1-800-253-1795. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo— Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACES 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Full  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact:  Helen  Meyer,  8700  Crown- 
hill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Abilene;  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,000-1- 
year.  Contact:  Helen  Meyer,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,0004-  year  with  paid  malpractice  insurance. 
Contact;  Helen  Meyer,  8700  Crownhill  Road,  Suite 
600,  San  Antonio,  Texas  78209;  1-800-999-3728. 

Texas:  Dallas/Fort  Worth/East  Texas/ Austin/Ama- 
rillo— Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
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annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Houston  Suburb — A full-time  emergency  department 

opportunity  and  a medical  director  position  are 
currently  available  at  client  hospital  located  in 
suburb  east  of  Houston.  This  is  a full  service,  208- 
bed  facility  with  an  annual  emergency  department 
volume  of  12,000.  Guaranteed  hourly  rale  of  reim- 
bursement and  potential  quarterly  coverage  based 
on  patient  volume,  occurrence  malpractice  insur- 
ance coverage,  CME  allowance,  reimbursement  of 
EM  board  fees  upon  successful  completion  of  test. 
Director  is  offered  annual  administrative  stipend 
and  health  benefits.  For  additional  information,  con- 
tact Don  Kruessel,  Spectrum  Emergency  Care,  P.O. 
Box  27352,  St.  Louis,  Missouri  63141;  1-800-325- 
3982. 

Physician  wanted  for  long  term  partnership  in  es- 
tablished family  practice/emergency  clinic  starting 
in  February.  Good  benefits.  Hours  4-10  pm,  Mon- 
day through  Friday,  with  an  occasional  weekend. 
Call  713  890-3010  for  additional  information.  Non- 
smoker  please. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 

Raise  your  family  in  a friendly  small  town  with 
the  convenience  of  a large  city  just  30  miles  away. 
Excellent  schools.  New  hospital  and  new  clinic 
needs  a family  practice  physician  interested  in 
practicing  medicine  in  West  Texas.  Contact  Charles 
Butts,  Administrator,  Crane  Memorial  Hospital, 
1310  S.  Alford,  Crane,  Texas  79731;  915  558-3555. 

prn,  ltd. 
physidan 


We  put  together 
‘ 'temporary  solutions 
and  ' 'lasting  relationships 

locum  tenens  & permanent  placements 


1-800-531-1122 

1000  N.  Walnut  (Suite  A) 
New  Braunfels,  Texas  78130 


San  Antonio  Vicinity — Seeking  board  certified  FP 

desiring  full  range  of  family  medicine,  including 
OB.  Modern  hospital,  new  office  space  adjacent  to 
hospital.  No  evening  or  weekend  ER  call  required. 
Share  call  with  young,  BC  FP.  Excellent  incentive 
package.  Hunting  mecca.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Small  FP  group  seeks  recently  trained,  BC  associate 
for  practice  in  Panhandle  community  of  25,000 
(service  area  population  75,000).  Modern  hospital. 
Competitive  incentive  package.  Many  area  ameni- 
ties. Easy  access  to  Amarillo  and  airport.  For  in- 
formation, without  cost  or  obligation,  please  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Northeast  Texas — Near  D/FW  Metroplex.  Immediate 
need  for  BE/BC  family  physicians  in  rural  com- 
munities. Solo  with  coverage  or  associate  practice. 
Modern  hospitals.  Many  lakes  and  recreational  ac- 
tivities. Easy  access  to  amenities  of  Dallas/Fort 
Worth.  Incentive  package.  Please  contact:  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 

Family  physician  wanted  to  associate  with  family 
physician  in  a rural  town  located  85  miles  south  of 
Midland-Odessa.  Excellent  professional  and  financial 
opportunity.  Contact  Paul  Harper,  Administrator, 
Iraan  General  Hospital,  P.O.  Box  665,  Iraan,  Texas 
79744;  915  639-2871. 


Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  wifh  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833. 

Two  board  certified  FPs  seeking  one-two  more  for 

growing  comprehensive  practice.  Fully  equipped  of- 
fice. Located  in  Midland,  Texas,  population  97,000, 
Mild,  dry  climate.  Contact  Midland  Family  Physici- 
ans, 915  699-7927. 

Tulsa,  Oklahoma — Seeking  BC  family  physician  to 

assume  established  practice,  OB  optional.  Shared 
call  coverage.  Practice  location  adjacent  to  full 
service  221-bed  family  practice-oriented  hospital. 
Competitiye  incentive  packages  available.  Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Tulsa  Vicinity — Seeking  BC  family  physician  to  as- 
sume established  practice  in  family-oriented  com- 
munity of  17,000  (county  population  approximately 
56,000).  OB  optional.  Practice  located  next  door  to 
modern  100-bed  community  hospital.  Incentive 
package  available.  Contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Medical  Director — F/T  family  practitioner  with  Tex- 
as license;  BE/BC  preferred.  Must  provide  ambula- 
tory care  including  OB.  Hospital  in-patient  care. 
Very  competitive  salary.  The  facility  is  located  in  a 
very  pleasant  community  85  miles  southwest  of  San 
Antonio,  Texas,  at  the  foot  of  the  Texas  Hill  Coun- 
try. Send  CV  with  references  to:  Executive  Director, 
Uvalde  County  Clinic,  Inc.,  1009  Carnerfield  Road, 
Uvalde,  Texas  78801. 

Need  family  practice  cover  for  CME,  illness,  vaca- 
tion? Experienced  boarded  FP  with  new  practice  in 
North  Dallas  will  work  in  your  Dallas  area  office 
up  to  four  hours  daily  then  cover  your  staff  from 
my  office.  Plus  night  call.  214  406-1455  for  details 
and  CV. 


Internal  Medicine 


Progressive  Central  Texas  community  of  5,600 
(within  one  hour  of  Austin)  seeks  BE/BC  general 
internist.  Modern  hospital;  competitive  incentive 
package  including  income  guarantee,  professional 
office  space,  etc.  Award  winning  schools.  Excellent 
lifestyle  in  family-oriented  community;  good  econ- 
omy. Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Austin  Vicinity — Busy  internal  medicine  practice 
available  in  popular  community.  Fourway  shared 
call  coverage.  Established  practice  with  proven 
capability  to  generate  lucrative  income  in  a desir- 
able community  offering  an  excellent  lifestyle.  In- 
cludes all  equipment  and  furnishings.  Reasonable 
price  and  terms.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  jackson,  Jacksonville,  Texas  75766. 

BC  internist  in  Northeast  Texas  seeks  BC  internist 
for  associate  practice.  Office  on  campus  of  regional 
medical  center  serving  150,000.  Subspecialty  train- 
ing helpful,  but  not  required.  Family-oriented  com- 
munity of  27,000  with  strong  economy  and  good 
schools.  Competitive  incentive  package.  Contact: 
Physicians  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Fort  Worth  Vicinity — Immediate  need  for  BE/BC 
OBG.  Attractive,  affluent  community;  strong  econ- 
omy. Recreational  mecca.  Modern  hospital.  Share 


call  with  young,  American-trained,  BC  OBG.  Com- 
petitive incentive  package.  Easy  access  to  D/FW. 
For  information,  without  cost  or  obligation,  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Dallas — OBG  office,  1,500  sq.  ft.  newly  finished 
out.  Fully  equipped.  Active  OBG  practice,  gross 
$250-$300K/year.  For  sale-lease,  very  flexible  terms 
available.  This  is  a turnkey  opportunity.  Call  eve- 
nings 214  221-4055  or  write  OB  Associates,  309 
Tanglewood,  Lewisville,  Texas  75067. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependenl-minded,  American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 


Orthopedic  Surgery 

Orthopedic  Surgeon — Immediate  need  for  BE/BC 
physician  to  serve  two  adjacent  Central  Texas  com- 
munities. Croup  or  solo  with  call  coverage.  Modern 
hospital  equipment  and  facilities.  Competitive  in- 
centive package,  including  income  guarantee,  offce 
space,  etc.  Progressive  communities.  Great  schools. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 


Pediatrics 

Dallas  Area — Established  general  pediatric  practice 

for  sale.  Crossing  in  excess  of  $270,000  per  year. 
Shared  call  coverage.  Includes  all  equipment  and 
furnishings.  Reasonable  price  and  terms.  Across 
street  from  modern  hospital.  For  information  with- 
out cost  or  obligation  contact:  Physician  Resource 
Network.  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Radiology 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physician  to  associate  with  estab- 
lished radiology  group  serving  regional  medical 
center.  All  modalities,  including  MRI  and  inter- 
ventional radiology.  Family-oriented  community; 
strong  economy.  Easy  access  to  D/FW.  Excellent 
incentive  package;  early  partnership.  . Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Immediate  need  for  BE/BC  diagnostic  radiologist  in 

northeast  Texas  community  of  25,000,  near  D/FW 
Metroplex.  Modern  150-bed  hospital.  All  modalities 
except  MRI.  Strong  economy,  family  oriented  com- 
munity. Many  lakes  and  recreational  activities.  In- 
centive package.  Please  contact:  Physician  Resource 
Network.  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

BC/BE  general  diagnostic  radiologist  with  skills  in 
CT  and  ultrasound  for  multispecialty  clinic  and  re- 
gional clinic  system  in  Central  Texas.  No  invasive 
procedures  Salary  plus  good  fringe  benefit  pack- 
age. Contact  Dr.  john  L.  Montgomery,  Chairman, 
Department  of  Radiology,  Scott  & White,  2401 
South  31st  Street,  Temple,  Texas  76508.  Or  call  817 
774-2415. 

Academically  oriented  board  certified  radiologist 

needed  to  work  in  Medical  Center  Hospital  in 
Amarillo,  Texas  to  diagnose  and  treat  disease  of  the 
human  body  using  x-rays,  computerized  tomog- 
raphy, specialized  procedures  and  radioactice  sub- 
stances In  Medical  Center  Hospital.  Must  teach 
medical  students  and  residents  and  participate  in 
research  projects.  Must  have  MD  diploma,  three 
years  training  in  radiology,  be  board  certified  in 
radiology,  be  licensed  in  any  state  In  the  United 
States,  and  have  one  year  fellowship  in  computer- 
ized tomography  and  ultrasound  with  soecial  pro- 
cedures. Must  submit  curriculum  vitae.  Salarv 
$54,907  per  year  base  plus  eligibility  for  supple- 
mentary special  pay  which  will  be  discussed  at 
time  of  interview.  Apply  in  person  at  the  Texas 
Employment  Commission  in  Amarillo,  Texas  or  send 
resume  to  Texas  Employment  Commission,  TEC 
Building,  1117  Trinity  Street,  Austin,  Texas  78778. 
Refer  to  )0#4793827.  Ad  paid  for  by  an  equal 
employment  opportunity  employer. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success. — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 


cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Group,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Sunbelt — Our  clients  seek  physicians  of  all  dis- 
ciplines throughout  the  sun  country.  For  more 
information  call  or  send  CV  to  Joyce  Staffel,  Medi- 
cal Diyision,  JSI,  P.O.  Box  710733,  Flouston,  Texas 
77271-0733.  Phone  713  721-2536. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 

rapidly  expanding  family  practice  group  in  San 

Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 

patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, FIEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Physicians — Ffave  you  contacted  the  Texas  Medical 
Association  Placement  Seryicef  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

South  Texas  (Upper  Rio  Grande  Valley)  excellent 
and  immediate  opportunity  for  BC  or  BE  physicians 
in  the  following  specialties:  urology  and  orthoped- 
ics. A 106-bed,  JCAH  accredited  hospital  seeks 
these  specialties.  This  Rio  Grande  Valley  community 
which  is  located  within  10  minutes  of  the  Texas- 
Mexico  border  and  one  hour  from  South  Padre 
Island  resort  provides  an  excellent  opportunity  for 
these  physicians.  Pan  American  University  located 
within  city.  Send  CV  to  Dora  Valverde,  Interim 
Chief  Executiye  Officer,  Edinburg  General  Hospital, 
P.O.  Box  2000,  Edinburg,  Texas  78539;  512  383-1481. 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBG,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.Q.  Box  1804,  Scottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  20-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  OBG,  orthopaedic  surgeon,  and  oph- 
thalmologist. High  beginning  guaranteed  salary  in 
addition  to  benefits  with  no  first  year  expenses. 
Send  CV  to  Doyle  Lamb,  Administrator,  Malone  and 
Hogan  Clinic,  1501  West  11th  Place,  Big  Spring, 
Texas  79720. 

Otolaryngologist — Immediate  opportunity  for  BE/BC 
physician  in  Northeast  Texas  community  of  27,000 
(service  area  pop.  150,000)  regional  medical  center. 
Quality  lifestyle  in  area  with  strong  economy;  easy 
access  to  D/FW  Metroplex.  Shared  call  coverage; 
incentive  package  available.  Contact;  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Neurosurgeon — Immediate  opportunity  for  BE/BC 
physician  with  regional  medical  center  in  North- 
east Texas  (service  area  population  150,000).  State- 
of-the-art  technology  available;  large  referral  base. 
Quality  lifestyle  in  a community  with  strong  econ- 
omy; easy  access  to  D/FW  Metroplex.  Incentive 
package.  Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Gastroenterologist — Immediate  practice  opportunity 
ayailable  in  beautiful  and  vivacious  Nacogdoches. 
County  population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 
establishing  a practice.  If  interested,  contact  Kenneth 
Worley  at  409  564-4611, 

Pulmonologist — Immediate  practice  opportunity 
ayailable  in  beautiful  and  yivacious  Nacogdoches. 
County  population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 
establishing  a practice.  If  interested,  contact  Kenneth 
Worley  at  409  564-4611. 


Prosperous,  expanding  multispecialty  group  in 

choice  rural  area  of  Central  Texas  is  seeking  an 
additional  general  surgeon.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park, 
Brenham,  Texas  77833. 

Invasive  Cardiologist — A practice  opportunity  is 
available  in  beautiful  vivacious  Nacogdoches.  Coun- 
ty population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 
establishing  a practice.  If  interested,  contact  Ken- 
neth Worley  at  409  564-4611. 

Urologist — Regional  medical  center  serving  150,000 
in  Northeast  Texas  seeks  BE/BC  urologist.  Family- 
oriented  town  of  27,000  with  strong  economy; 
many  recreational  activities.  Reasonable  access  to 
D/FW  Metroplex.  Call  coverage,  competitive  incen- 
tive package  available.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  additional  BE/BC  physicians: 
internal  medicine  and  subspecialties,  OBG,  family 
practice,  orthopedic  surgery,  general  surgery, 
anesthesiology,  dermatology,  psychiatry,  urology 
and  radiology.  Competitiye  salary.  Extensive  bene- 
fits. Direct  inquiry  and  CV  to  Medical  Director, 
Permanente  Medical  Association  of  Texas,  12720 
Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Physician  Opportunity — PHP  Healthcare  Corpora- 
tion, a leader  in  healthcare  management  services 
has  projected  a need  for  physicians  to  staff  our 
primary  care  clinics  located  in  Burke,  Fairfax,  and 
Woodbridge,  Virginia.  We  also  have  a projected 
need  for  physicians  to  staff  primary  care  clinics  lo- 
cated in  Killeen,  Texas,  Tucson,  Arizona,  Omaha, 
Nebraska,  Norfolk,  Virginia,  Columbus,  Georgia, 
Fayetteville,  North  Carolina,  Charleston,  South 
Carolina,  and  several  locations  in  California.  Quali- 
fications are:  Board  certification  or  eligibility,  a 
slate  license  where  you  would  be  located,  and  a 
minimum  of  one  year  experience.  Preference  will 
be  giyen  to  those  candidates  in  family  practice, 
pediatrics,  internal  medicine,  and  emergency  med- 
icine. Our  company  offers  an  outstanding  incentive 
pay  plan  with  the  opportunity  to  earn  $90,000-1- 
annually.  PHP  offers  physicians  the  opportunity  to 
participate  in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss  po- 
tential position  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  CV  to 
Leigh  Robbins,  PHP  Healthcare  Corporation,  125 
Belle  Forest  Circle,  Suite  200,  Nashyille,  Tennessee 
37221;  615  662-1310. 

Established  obstetrician/gynecologisi  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IV2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Neurologist — Recently  trained  neurologist  seeks  BC 
associate  for  practice  in  Northeast  Texas.  Regional 
medical  center  serves  150,000.  Family-oriented  com- 
munity of  27,000;  strong,  diversified  economy; 
good  schools.  Competitive  incentive  package.  Con- 
tact: Physician  Resource  Network,  P.Q.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Excellent  Texas  opportunities  in  cardiology,  ENT, 
family  practice,  general  surgery,  internal  medicine, 
QBG,  oncology,  orthopedic  surgery,  vascular  sur- 
gery, urology,  industrial  medicine.  Excellent  quality 
of  life,  first  year  guarantee,  etc.  Reply  with  CV  or 
call  Armando  L.  Frezza,  Medical  Support  Services, 
8806  Balcones  Club  Dr.,  Austin,  Texas  78750;  512 
331-4164. 


OPPORTUNITIES  SOUGHT 


We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

Board  eligible  internist  completing  residency  seeks 
position  in  the  Houston  area,  available  August  88. 
Will  consider  group  practice  or  associate  practice. 
Please  reply  to  Ad-682,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

OBG — US  graduate  with  Texas  residency  in  QBG. 
Board  certified  and  fellow  in  ACQG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 

Texas  Medicine 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical,  laboratory, 
x-ray,  ultrasound  equipment.  We  buy,  sell,  broker, 
repair.  Medical  Equipment  Resale  & Repair,  Inc., 
24026  Haggerty  Road,  Farmington  Hills,  Michigan 
48018.  1-800-247-5826  or  313  477-6880. 

Save  $$$  on  your  medical  equipment  needslll 
Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  P.O.  Box  18164,  Dallas, 
Texas  75218;  214  369-3960;  Metro  229-9253. 

Discount  Hotter  Scanning  Services  starting  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologist  overread  available  for  $15.  Stress 
test  electrodes  at  $.29.  One  free  test  is  offered  at 
no  obligation  on  a trial  basis.  For  more  informa- 
tion call  up  today  at  1-800-248-0153. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
512  346-2100,  KRT  Management,  P.O.  Box  9802-138, 
Austin,  Texas  78766. 

Working  Ranch,  South  Texas,  $90  per  acre.  A 

beautiful  working  ranch  with  a spectacular  view  of 
the  Big  Bend  Country.  15,000  acres  located  54 
miles  SE  of  Marfa,  Texas.  Ranch  house,  bunk  house, 
barns,  good  water,  landing  strip.  Family  owned, 
excellent  terms  to  qualified  buver(s).  Broker  par- 
ticipation invited.  Contact  Bonnie  S.  Wilbur,  Knight 
Real  Estate,  Austin,  Texas,  512  472-1800. 


Practices 

Practice  For  Sale — Dallas,  Casa  Linda/White  Rock 
East  area.  Doctor  retiring.  Well  established  practice, 
excellent  for  internal  medicine  or  family  practice. 
Contact  PMA,  Cary  Clinton,  Medical/Dental  Ap- 
praisor.  Consultant,  Practice  Broker.  214  327-7765. 

For  Sale — Family  practice.  West,  Texas,  very  large 
clinic,  room  for  two  family  practice  doctors.  High 
gross,  excellent  net.  Six  treatment  rooms,  well 
equipped.  Osteopathic  practice.  Contact  Cary  Clin- 
ton, PMA,  214  327-7765.  Practice  Appraisals/Sales. 
Health  care  professional  consultant  for  14  years. 

Internist  (MD) — Excellent  opportunity  to  purchase  a 
fully  equipped  office  (building,  equipment,  and 
practice)  in  Central  Texas.  Facility  can  accommo- 
date three  to  six  doctors.  Two  minutes  from  new 
109-bed  hospital.  Terms  possible.  Call  Clarence 
Miller,  512  353-1125,  leave  word. 

Retiring  34  year  old  internal  medicine  practice  free. 

Equipment  almost  free  (less  than  20%  replacement 
cost).  1,700  sq.  ft.  building  for  sale  at  mutually 
agreed  market  value  or  cheap  lease.  Fully  equipped. 
Good  location  for  FP  also.  Available  now.  Roy 
Daugherty,  MD,  4006  W.  33rd,  Amarillo,  Texas 
79109;  806  355-7447. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toil  free 
1-800-241-6905.  Serving  MDs  for  over  fen  years. 

For  physicians  and  residents,  start-up  practitioners, 

and  established  physicians — Unsecured  signature 
loans  $5,000-560,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deterred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal.  Dept.  114. 
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Business  Loans — Signature  loans,  other  loans,  sale/ 
lease  back,  equipment  leases.  Buying  or  selling  a 
practicef  Contact  Dr.  W.  A.,  100  S.  Washington, 
Enid,  Oklahoma  73701;  405  234-5135. 


CONTINUING  EDUCATION 


Fifth  Annual  South  Texas  Perinatal-Neonatal  Con- 
ference, Embassy  Suites  Hotel,  McAllen,  Texas, 
March  10-11-12,  1988.  Credit:  CME  12  hours.  For 
further  information  contact  Joyce  Patrick  at  Javier 
Ramirez-Lavin,  MD,  Neonatology,  P.O.  Box  5115, 
McAllen,  Texas  78502.  512  686-3401. 

1988  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska,  China/Orient,  Europe,  New  England/Canada, 
Trans  Panama  Canal,  South  Pacific.  Approved  for 
24-28  CME  Cat.  1 credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Registration 
lirnited.  Prescheduled  in  compliance  with  IRS  re- 
quirements. Information;  International  Conferences, 
189  Lodge  Avenue,  Huntington  Station,  New  York 
11746.  516  549-0869. 


Attention  Primary  Care  Physicians 

Increase  Your  Skills  • Increase  Your  Income 

Learn  : Allergy  testing,  audiometry,  cryosurgery, 
colposcopy,  dermatologic  techniques,  flexible 
sigmoidoscopy,  holter  monitoring,  joint  injection 
techniques,  nasopharyngoscopy,  pulmonary 
function  testing,  vascular  flow  testing,  and  more. 
Where  : Hyatt  Regency  DFW,  Dallas 
When  : April  9 -10, 1988 
Fee : $375 

Accredited  - Limited  Registration 
Contact : Current  Concept  Seminars 

3301  Johnson  St. 

Hollywood,  FL  33021 
(305)  966-1009 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


IF  YOU 
WANT 
DRUG 


KIDS^ 

WATCH 

"DRUG 


kids: 


Coming  in  January  to  WGN, 
TBS,  CBN  and  Public  Television 
stations  throughout  America,  a 
tmique  presentation  no  parent  can 
afford  to  miss.  “Drug  Free  Kids:  A 
Parent’s  Guide.” 

Hosted  by  Ken  Howard. 
Featiuing  Ned  Beatty,  Bonnie 
Franklin  and  Paul  ^9(^nfield.  Drug 
Free  Kids  offers  extremely  practic^ 
expert  advice  you  can  put  to  work 
immediately  to  give  your  children 
the  support  and  guidance  to  say  no 
to  drugs. 

Please  watch  Drug  Free  Kids. 
Because  the  more  you  know,  the 
better  you  can  help  your  children  to 
just  say  no. 

Check  your  local  listings 
for  program  dates  and  times. 


fiL  DO  YOU  KNOW 
MJf  A DOCTOR— 
WHO  NEEDS 
^ OUR  HELP? 


If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 
Physician  Health  & Rehabilitation 

David  C.  Eiland,  Jr.,  M.D.,  Galveston, 
Chairman 
(409)  761-4776 

Richard  L.  Weddige,  M.D.,  Lubbock, 

Vice  Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls 
(817)  766-3551 

Guy  K.  Driggs,  M.D.,  Dallas 
(214)  941-3313 

Neal  H.  Gray,  M.D.,  San  Antonio 
(512)  697-9792 

A.  Bryan  Spires,  Jr.,  M.D.,  Lubbock 
(806)  743-2929 

Thomas  H.  Allison,  M.D.,  Mabank 
(214)  590-8761 

Gretchen  L.  Megowen,  M.D.,  Dallas 
(214)  696-8227 

Adib  R.  Mikhail,  M.D.,  Houston 
(713)  440-4911 

Scott  Conrad,  M.D.,  Irving, 

Resident  Representative 
(214)  401-1609 

Mrs.  Elmer  Vogelpohl,  Galveston, 

Auxiliary  Representative 
(409)  744-3826 

Misty  Dawn  Laughlin,  Temple, 

Student  Representative 
(817)  778-4810 

Alan  McCorkle,  Lubbock, 

Alternate  Student 
Representative 
(806)  797-2229 


Advertising  Directory 


Air  Force  Reserve 

American  Physicians  Insurance  Exchange 
American  Physicians  Life  Insurance 
Apple  Leasing 
Campbell  Laboratories 
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Continuing  Education  Cirectoty 


COURSES 


MARCH 

Allergy 

March  2-6,  1988 

1988  PAN  AMERICAN  ALLERGY  SOCIETY'  TRAINING  COURSE  AND 
SEMINAR.  Four  Seasons  Hotel,  San  Antonio,  Tex.  Fee  S285  course, 

SI 40  seminar  for  members  of  PAAS;  S335  course,  SI 60  seminar  for 
nonmembers;  Category  1 , AMA  Physician’s  Recognition  Award;  30 
hours.  Contact  Betty  Kahler,  PAAS,  229  Parking  Way,  Lake  Jackson,  TX 
■'•7566  (409)  297-5635  or  (409)  297-4069 

AIDS 

March  18-19,  1988 

HEMATOLOGY  AND  AIDS:  A NEONATAL  AND  PEDIATRIC  PERSPEC- 
TIVE. Berkeley  Marina  Marriott  Hotel,  San  Francisco  Bay,  Berkeley, 

Calif,  Fee  SI 50.  Category  1,  AMA  Physician’s  Recognition  Award;  1 1 
hours.  Contact  Kim  Leadon,  Continuing  Medical  Education,  Children’s 
Hospital  Oakland,  747  52nd  St,  Oakland,  CA  94609  (415)  428-3021 

Cancer 

March  7-9,  1988 

WORLD  CONGRESS  III:  CANCERS  OF  THE  SKIN,  Lincoln  Hotel  Post 
Oak,  Houston,  Fee  $300  physicians,  $200  residents  and  fellows.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  19  hours.  Contact  World 
Congress  III  on  Cancers  of  the  Skin,  Office  of  Conference  Services, 

HMB  131,  The  University  of  Texas  MD  Anderson  Hospital  and  Tumor 
Institute,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

March  27-30,  1988 

PRACTICAL  ASPECTS  OF  CARDIOVASCULAR  DISEASE  AND  RENAL 
DRUGS.  Contemporary  Resort,  Lake  Buena  Vista,  Walt  Disney  World, 
Fla,  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continuing  Medical  Edu- 
cation D23— 3,  University  of  Miami  School  of  Medicine,  PO  Box 
016960,  Miami,  FL  33101  (305)  547-6716 

Chest  Diseases 

March  17-19,  1988 

24TH  ANNUAL  ARIZONA  CHEST  SYMPOSIUM.  Doubletree  Hotel,  Tuc- 
son. Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  Susan  Thornton,  RN,  MS,  Symposium  Coordinator,  Tuc- 
son Medical  Center,  PO  Box  42195,  Tucson,  AZ  85733  (602 ) 
327-5461  ext  51 10  (messages) 

Emergency  Care 

March  6-11,  1988 

9TH  ANNUAL  MAMMOTH  MOUNTAIN  EMERGENCY  MEDICINE  SKI 
CONFERENCE.  Mammoth  Lakes,  Calif.  Fee  $350  physicians,  $250  phy- 
sicians in  training  and  physician  assistants.  Category  1 , AMA  Physician’s 
Recognition  Award;  20  hours.  Contact  Daniel  Abbott,  MD,  Medical 
Conferences,  Inc,  CME  Travel  Service,  1615  S Mission  Rd,  Suite  3,  Fall- 
brook,  CA  92028  (1-800)  457-2777 


March  26-April  12,  1988 

ORTHOPEDIC  EMERGENCIES,  Waiohai  and  Poipu  Beach  Hotels, 

Kauai,  Hawaii.  Fee  $395.  Category  1,  AMA  Physician’s  Recognition 
Award;  21  hours.  Contact  Edith  Bookstein,  Conference  Management 
Associates,  American  Institute  of  Postgraduate  Education,  PO  Box 
2586,  I,a  Jolla,  CA  92038  (619)  454-3212 

Endocrinology 

March  26,  1988 

DIABETES  1988:  NEWEST  DEVELOPMENTS  IN  PATIENT  CARE. 

Stouffer  Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  Diane  Pitkin,  De- 
partment of  Medical  Education,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

March  28-30,  1988 

KIDNE\'  STONES:  PREVENTION  AND  TREATMENT.  Masur  Au 
ditorium,  Warren  Grant  Magnuson  Clinical  Center,  National  Institutes 
of  Health,  Bethesda,  Md.  Fee  TBA.  Credit  TBA.  Contact  Conference 
Registrar,  Prospect  Associates,  Suite  500,  1801  Rockville  Pike,  Rock- 
ville, MD  20852  (301  ) 168-6338 

Family  Medicine 

March  14-18,  1988 

2ND  ANNUAL  UPDATE  ON  PRIMARY  CARE.  The  Ranch,  Steamboat 
Springs,  Colo.  Fee  $300.  Category  1,  AMA  Physician’s  Recognition 
Award;  18  hours.  Contact  Larry  McLain,  MD,  Dept  of  Pediatrics,  Loyola 
University  Medical  Center,  2160  South  First  Ave,  Maywood,  IL  60153 
(312) 531-3195 

March  17-20,  1988 

13TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Hil- 
ton Palacio  del  Rio-Riverwalk,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  Continuing  Medical  Education,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512) 567-4444 

General  Medicine 

March  3—5,  1988 

PAIN  AND  SYMPTOM  MANAGEMENT  IN  THE  TERMINALLY  ILL,  San 
Francisco.  Fee  $400  before  Feb  3.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  18  hours.  Contact  LaNelle  Chancellor,  Continuing  Edu- 
cation, Baylor  University  Medical  Center,  3500  Gaston  Ave,  Dallas,  TX 
75246 (214) 820-2317 

March  6—10,  1988 

ADVANCES  IN  MEDICAL  EDUCATION,  Copper  Mountain,  Colo.  Fee 
$425.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Susan  Larson,  Scott  and  'White  Clinic,  2401  South  31st  St,  Temple, 
TX  76508(817)774-4083 

March  11,  1988 

PARKINSON’S  DISEASE  TREATMENT  UPDATE.  Wyndham  Hotel,  San 
Antonio,  Tex.  Fee  $75  physicians,  $35  students  and  residents.  Category 
1 , AMA  Physician’s  Recognition  Award;  5 hours.  Contact  The  Kingman 
Foundation,  PO  Box  7330  Sta  A,  San  Antonio,  TX  78285  (512) 
228-2384 

March  16-18,  1988 

DRUG  TREATMFNT  OF  CANCER  PAIN  IN  A DRUG  ORIENTED  SO- 
CIETY— ADEQUATE  OR  INADEQUATE?  Hotel  Intercontinental,  Hous- 
ton. Fee  $200.  Category  1 , AMA  Physician’s  Recognition  Award;  1 7 


Volume  84  February  1988 


hours.  Contact  Shirley  Roy,  Conference  Services- 1 3 1 , MD  Anderson 
Hospital,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

March  16-19,  1988 

HIGHLIGHTS  IN  WOMEN’S  HEALTH  CARE:  CARDIOVASCUIAR  FIT 
NESS,  BREAST  DISEASE,  MENOPAUSE.  Orlando,  Fla.  Fee  $300.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Susan 
Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 

Temple,  TX  76508  (817)  774-4083 

March  22-23,  1988 

LIPID  METABOLISM  AND  ATHEROSCLEROSIS/2ND  DR  ROBERT 
MATCH  DISTINGUISHED  SCHOLAR  PROGRAM  Grand  Hyatt,  New 
York  City.  No  fee.  Category  1 , AMA  Physician’s  Recognition  Award;  1 4 
hours.  Contact  Ann  Boehme,  Associate  Director  for  Continuing  Educa- 
tion, Ix>ng  Island  Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042 
(718)  470-8650 

Geriatrics 

March  13-16,  1988 

GERIATRIC  MEDICINE  RECERTIFICATION  REVIEW  Hilton  Palacio 
Del  Rio-Riverwalk,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
Continuing  Medical  Education,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284—7980  (512) 
567-4444 

March  19-26,  1988 

THE  BRITISH  EXPERIENCE;  A STUDY  TOUR  IN  ENGIAND  ON  PUB 
Lie  AND  PRIVATE  CARE  INNOVATIONS  FOR  THE  AGED  England  Fee 
TBA,  Credit  TBA,  Contact  Pat  Ashton,  Holbrook  Travel,  3540  NW  13th 
St,  Gainesville,  EL  32609  (800)  451-71 1 1 

Medical  Education 

March  6-10,  1988 

ADVANCES  IN  MEDICAL  EDUCATION,  Copper  Mountain,  Colo.  Fee 
$425.  Category  1,  AMA  Physician’s  Recognition  Award;  20  hours.  Con- 
tact Susan  I.arson,  Scott  and  White  Memorial  Hospital,  2401  South  21st 
St,  Temple,  TX  76508  (817)  774-4083 

Medical  Malpractice 

March  16-18,  1988 

MEDICAL  MALPRACTICE:  LAW,  THEORY  AND  PRACTICE  FOR  AT 
TORNEYS,  PHYSICIANS,  AND  RISK  MANAGERS  Harrah’s  Hotel  and 
Casino,  Reno,  Nev.  Fee  $475.  No  credit  available.  Contact  Carol  Gib- 
son, Marketing  Coordinator,  American  Bar  Association,  750  North  lake 
Shore  Dr,  Chicago,  IL  6061 1 (312)  988-5000 

Obstetrics  and  Gynecology 

March  12,  1988 

CURRENT  CLINICAL  PRACTICE  IN  OBSTETRICS  AND  GYNECOLOGY 
Grand  Kempinski  Hotel,  Dallas.  Fee  TBA.  CYedit  TBA.  Contact  Diane 
Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Onter,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

March  25-26,  1988 

CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOLOGY  Inn  on 
the  Park,  Houston.  Fee  $250  physicians,  $125  non-Baylor  residents  and 
fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Vicki  Forgac,  Baylor  College  of  Medicine,  Texas  Medical  Cen- 
ter, Houston,  TX  77030  (713)  799-6020 

Oncology 

March  7-9,  1988 

WORLD  CONGRESS  III  ON  CANCERS  OF  THE  SKIN.  Lincoln  Hotel 
Post  Oak,  Houston.  Fee  $300  physicians,  $200  residents  and  fellows. 
Category  1,  AMA  Physician’s  Recognition  Award;  19  hours.  Contact 
Shirley  Roy,  Conference  Services- 1 3 1 , MD  Anderson  Hospital,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

March  18-20,  1988 

CLINICAL  ADVANCES  IN  OPHTHALMOLOGY  FOR  THE  PRACTICING 
OPHTHALMOLOGIST/THE  CULLEN  COURSE  1988.  Houstonian  Hotel 


and  Conference  Center,  Houston.  Fee  $250  physicians,  $125  non- 
Baylor  residents  and  fellows.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 1 hours.  Contact  Carol  Soroka,  Office  of  Continuing  Educa- 
tion, Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

March  25-26,  1988 

lOTH  ANNUAL  DALIAS  SPRING  OPHTHALMOLOGY  SYMPOSIUM.  Lo 
cation  TBA.  Fee  TBA.  Credit  TBA.  Contact  Lela  Breckenridge,  Continu- 
ing Medical  Education,  Presbyterian  Hospital,  8200  Walnut  Hill  Ln, 
Dallas,  TX  75231  (214)  696-8458 

Otolaryngology 

March  2-6,  1988 

HEAD  AND  NECK  RECONSTRUCTIVE  SURGERY  1988.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  $550,  $200  laboratory  sessions.  Category  1,  AMA 
Physician’s  Recognition  Award;  3 1 hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  The  University  of  Texas  Medical  Branch,  3rd 
Floor  Learning  Center.  Route  J-34.  Galveston,  TX  77550—2782  (409) 
761-2934 

March  10-12,  1988 

CURRENT  CLINICAL  CONCEPTS  IN  OTOLAR’TNGOLOGY.  Sheraton 
Bal  Harbour,  Miami.  Fee  TBA.  Credit  TBA.  Contact  Division  of  Continu- 
ing Medical  Education,  D23—  3,  University  of  Miami  School  of  Medi- 
cine. PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Otorhinolaryngology 

March  26-27,  1988 

ENDOSCOPIC  SINUS  SURGERY,  3RD  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $590  lecture 
series  plus  lab,  $287.50  lecture  series  plus  videos  only.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann  Parchem, 
Division  of  Continuing  Education,  UT  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pathology 

March  7-11,  1988 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  C>enter,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
(Continuing  Medical  Education,  UTHSC,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 

Pediatrics 

March  12,  1988 

BEHAVIORAITDEVELOPMENTAL  PEDIATRICS  S’VTVIPOSIUM— STRESS. 
VULNERABILITY,  AND  CHILD  HEALTH.  The  University  of  California, 
San  Francisco.  Fee  $115.  Category  1,  AMA  Physician’s  Recognition 
Award;  6.5  hours.  Contact  University  of  California,  Extended  Programs 
in  Medical  Education,  Registration  Office,  Room  575-U,  San  Francisco, 
CA  94 143-0766 (415) 476- 5808 

Physical  Medicine  and  Rehabilitation 

March  3-5,  1988 

3RD  ANNUAL  S’TMPOSIUM  ON  ADVANCES  IN  HEAD  IIVIURY  RE 
HABILITATION.  Westin  Cralleria  Hotel,  Dallas.  Fee  $265  pre- 
registration, $350  physicians,  $125  students,  $200  groups  of  three  or 
more,  $100  per  day.  Credit  TBA.  Contact  Diane  Ender,  Conference  Co- 
ordinator, Dallas  Rehabilitation  Institute,  9713  Harry  Hines  Blvd, 

Dallas,  TX  75220-5441  (214)  358-8440  or  1-800-441-9199, 
ext  8440 

March  21-31,  1988 

22ND  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Holiday  Inn-Medical  Center,  Houston.  Fee 
$450  physicians,  $420  non-Baylor  residents.  Credit  TBA.  Contact  Lila 
Lemer,  Office  of  Continuing  Education,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Plastic  Surgery 

March  17-20,  1988 

HAIR  REPLACEMENT  SURGERY.  Four  Seasons  Hotel,  Los  Angeles.  Fee 
$525  physician  members  American  Academy  of  Facial  Plastic  and  Re- 
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constructive  Surgery  beft)re  Feb  I SS'^S  pliysician  nieniliers  after  Fell 
1"';  *625  nonmembers  AAFRPS  before  Feb  1"^,  *6'^5  after  Feb  I’’;  *125 
member  residents  before  Feb  I"',  *175  member  residents  ;tfter  Feb  I"'; 
*200  nonmember  residents  before  Feb  1"’,  *250  nonmember  residents 
after  Feb  17,  Category  1,  AMA  Physician’s  Recognition  Award;  .50 
hours.  Contact  AAFRPS  Foundation.  1st  American  Bank  N/A,  740  15th 
St  NW,  Washington,  DC;  20005  Attn:  Lock  Box  Dept 

Specialty  Medicine 

March  17-18,  1988 

ASSESSMENT  OF  CUNICAL  COMPETENCE  IN  SPECIALIY  MEDICINE. 
Toronto  Hilton  Harbour  elastic  Hotel.  Toronto.  Fee  *200.  Contact  the 
American  Board  of  Medical  Specialties  (ABMS),  One  Rotary  Center, 
Suite  805,  Evanston,  IL  60201 

Psychiatry 

March  13-18,  1988 

TREATMENT  ISSUES:  NEW  CHALITNGES,  NEW  DIRECH'IONS.  Park 
City,  Utah.  Fee  *365  physicians,  *240  residents.  Category  1,  AMA  Phy- 
sician’s Recognition  Award;  28  hours.  Contact  Brenda  Vink,  Division  of 
Continuing  Education,  The  Menninger  Foundation,  Box  829,  Topeka, 
KS  66601  (913)  273-7500,  ext  5991 

March  29-April  3,  1988 

NEUROPSYCHIATRIC  ASPECTS  OF  lANGUAGE.  Sheraton  Royal 
Waikoloa  Hotel,  Oahu.  Hawaii.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Barbara  Harwell,  Southern  C^ali- 
fomia  Neuropsychiatric  Institute,  6794  La  Jolla  Blvd,  l,a  Jolla,  CA 
92037 (619) 454-2102 

Surgery 

March  2-6,  1988 

HEAD  AND  NECK  RECONSTRUCTIVE  SURGERY  1988.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  *550  members  AAFPRS,  *650  nonmembers,  *400 
resident  members,  *450  resident  nonmembers,  *200  lab  sessions. 
Category  1,  AMA  Physician’s  Recognition  Award;  31  hours.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  The  University  of  Texas 
Medical  Branch,  3 324  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

March  13-19,  1988 

1 ITH  ANNUAL  WORKSHOP  IN  SURGICAL  TECHNIQUES  IN  CLEFT 
LIP  AND  PALATE.  The  Snowmass  Club,  Snowmass,  Colo.  Fee  *650  phy- 
sicians, *300  residents.  Category  1,  AMA  Physician’s  Recognition 
Award;  27.5  hours.  Contact  Dr  Janusz  Bardach,  The  University  of  Iowa 
Hospitals  and  Clinics,  College  of  Medicine,  Iowa  City,  lA  52242  (319) 
356-2168 

APRIL 

Cardiovascular  Disease 
April  7-9,  1988 

ANNUAL  SPRING  AUSCULTATION  SESSION.  Marriott  Medical  Center, 
Houston.  Fee  *275.  Category  1,  AMA  Physician’s  Recognition  Award; 
16  hours.  Contact  Susan  Murray,  Texas  Heart  Institute,  Office  of  Medi- 
cal Director,  PO  Box  20345,  Houston,  TX  77225  (713)  791-2157 

Family  Medicine 

April  12-17,  1988 

4TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  *350 
Category  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 

April  18-22,  1988 

2ND  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston, 
Tex.  Fee  *450.  Category  1 , AMA  Physician’s  Recognition  Award;  40 
hours.  Contact  Gail  Norris,  Office  of  Continuing  Education,  ITie  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route 
J-34,  Galveston,  TX  77550-2782  (409)  761-2934 


General  Medicine 
April  23,  1988 

Si  PAUL  DAY  IN  RHEUMAiiC  DISEASES.  (,nmd  Kempinski  Hotel, 
Dallas.  Fee  I’BA.  Credit  i'BA.  <4)ntact  Diane  Pitkin,  Dept  of  Medical 
Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  i'X 
■'5235  (214)879-3789 

Orthopedic  Surgery 

April  -7-9,  1988 

BLOODILSS  C;ARE  FOR  THE  PAINFTIL  BACK:  JUSTIFICATION  AND 
1 ECHNIQUE  OF  AtrriVE  TREATMENi  Dallas.  Fee  TBA.  Credit  TBA 
Contact  Ann  (Carlton,  Dept  of  Orthopedic  Surgery,  I’he  University  of 
i'exas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  IX 
75235  (214)688-3525  or  (214 >688-2166 

April  13-17,  1988 

INl’ERNATIONAL  SOCIETY  FOR  THE  STUDY  OF  THE  LUMBAR  SPINE, 
Sheraton  Bal  Harbour,  Miami.  Fee  iilA.  Credit  TBA.  Contact  Division  of 
Continuing  Medical  Education,  D23— 3,  University  of  Miami  School  of 
Medicine,  PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Pediatrics 

April  6-9,  1988 

SYMPOSIUM  ON  RESPIRATORY  TRACT  INFECTION  IN  CHILDREN/ 
8TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMI 
NAR.  Hilton  Hotel,  New  Orleans.  Fee  Symposium  free,  *315  seminars, 
*235  house  staff  and  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  7 hours  for  symposium,  16  hours  for  seminars.  Contact  Marian 
Troup,  Dept  of  Pediatrics,  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-3439  or  (214)  688-2166 

April  15-16,  1988 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM/ 1988.  Marriott-Medical 
(Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lemer  or  Vicki 
Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

Physical  Medicine  and  Rehabilitation 

April  8-9,  1988 

SALVAGING  THE  DIABETIC  FOOT.  Location  TBA.  Fee  *400.  Category 
1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Ann  Par- 
chem.  Division  of  Continuing  Education,  The  University  of  Texas 
Health  Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

April  22,  1988 

OCCUPATIONAL  AND  REHABILITATIVE  MEDICINE.  Temple,  Tex.  Fee 
*65.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 

Psychiatry 

April  9.  1988 

UPDATE  ON  CHEMICAL  DEPENDENCY.  Location  TBA.  Fee  TBA. 

Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

April  23-24,  1988 

THE  CUTTING  EDGE  1988/INNOVATIONS  IN  PSYCHOTHERAPY: 
HELPING  INDIVIDUALS  AND  COUPLES  TO  CHANGE.  Hotel  Del  Coro- 
nado, San  Diego.  Fee  *275  physicians,  *175  residents,  *125  fulltime  or 
nonpracticing  students.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  Office  of  Continuing  Medical  Education,  Uni- 
versity of  California  at  San  Diego,  School  of  Medicine,  La  Jolla,  CA 
92093(619)  534-3940 

Surgery 

April  1,  DEADLINE  1988 

1988  SELF  ASSESSMENT  EXAMINATION.  Mailed  directly  from  the 
Americaan  College  Testing  (ACT).  Self-education  exercise  by  the 
American  Society  for  Surgery  of  the  Hand,  applicable  to  all  surgery 
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professions.  Deadline  for  receipt  of  requests  is  April  1,  1988,  examina- 
tion will  be  mailed  April  1 5.  Deadline  for  return  of  answer  sheet  is 
June  10,  discussion  book  will  be  mailed  in  mid-July.  Fee  S70.  Category 
1 , AMA  Physician’s  Recognition  Award;  20  hours.  Contact  American  So- 
ciety for  Surgery  of  the  Hand,  3025  South  Parker  Rd,  Suite  65,  Aurora, 
CO  80014 

April  5-9,  1988 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Sheraton  Royal  Waikoloa 
Hotel,  Kona,  Hawaii.  Fee  $525  before  March  1,  $275  for  surgical  resi- 
dents before  March  1,  $600  after  March  1,  $350  for  surgical  residents 
after  March  1.  Category  1,  AMA  Physician’s  Recognition  Award;  23 
hours.  Contact  June  Bovill,  Continuing  Education,  The  University  of 
Texas  Health  Science  Center,  5323  Harr)'  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

MAY 

Cardiovascular  Disease 

May  28-30,  1988 

MASTER  APPROACH  TO  CARDIOVASCULAR  PROBLEMS.  Contempo- 
rary Resort  Hotel,  Walt  Disney  World,  Orlando,  Fla.  Fee  TBA.  Credit 
TBA.  Contact  Yolanda  Barcena,  Division  of  Cardiology,  University  of 
Miami  School  of  Medicine,  PO  Box  016969,  Miami,  FL  33101  (305) 
549-7124  or  (305)  549-6975 

Family  Medicine 

May  16-20,  1988 

12TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  $490  physicians,  $325  residents  and  fel- 
lows. Credit  TBA.  Contact  Vicki  Forgac  or  Carol  Soroka,  Office  of  Con- 
tinuing Medical  Education,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

General  Medicine 

May  7,  1988 

HEART  DISEASE  IN  OFFICE  PRACTICE.  Grand  Kempinski  Hotel, 

Dallas.  Eee  TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical 
Education,  St  Paul  Medical  Center,  5909  Harr)'  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 


Orthopedic  Surgery 

May  6-8,  1988 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  RE’VIEW.  Location  TBA. 

Fee  TBA.  Credit  TBA.  Contact  June  Bovill,  Division  of  Continuing  Edu- 
cation, The  University  of  Texas  Southwestern  Medical  School,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

May  24-25,  1988 

ANNUAL  CONEERENCE  ON  INNOVATIONS.  Learning  Center,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  Tex.  Fee  $150.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Gail  Norris, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

Pathology 

May  19-21,  1988 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  Vll.  Dallas.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  24  hours.  Contact 
Ann  Parchem,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 

Surgery 

May  26-29,  1988 

AIDS,  HEPATITIS,  AND  BLOOD  TRANSFUSION:  IMPACT  ON  SUR- 
GICAL PRACTICE,  Omni  at  Charleston  Place,  Charleston,  SC.  Fee  $350. 
Categor)'  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Pat 
Curl,  Meeting  Coordinator,  Cardiothoracic  Research  and  Education 
Foundation,  PO  Box  33185,  San  Diego,  CA  92103  (619)  692-9115 

JUNE 

Family  Medicine 

June  4,  1988 

FAMILY  PRACTICE  CLINICAL  ENCOUNTERS  1988.  Dallas.  Contact 
Linda  Spino,  PhD,  Dept  of  Family  Practice  and  Community  Medicine, 
The  University  of  Texas  Southwestern  Medical  School,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)688-2134  or  (214)  688-2166 


May  12-14,  1988 

AMERICAN  BACK  SOCIETY  SPRING  S’VMPOSIUM  ON  BACK  PAIN 
Grosvenor  Resort,  Orlando,  Fla.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  18  hours.  Contact  Aubrey  Swartz,  MD,  Executive 
Director,  American  Back  Society,  2647  E 1 4th  St,  Suite  40 1 , Oakland, 
CA  94601  (415) 536-9929 

Internal  Medicine 

May  16-20,  1988 

UPDATES  IN  INTERNAL  MEDICINE.  Location  TBA.  Fee  TBA.  Credit 
TBA.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Health  Science  Center,  5323  Harr)'  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

May  23-27,  1988 

ADVANCES  IN  INTERNAL  MEDICINE.  Sheraton  Palace  Hotel,  San 
Francisco.  Fee  $440  before  April  1 , $485  after  April  1 . Category  1 , 

^ 00  AMA  Physician’s  Recognition  Award;  hours  TBA.  AAFP  prescribed 

Contact  Postgraduate  Programs,  Dept  of  Medicine,  University  of  Cali- 
fornia, 505  Parnassus,  M979,  San  Francisco,  CA  94143—0120  (415) 
476-5208 

Ophthalmology 

May  27,  1988 

YAG/ARGON  WORKSHOP  FOR  OPHTHALMOLOGISTS.  Location  TBA. 
Fee  TBA.  Credit  TBA.  Contact  Lela  Breckenridge,  Continuing  Medical 
Education,  Presbyterian  Hospital,  8200  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 696-8458 


General  Medicine 
June  11,  1988 

1 3TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR  Location  TBA.  Con- 
tact Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

June  15-18,  1988 

2ND  ANNUAL  WOMEN’S  HEALTH  ISSUES.  South  Padre  Island,  Tex. 
Contact  Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

June  2-5,  1988 

WORKSHOPS  IN  GYNECOLOGICAL  MICROSURGERY/IASER  AND 
OPERATIVE  LAPAROSCOPY.  Dallas.  Contact  Lela  Breckenridge,  Con- 
tinuing Medical  Education,  Presbyterian  Hospital,  8200  Walnut  Hill 
Lane,  Dallas,  TX  75231  (214)  696-8458 

Ophthalmology 

June  12-17,  1988 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OE  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Contact  Carol  Soroka  or  Vicki 
Forgac,  Office  of  Continuing  Medical  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Otolaryngology 

June  15-16,  1988 

LASER  SURGERY  AND  SAFETY  IN  OTOIAR’VNGOLOGY.  Galveston, 
Tex.  Contact  Martha  Berlin,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route 
J-34,  Galveston,  TX  77550-2782  (409)  761-2934 


Texas  Medicine 


June  15-16,  1988 

F.ND0SCX)PK:  sinus  SURUKR^.  (ialveston,  Tex.  C.ontact  Martha  llerlin, 
Ofliee  of  Continuing  Kdueation,  I'he  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  (ialveston,  TX 
77550-  2-’82  ( 409 ) ^6 1 - 2934 

JUNF  1^-18,  1988 

FNDOSCX)PY.  Cialveston,  Tex.  (lontact  Martha  Berlin.  Office  of  fion- 
tinuing  Fducation,  The  University  of  Texas  Medical  Branch,  3rd  Floor 
Learning  Center,  Route  1-34,  Cialveston,  TS.  ■'■^55t)-2"’82  (409) 

■^6 1-2934 

Pediatrics 

June  12-17,  1988 

ACUTF  CARE  PEDIATRICS;  REVIEW'  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SO  (Contact  Ciarol  Soroka  or  Vicki 
Forgac,  Baylor  Ciollege  of  Medicine,  Texas  Medical  Cienter,  Houston, 

TX  77030  (713)  799-6020 

June  23-25,  1988 

1988  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  Cialveston,  Tex 
Contact  Gail  Norris,  Office  of  Continuing  Education,  The  Liniversity  of 
Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Cial- 
veston, TX  77550-2782  (409)  761-2934 

Physical  Medicine  and  Rehabilitation 

June  21,  1988 

HEAD  INJURY:  FUNCTIONAL  OUTCOMES  AND  CXJMMUNHY  RE 
ENTRY,  Austin,  Tex.  Contact  Collin  Barnes  or  Mark  Salmonson,  919  E 
32nd  St,  Box  4039,  Austin,  TX  78765  (512)  397-41 14 

Sports  Medicine 

June  24-25,  1988 

6TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Galveston,  Tex.  Contact  Gayle  Norris,  Office  of  Continuing  Edu- 
cation, Room  3. 324,  The  Learning  Center,  The  University  of  Texas 
Medical  Branch,  Galveston,  TX  77550-2782  (409)  761-2934 

JULY 

Internal  Medicine 

July  24-29,  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island,  Tex 
Contact  Susan  Larson,  Scott  and  White  Memorial  Hospital,  240 1 South 
31st  St,  Temple,  TX  76508  (817)  774-4083 

AUGUST 

General  Medicine 

Aug  6,  1988 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Location  TBA  Con 
tact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Obstetrics  and  Gynecology 

Aug  8- 12,  1988 

MATERNAL  FETAL  MEDICINE.  Copper  Mountain,  Colo.  Contact  Susan 
Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 

Temple,  TX  76508  (817)  774-4083 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  S450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 


Monday-Friday 

POS'K.RADUATF,  \XX)RK(X)URSE  IN  DLMiNOS  l 1C  UI  I RASOUND 
( Date  assigned  by  individual  request  ) Ben  Tauh  (icneral  Hospital, 
Houston  Fee  S600.  Category  1,  AMA  Physician's  Recognition  Award; 
40  hours.  C4)ntact  Vicki  Forgac,  Office  of  (4)ntiniiing  Education  i84-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  I X 77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEW'S.  Sierra  Medical  fXnter,  El  Paso. 
Lex.  C;ategor)'  1,  A,MA  Physician's  Recognition  Award;  1 hour  weekly 
f4)ntact  M.  Nazemi,  MD,  Sierra  Medical  CX'nter,  1625  Medical  (X-nter 
Dr,  El  Pa.so,  TX  79902 

Fuesdays  (all  but  last  Tuesday  of  each  month  ) 

SURGIf^AL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Categor)'  1,  AMA  Physician’s  Recognition  Award;  1-hour 
se.ssion.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 1 5th  St,  Austin,  TX  78701  (512)  476-6461 
ext  51‘72 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Categoiy  I , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin.  TX  78701  (512)  480-  1869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA- 
SONOGRAPFTY.  ( Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee *  *375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A.  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Categor)’  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRl.  The  Methodist  Hospital,  Houston.  Fee 
*1,000  physicians;  *500  residents  and  fellows.  Category’  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  *1,000  physicians  for  40  hours;  *1,600 
physicians  for  80  hours;  *800  residents  and  fellows  for  40  hours; 

*1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery-  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713) 
799-4536 

Feb-April  1988/April  25-May  6,  1988 

29TH  ANNUAL  POSTGRADUATE  INSTITUTE  FOR  PATHOLOGISTS  IN 
CLINICAL  C4'TOPATHOLOGY/SUBSPEClALlY  RESIDENCY  IN  CLINI- 
CAL CYTOPATHOLOGY.  Home  Study  Course  A,  Feb-April;  In- 
Residence  Course  B,  April  25-May  6,  1988.  Johns  Hopkins  Medical 
Institutions,  Baltimore,  MD.  Pre-registration  must  be  accomplished  be- 
fore March  25,  1988.  Contact  John  Frost,  MD,  604  Pathology  Bldg,  The 
Johns  Hopkins  Hospital,  Baltimore,  MD  21205  (301 ) 955-3522 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 

*35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284(512)691-7291 
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PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  9—  10,  1988,  The  University  of  Texas  Health  Science  Center,  San 

Antonio 

Feb  11  — 12,  1988,  Marriott  Hotel-Astrodome,  Houston 

THE  1-2-3’S  OF  PRACTICE  DEVELOPMENT— 2.5  hours 
Feb  23,  1988,  The  Westin  Galleria,  Houston 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA 
nON — 4 hours 

HOW  TO  IMPROVE  YOUR  THIRD  PARTY  REIMBURSEMENT— 2 
hours 

Feb  25,  1988,  The  Hershey  Hotel,  Corpus  Christi 
Feb  26,  1988,  La  Mansion  del  Norte,  San  Antonio 

MARCH 

THE  1-2-3’S  OF  PRACTICE  DEVELOPMENT— 2.5  hours 
March  1,  1988,  The  Westin  Galleria,  Houston 
March  8,  1988,  The  Westin  Galleria,  Houston 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCTIMENTA 
TION — 4 hours 

HOW  TO  IMPROVE  YOUR  THIRD  PARTY  REIMBURSEMENT— 2 
hours 

March  2,  1988,  Sheraton  Amarillo  Hotel  and  Towers,  Amarillo 
March  3,  1988,  The  Summit  Hotel,  Dallas 

March  4,  1988,  Green  Oaks  Inn  and  Conference  Center,  Ft  Worth 

March  16,  1988,  Beaumont  Hilton,  Beaumont 

March  17,  1988,  Marriott  Hotel-Galleria,  Houston 

March  18,  1988,  Holiday  Inn-Hobby  Airport,  Houston 

March  23,  1988,  Embassy  Suites,  Austin 

March  25,  1988,  Sheraton  Tyler  Inn  and  Towers,  Tyler 

MARKETING  TECHNIQUF,S  FOR  A SUCCESSFUL  PRACTICE— 6 hours 

March  23,  1988,  Location  TOA,  San  Antonio 

March  24,  1988,  Sheraton  Central  Park  Hotel,  Arlington 

APRIL 

PLANNING  FOR  RE  TIREMENT- hours  TBA 
April  9,  1988,  Dallas  Marriott  Quorum,  Dallas 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 6 hours 
April  14,  1988,  Location  TBA,  Austin 
April  15,  1988,  location  TBA,  Houston 


UNITED  STATES  AND  CANADIAN  ACADEMY  OF  PATHOLOGY  AN- 
NUAL MEETING,  Washington  DC,  Feb  28-March  4,  1988.  Contact  Dr. 
Nathan  Kaufman,  US  and  Canadian  Academy  of  Pathology,  Inc,  Bldg  C, 
Suite  B,  3515  Wheeler  Rd,  Augusta,  GA  30909  (404)  733—7550 

MARCH 

AMERICAN  SOCIETY  FOR  CLINICAI.  PHARMACOLOGY  AND  THERA 
PEUTICS  ANNUAL  MEETING,  San  Diego,  March  9-11,  1988.  Contact 
Ms  Elaine  Galasso,  American  Society  for  Clinical  Pharmacology  and 
Therapeutics,  1718  Gallagher  Rd,  Norristown,  PA  19401—2810  (215) 
825-3838 

INTERNATIONAL  CONFERENCE  ON  PULMONARY  REHABILITATION 
AND  HOME  MECHANICAL  VENTIIATION,  Denver,  March  2-5,  1988. 
Contact  Webb-Waring  Lung  Institute,  4200  E 9th  Ave,  Box  C-321,  Den- 
ver, CO  80262  (303)  394-8231 

■ RURAL  OR  SMALL  HOSPITAL  SPRING  FORUM,  San  Antonio,  March 
10—  1 1,  1988.  Contact  John  Boff,  Texas  Hospital  Association,  PO  Box 
15587,  Austin,  TX  78761  (512)  465-1020. 

APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PIASTIC  AND  RECONSTRUCTIVE 
SURGERY  SPRING  MEETING,  Palm  Beach,  Fla,  April  28-30,  1988. 
Contact  Joyce  Neill  or  Judy  Woods,  AAFPRS,  1101  Vermont  Ave,  NW, 
Suite  404,  Washington,  DC  20005  (202)842-4500 

AMERICAN  CLEFT  PALATE  ASSOCIATION  45TH  ANNIVERSARY 
MEETING,  Williamsburg,  Va,  April  26—29,  1988.  Contact  the  American 
Cleft  Palate  Association,  3.31  Salk  Hall,  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261  (412)681-9620 

■NATIONAL  STUDENT  RESEARCH  FORUM  29TH  NATIONAL  MEET- 
ING, The  University  of  Texas  Medical  Branch,  Galveston,  April  6—8, 
1988.  Contact  National  Student  Research  Forum,  PO  Box  54,  Sta  1, 
UTMB,  Galveston,  TV  77550  (409)  761-3762 
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FEBRUARY 

SOUTHERN  SOCIETY  FOR  PEDIATRIC  RESEARCH  ANNUAL  CONVEN- 
TION, New  Orleans,  Feb  3—5,  1988.  Contact  Richard  Jacobs,  MD, 

SSPR,  Arkansas  Children’s  Hospital,  800  Marshall  St,  Little  Rock,  AR 
72202-3591  (501  ) 370-1416 

■TEXAS  MEDICAL  ASSOCIATION  WINTER  CONFERENCE,  Austin, 
Feb  5—7,  1988.  Contact  Robert  Mickey,  Executive  Vice  Prc.sident, 
Texas  Medical  Association,  1 80 1 N I,amar  Blvd,  Austin,  TX  7870 1 
(512) 477-6704 


Texas  Medicine 


for 

Accounts  Receivable: 


I.C.  System,  Inc. 

When  the  problem  is  uncollected  debts,  the  prescription  is  I.C.  System. 

If  your  medical  practice  is  suffering  from  a case  of  delinquent  accounts, 
call  in  the  specialist  for  help:  I.C.  System.  This  company  understands  the 
special  collections  needs  of  health  care  professionals.  I.C.  System 
provides  effective  collection  services  while  remaining  sensitive  to  the 
unique  doctor/patient  relationship. 

The  Texas  Medical  Association  began  endorsing  I.C.  System  in  February 
1983.  Since  then,  I.C.  System  has  recovered  $8,825,000  in  overdue 
accounts  for  Texas  Medical  Association  members.  Presently,  almost 
2,500  members  have  enrolled  in  the  System  and  are  benefiting  from  this 
vigorous  collection  program. 

As  a member  of  the  Association,  you  are  eligible  for  this  service.  So,  if 
you  want  to  bring  your  accounts  receivables  under  control,  arrange  to 
enroll  in  I.C.  System's  easy-to-use  program.  For  more  information,  just 
return  the  form  below. 

If  you  are  already  using  I.C.  System's  program,  here's  how  to  get  the 
most  value  from  it.  Refer  your  delinquent  accounts  to  I.C.  System  within 
60  to  90  days  after  they  become  due.  The  more  promptly  you  do  this,  the 
more  money  you  will  recover. 

To  keep  your  practice  financially  healthy,  consult  with  I.C.  System. 


Tell  me  more  about  this  program  endorsed  by  the  Texas  Medical 
Association. 

Practice 

Address  

City  State Zip Phone 

Send  to;  I.C.  System,  Inc. 

444  East  Highway  96 
P.O.  Box  64444 

St.  Paul,  Minnesota  55164-0444 


SCOTr& WHITE 


Texas  A&M  University 
College  of  Medicine 


ADVANCES  IN 
MEDICAL  EDUCATION 

Recent  Advances  in  Education  Concepts 
for  Training  Medical  Students  and  Residents 

March  6-10,  1988 

Copper  Mountain  Resort,  Colorado 

Featuring 

DR.  MILTON  CORN  - Dean,  Geoi^etown  University  School  of 
Medicine,  Washington,  D C. 

DR.  DAVE  IRBY  - Assistant  Dean  for  Planning,  University  of 
Washington,  Seattle,  Washington. 

DR.  COLEMAN  BENDER  - Professor,  Speech  & Communication 
University  of  Hawaii,  Honolulu,  Hawaii. 

Special  Emphasis  On: 

Evaluation  Systems,  Teaching  Methods,  Effective 
Communications  and  Teaching  in  Ambulatory'  Settings. 


mGHLIGIlTS  IN 
WOMEN’S  HEALTH  CARE 

Cardiovascular  Fitness 
Breast  Disease 
Menopause 

March  16-19,  1988 

Embassy  Suites  Hotel 
Plaza  International 
Orlando,  Florida 

Guest  Faculty 

MORRIS  NOTELOVITZ,  M.D.  - Director,  Climacteric  Center, 
Ciainesville,  Elorida. 

JAMES  H.  O’KEEEE,  JR.,  M.D.,  - Cardiologist,  Mid  America  Heart 
Institute,  St.  Luke’s  Hospital  of  Kansas  City,  Kansas  City, 
Missouri. 

Area  Attractions 

Baseball  Spring  Training  - (Six  Major  League  Teams). 

Walt  Disney  World/EPCOT  Center 


For  more  information  or  to  register,  contact:  Office  of  Continuing  Medical  Education,  (817  ) 774-4073,  Scott 
and  White,  Temple,  Texas  76508. 


Timberlawn  Psychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 


1.. 


• Substance  Abuse  Services  * 

Inpatient  and  Outpatient  Programs . 
^/-/■^^Meahh  Prt^es^onals  Program 
Residential^After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 

•JCAH  Approved  I 


Admissions:  P.O.  Box  11288  Dallas,  Texas  75223;  214/381-7181;  1-800-4264944 
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9,  47  AIDS:  resources,  hotlines,  knowledge,  attitudes 
30  Ectopic  pregnancy 
63  Abortion  laws  in  Texas 

26  Predicting  subsequent  low  birth  weight  babies 


21  TV  and  life-in-the-box  kids:  what’s  a pediatrician  to  do? 


Our  tesun  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Houston,  Texas  77080  (713)  462-4000 


YSIGIANS 


we  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
j Force  mission.  For  those  who  qualify, 

\ retirement  credit  can  be  obtained  as 
' well  as  low  cost  life  insurance.  One 
F weekend  a month  plus  two  weeks  a 
\ year  or  less  can  bring  you  pride  and 
''  satisfaction  in  serving  your 

country. 


Call:  (512)  385-1816 

Or  Fill  Out  Coupon  and  Mall  Today! 


To:  Health  Professions  Recruiting 
10 AF/RSH 

Bergstrom  AFB,  TX  78743-6002 


Name 

Address 

Clfv 

state 

7lp 

Phone 

Prior  Service?  Yes  No 

Medical  Specialty 

Date  Of  Birth 

Am  FORCE  RESERVE  • 


A GREAT  \AAY  TO  SERVE 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHING  THAT  WILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 

• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


BACTRIM 


ROCHE 

MEDICATION 

ME 

ECXJCATION 


Medicines  that  matter  from  people  who  care 


coffinfero 

Presenting 

the  winners  of  the  1988 


Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 
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ON  THE  COVER 

In  the  cover  article,  author.s  Stephen  W. 

Ponder,  MD,  and  Patricia  S.  Beach,  MD, 
repon  that  physicians  are  poorly  prepared 
to  counsel  parents  about  the  deleterious 
effects  of  television  on  children.  The 
authors  discuss  the  negative  effects  on 

health  from  television’s  promotion  of 
maladaptive  behaviors  and  provide 
recommendations  that  pediatricians 
and  other  health  professionals  can  use 
to  guide  parents.  The  article  begins 
on  page  21,  Cover  design  by  Ed  Triggs. 

COMING 

NEXT  MONTH 

Scheduled  for  the  April  issue  of  Texas 

Medicine  are  articles  on  acute 
occupational  pesticide  poisoning, 
mesothelioma  incidence  and  mortality 

in  Texas,  the  cancer  resource  data  system, 
and  the  prepanicipation  sports 
examination  for  Special  Olympics  athletes. 

YOCON* 

YOHIMBINE  HCI 


Physicians  urged  to  join  fray 
for  high  quality  health  care 

During  the  rise  and  fall  of  the  Roman  Empire  . . . the  patrician 
society  of  Rome  sat  contentedly  by,  glutting  themselves  on  the 
magnificent  morsels  of  the  greatest  society  the  world  has  ever 
seen.  They  were  satisfied  that  the  Empire  would  endure  for- 
ever although  the  perimeters  of  the  Empire  were  being  eroded 
by  the  barbarian  hordes. 

This  is  exactly  where  American  physicians  are  today.  They 
are  contentedly  feasting  on  the  morsels  a rich  society  is  throw- 
ing their  way. 

Nowadays,  instead  of  barbarian  hordes,  we  have  HMOs  and 
PPOs.  Instead  of  the  Emperor,  we  have  the  President  and  his 
Medicare  legislation  freeze.  Morsels  are  thrown  to  us  by  the  in- 
surance companies,  and  we  gladly  accept  them  in  hopes  of 
feeling  contented  as  we  did  in  the  past. 

In  our  medical  society  there  are  1 0%  who  always  fight  the 
battles,  10%  who  fight  some  battles,  and  80%  who  sit  by  while 
the  front-line  troops  give  their  alarming  reports.  As  with  the 
Roman  Empire,  American  medicine  today  cannot  endure  the 
onslaught  unless  the  80%  are  mobilized  to  action.  We  cannot 
be  satiated  by  what  the  government,  insurance  companies,  and 
HMO/PPOs  are  throwing  to  us.  They  are  eroding  the  best  sys- 
tem of  medicine  the  world  has  known.  We  must  learn  from 
history  or  suffer  the  same  mistakes  again.  We  cannot  sit  idly  by 
luxuriating  in  our  past. 

We  must  develop  the  same  mentality  our  forefathers  had  in 
making  this  country  great.  If  the  physicians  of  this  country 
were  the  Minutemen  during  the  American  Revolution,  we 
would  now  be  under  the  rule  of  the  House  of  Windsor. 

My  simple  message  is  a plea  to  the  80%  of  our  physicians  in 
the  society  watching  the  battle  from  the  sidelines:  Join  the  fray. 
Take  at  least  10%  of  the  time  you  devote  to  your  practice  and 
devote  it  to  actively  doing  something  to  reverse  this  country’s 
trend  toward  reducing  the  quality  of  health  care. 

Write  a letter  to  the  President.  Write  a letter  to  your  con- 
gressman or  to  your  legislators.  Make  your  patients  aware  of 
what  is  happening  specifically  regarding  business  control  of 
medical  decisions  and  how  it  hurts  the  system;  of  how  HMO/ 
PPOs  do  not  save  the  patient  money  in  the  long  run;  of  how 
buying  cheaper  policies  will  result  in  lower  quality  health  care. 
Fight  every  bit  of  negative  legislation  tooth  and  nail.  Encourage 
legislators  to  enact  positive  legislation  that  would  support  ease 
of  the  malpractice  burden. 

In  short,  do  something!  Don’t  let  the  empire  of  the  American 
physician  and  the  practice  of  quality  medicine  fall. 

RONALD  C.  KRETKOWSKI,  MD 
4400  Queensburg  Rd,  Riverdale,  MD  20737. 


DescripUon:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-1 6a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action;  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoreticaily  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications;  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning;  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.T2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.T3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  i •3.4  i tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . I n the  event  of  side  effects  dosage  to  be  reduced  to  '/z  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. ^ 

How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Thyroid  sonography — first 
choice  for  diagnosis? 

The  April  Texas  Medicine  article  on  thyroid  sonography  ( 1 ) 
provided  a discussion  of  the  proper  evaluation  of  thyroid 
nodules  which  we  feel  requires  further  comment.  Their 
patient  did  not  really  present  a diagnostic  dilemma:  papillary 
carcinoma  had  been  discovered  in  a cervical  node.  Immuno- 
histochemical  staining  for  thyroglobulin  on  the  nodal  tissue 
would  have  confirmed  the  thyroidal  origin  of  the  tumor.  Then, 
regardless  of  the  result  of  any  imaging  procedure,  total  thy- 
roidectomy would  have  been  indicated.  Such  occurrence  of 
metastatic  thyroid  carcinoma  with  a palpably  normal  gland  has 
been  previously  well  recognized  ( 2 ). 

In  their  subsequent  discussion,  DuBose  et  al  ( 1 ) did  not 
mention  the  role  of  fine-needle  aspiration  biopsy  in  the  diag- 
nosis of  thyroid  nodules.  The  great  usefulness  of  this  technique 
has  been  repeatedly  demonstrated  (3-7).  Since  imaging  studies 
cannot  separate  benign  from  malignant  nodules,  cytologic  di- 
agnosis has  tremendous  advantages  and  allows  informed  selec- 
tion of  patients  for  thyroidectomy.  Use  of  fine-needle  aspiration 
has  reduced  the  number  of  thyroidectomies  recommended  by 
up  to  50%  while  doubling  the  yield  of  surgery  in  detecting  ma- 
lignant nodular  disease  ( 4,6 ).  In  our  opinion,  the  appropriate 
question  is  not  what  imaging  procedure  to  perform  first  but 
whether  imaging  procedures  ever  need  to  precede  fine-needle 
aspiration.  Numerous  studies  have  demonstrated  the  greater 
cost  effectiveness  of  performing  needle  aspiration  first  (4-6). 

JEFFREY  A.  JACKSON,  MD 
CARI,OS  A.  VERDONK,  MD 
RAYMOND  A.  TROMPLER,  MD 

Departments  of  Medicine  and  Pathology,  Scott  and  White  Clinic,  2401  S ,^lst  St, 
Temple,  TX  76508. 
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In  response 

Thank  you  for  the  opportunity  to  respond  to  the  letter  from 
Drs  Jackson,  Verdonk,  and  Trompler  concerning  our  article, 
“Thyroid  sonography — first  choice  for  diagnosis?” 

While  they  are  correct  in  pointing  out  that  we  did  not  met 
tion  the  role  of  fine-needle  biopsy  in  the  diagnosis  of  thyroid 
nodules,  our  primary  concern  was  with  the  efficacy  of  the  va  .4- 
ous  imaging  modalities  currently  available.  In  the  particular 
case  we  discussed,  the  important  point  was  that  two  radio- 
nuclide scans  had  failed  to  visualize  a nodule  and  the  CT  had 
provided  suboptimal  images. 

Sonography  can  be  of  great  benefit  to  fine-needle  biopsy  for 
locating  liquid  portions  of  complex  lesions.  We  have  had  pa- 
tients referred  to  us  following  failed  needle  biopsy  attempts. 
The  fine-needle  biopsy  can  be  frustrating  in  cases  where  it  is 
not  known  whether  the  nodule  contains  fluid  and  one  has  diffi- 
culty determining  whether  the  needle  is  in  a solid  i dule  or  is 
against  the  wall  or  in  the  solid  portion  of  a complex  nodule. 

TERRY  J,  DuBOSE,  BA,  ARDMS 
EDWARD  POOL,  MD 
WALTER  HENNIGAN,  MD 
LARRY  HILL,  MD 

Austin  Radiological  Association,  PO  Box  4099,  Austin,  TX  78765. 

ROBERT  E.  ASKEW,  MD 

.5901  Medical  Parkway,  #.501,  Austin,  TX  78756. 


Gastric  restrictive  surgery  and 
obstructive  sleep  apnea 

I read  with  interest  the  article  on  the  treatment  of  sleep  apnea 
by  Dr  Perez-Guerra  in  the  October  1987  issue  of  Texas  Medi- 
cine. I did  find  it  somewhat  disturbing  that  the  only  mention  of 
the  most  consistently  successful  treatment  for  this  condition 
was  found  in  a footnote. 

In  the  past  three  years  I have  had  the  opportunity  to  per- 
form gastric  restrictive  surgery  on  1 5 patients  who  had  docu- 
mented obstructive  sleep  apnea  associated  with  morbid 
obesity.  Several  of  these  patients  had  already  failed  uvulopala- 
topharyngoplasty,  and  attempts  at  medical  management  failed 
to  adequately  reduce  their  obesity.  Eight  of  these  gastroplasties 
were  done  in  conjunction  with  uvulopalatopharyngoplasty, 
and  three  were  done  in  conjunction  with  tracheostomy.  All  pa- 
tients had  complete  resolution  of  their  sleep  apnea  within  a 
few  months  of  their  operation. 

It  is  well  known  that  conservative  treatment  for  morbid 
obesity  has  an  absolutely  dismal  long-term  success  rate  in  caus- 
ing weight  reduction  and  maintaining  it.  In  many  controlled 
studies,  the  two-year  success  rate  in  the  medical  and/or  psychi- 
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atric  treatment  of  the  morbidly  obese  patient  approaches  zero. 
It  is  also  well  known  that  the  modern  gastric  restrictive  pro- 
cedures for  morbid  obesity’,  particularly  the  vertical  banded 
gastroplasty  and  its  variants,  carry  a long-term  success  rate  of 
over  90% . 

I would  hope  that  in  the  future,  an  operative  procedure 
which  can  be  done  with  a mortality  rate  of  under  1 % and  a 
success  rate  of  over  90%  would  warrant  mentioning  in  a more 
prominent  position  than  in  the  final  footnote  of  the  article. 

1 also  would  hope  that  the  State  of  Texas  would  resume 
payment  for  this  operation  under  the  Medicaid  program.  Sev- 
eral of  the  patients  in  my  series  had  no  funding  because  the 
Medicaid  program  in  Texas  will  not  allow  any  treatment  for 
morbid  obesity',  even  if  this  condition  is  life  threatening. 

PAUL  M.  SELINKOFF.  MD 

■’210  Louis  Pasteur,  Suite  200,  San  Antonio,  TX  "'8229. 
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Section  programs  stress  topics 
that  are  practical,  timely 

Scientific  section  programs  presented  in 
conjunction  with  the  Texas  Medical  As- 
sociation’s 121st  Annual  Session,  May 
12—15  in  San  Antonio,  will  stress  prac- 
tical, timely  topics. 

The  Section  on  Allergy,  Asthma,  and 
Clinical  Immunology  will  address  ana- 
phylaxis, asthma,  sinusitis,  allergic  rhini- 
tis in  association  with  gastrointestinal 
reflux,  and  stinging  insect  hypersen- 
sitivity, especially  with  reference  to 
venom  immunotherapy. 

The  Section  on  Family  Practice  will  re- 
view a variety  of  medical  conditions  that 
have  occurred  in  four  generations  of  one 
family,  including  sports  injuries  to  the 
knee,  ankle,  and  shoulder;  meningitis; 
chlamydia  infection;  AIDS;  geriatric  de- 
pression and  agitation;  fibrositis  syn- 
drome; and  sleep  disorders.  The  program 
will  explain  prevention  of  illness  through 
total  family  management. 

The  Section  on  Endocrinology  will 
address  the  state  of  the  art  in  treatment 
of  lipid  disorders  and  infertility.  This 
section  also  will  present  an  update 
on  endocrinology  and  an  overview  of 
management  and  research  in  diabetes 
mellitus. 

The  Section  on  Neurology  will  focus 
on  management  of  common,  but  some- 
times controversial,  clinical  topics,  in- 
cluding management  of  seizures  in  the 
pregnant  epileptic  patient  and  the  role  of 
carotid  endarterectomy  in  cerebrovas- 
cular disease.  Recognizing  a widening  ac- 
S ceptance  of  a relationship  between  heart 
and  brain,  speakers  will  emphasize  patho- 
genesis and  treatment  of  stroke  and  the 
heart.  The  program  also  will  include  a 
detailed  review  of  the  diagnosis  and 
management  of  sleep  disorders. 

The  Section  on  Obstetrics  and 
Gynecology  will  treat  questions  that  are 
particularly  topical  and  controversial  in 
today’s  OB/GYN  practice  environment. 
Topics  include  use  of  computers  in 
obstetrical  practice,  obstetrical  infec- 
tions, complications  of  tocolytics,  use  of 
forceps  in  1988,  primary  diagnosis  and 
treatment  of  breast  disease,  current  con- 


cepts of  estrogen  replacement  therapy, 
and  unexplained  infertility. 

Richard  L.  Goode,  MD,  Palo  Alto,  Calif; 
Hueston  C.  King,  MD,  Venice,  Fla;  and 
Antonio  de  la  Cruz,  MD,  Los  Angeles, 
will  be  guest  speakers  of  the  Section  on 
Otolaryngology.  Dr  Goode  will  speak 
on  use  of  the  laser  in  the  nose  and  re- 
construction of  the  nasal  valve.  Dr  King 
will  address  allergy  in  the  practice  of 
otolaryngology,  management  of  allergic 
emergencies,  and  cromolyn  and  cortico- 
steroids in  the  management  of  rhinitis. 
Dr  de  la  Cruz’s  topic  is  “Congenital  Ab- 
normalities of  the  Temporal  Bone” 

Noting  that  rapid  advances  in  medical 
imaging  and  innovative  intervention 
procedures  have  become  relatively 
commonplace  in  today’s  health  care 
system,  the  Section  on  Radiology'  will 
offer  an  update  on  these  procedures  and 
techniques.  The  program  will  include  in- 
depth  discussions  of  magnetic  resonance 
imaging,  sonography,  laser-augmented 
angioplasty,  new  mammography  tech- 
niques, advanced  nuclear  medicine,  and 
pediatric  radiology. 

The  Section  on  Urology  will  update 
primary  care  physicians  on  the  status  of 
those  areas  of  urology  undergoing  major, 
rapid  changes,  including  genitourinary 
tumors  in  children,  urinary  calculi,  fe- 
male incontinence,  male  infertility,  and 
impotence. 

Further  information  on  the  annual 
session  is  available  from  Mrs  Dale  Willi- 
mack.  Department  of  Annual  Session  and 
Scientific  Programming,  1801  N lamar 
Blvd,  Austin,  TX  7870 1 , phone  (512) 
477—6704,  extension  230. 


New  program  gives  members 
special  rates  on  equipment 

Texas  Medical  Association’s  new  medical 
equipment  leasing  program  gives  associa- 
tion members  special  rates  on  medical, 
surgical,  office,  laboratory,  and  computer 
equipment. 

After  reviewing  several  proposals, 
TMA’s  Council  on  Member  Services  se- 
lected Bell  Atlantic,  a regional  phone  car- 
rier established  following  the  divestiture 
of  AT&T,  to  coordinate  the  program. 
Council  Chairman  R.  Nevin  Rupp,  MD, 
San  Antonio,  notes,  “Their  rates  were 
better,  and  it’s  a strong  company'  with 


a good  reputation” 

Equipment  leasing  offers  tax  benefits 
and  provides  physicians  with  an  addi- 
tional source  of  capital,  freeing  their 
working  line-of-credit.  “When  a physician 
is  just  starting  his  practice,  he  doesn’t 
have  the  cash  to  go  out  and  buy  this 
equipment,  and  this  is  the  primary  mar- 
ket that  we  will  be  looking  at,”  Dr  Rupp 
said.  He  added  that  leasing  also  is  bene- 
ficial to  physicians  who  are  expanding  a 
current  practice.  At  the  completion  of 
the  lease,  physicians  may  either  purchase 
the  equipment  or  return  it. 

Rates  and  application  information  are 
available  toll  free  at  (800)  635—4023. 
When  calling,  members  should  mention 
TMA.  A credit  decision  usually  is  avail- 
able in  one  or  two  days. 

Delegates  to  take  final  vote 
on  organizational  changes 

During  their  May  1988  meeting  in  San 
Antonio,  Texas  Medical  Association’s 
House  of  Delegates  will  give  final  consid- 
eration to  constitutional  amendments  im- 
plementing changes  in  the  association’s 
organizational  structure.  The  revisions, 
which  were  approved  on  first  reading  in 
November  1987,  establish  a single  gov- 
erning board  that  incorporates  the  activi- 
ties of  the  Executive  Board  and  Board  of 
Trustees.  They  also  abolish  the  office  of 
vice-president.  Final  approval  requires  a 
two-thirds  affirmative  vote  of  members  of 
the  House  present  and  voting. 

The  proposed  revisions  follow.  Words 
to  be  deleted  are  in  parentheses,  and 
words  to  be  added  are  in  italics. 

ARTICLE  rV.  OFFICERS. 

The  officers  of  the  Association  shall  be  a 
President,  President-Elect,  Immediate 
Past-President,  (Vice-President,)  Secre- 
tary, Treasurer,  Speaker  and  Vice-Speaker 
of  the  House  of  Delegates,  (seven)  the 
nine  at-large  members  of  the  Board  of 
Trustees  and  a Councilor  for  each 
councilor  district.  Their  election,  respon- 
sibilities and  terms  of  office  shall  be  as 
provided  in  the  Bylaws. 

ARTICLE  V.  HOUSE  OF  DELEGATES 
Sec  2.  The  membership  of  the  House  of 
Delegates  shall  consist  of  ( 1 ) Delegates, 
elected  in  accordance  with  this  Constitu- 
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tion  and  Bylaws,  and  ex  officio:  ( 2 ) the 
President,  the  President-Elect,  ( the  Vice- 
President,)  the  Immediate  Past  President, 
the  Secretary,  and  the  Treasurer;  ( 3 ) 
Councilors;  (4)  nine  members  elected 
at  large  to  the  Board  o/ Trustees; 

( 5 ) Speaker  of  the  House  of  Delegates; 

(6)  Vice-Speaker  of  the  House  of  Dele- 
gates; ( 7 ) Texas  delegates  and  alternate 
delegates  to  the  American  Medical  Asso- 
ciation; (8)  (three  members  elected  at 
large  to  the  Executive  Board  from  mem- 
bers currently  serving  in  the  House  of 
Delegates)  .... 

ARTICLE  VI.  (EXECUTIVE)  BOARD  OF 
TRUSTEES. 

The  (Executive)  Board  of  Trustees  shall 
be  composed  of  at-large  members 
elected  (in  accordance  with)  as  pro- 
vided in  the  Bylaws  and  ex  officio,  with 
vote,  the  President,  President-Elect,  Im- 
mediate Past  President,  Secretary,  Trea- 
surer and  Speaker  and  Vice-Speaker  of 
the  House  of  Delegates.  This  board  shall 
establish  interim  policy  of  the  Associa- 
tion. All  policies  established  by  the 
(Executive)  Board  of  Trustees  shall  be 
subject  to  ratification  by  the  House  of 
Delegates.  The  (Executive)  Board  of 
Trustees  shall  perform  other  duties  as  de- 
fined in  the  Bylaws  and  as  may  be  estab- 
lished by  the  House  of  Delegates.  It  shall 
meet  at  intervals  between  meetings  of 
the  House  of  Delegates. 

(ARTICLE  Vll.  BOARD  OE  TRUSTEES.) 
The  business  and  financial  affairs  of  the 
Association  shall  be  managed  by  (a)  the 
Board  of  Trustees  ( elected  as  provided  in 
the  Bylaws,  and,  ex  officio,  the  Trea- 
surer ).  All  funds  of  the  Association  shall 
be  subject  to  the  exclusive  control  of  the 
Board  of  Trustees  except  as  otherwise 
provided  in  the  Bylaws.  The  Board  of 
Trustees  shall  serve  in  general  as  a board 
of  directors  within  the  meaning  of  the 
corporate  laws  of  the  State  of  Texas. 
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TDH  updates  AIDS 
community  resource  directory 

The  Texas  Department  of  Health  has  pub- 
lished an  updated  version  of  its  “Texas 
AIDS  Community  Resource  Director).”  In 
addition  to  providing  local,  state,  and  na- 
tional AIDS  information  phone  numbers, 
the  director)'  contains  a list  of  TDH  HfV 
antibody  testing  sites  and  an  extensive 
directory  of  AIDS  service  providers  in 
Texas. 

The  director)'  of  service  providers  is 
organized  by  city.  Eor  each  provider  it 
lists  a contact  person,  services  provided, 
clientele,  working  hours,  and  costs  or 
fees.  The  directory  also  contains  infor- 
mation about  TDH  educational  materials 
on  AIDS. 

Free  copies  of  the  director)'  are  avail- 
able from  Texas  Department  of  Health, 
Literature  and  Forms,  1 100  W 49th  St, 
Austin,  TX  78756.  When  ordering,  men- 
tion the  title  and  publication  number  of 
the  direetory:  “Texas  AIDS  Community 
Resource  Director),”  #4—  1 13 

AIDS  information  available 
from  state  and  national  hotlines 

A growing  number  of  state  and  national 
organizations  provide  information  over 
phone  lines  about  AIDS  to  health  profes- 
sionals and  the  publie.  Following  are  toll- 
free  phone  numbers  of  some  of  these 
organizations. 

The  Public  Health  Serviee’s  National 
AIDS  Hotlines  are  (800)  342 -AIDS  for  a 
recorded  message  and  (800)  342—7514 
for  answers  to  specific  questions.  The 
hotlines  are  answered  24  hours  a day, 
seven  days  a week. 

The  National  Gay  Task  Foree  AIDS 
Hotline  is  (800)  221  — 7044.  General  in- 
formation about  AIDS  is  available  Mon- 
day through  Friday,  6 pm  to  1 1 pm,  and 
Saturday,  2 pm  to  6 pm. 

The  National  Sexually  Transmitted  Dis- 
eases Hotline  is  (800)  227—8922.  Infor- 
mation about  AIDS  and  other  STDs  is 
available  seven  days  a week,  6 am  to 
6 pm. 


Project  Inform  Hotline  provides  infor- 
mation on  experimental  drugs  used  to 
treat  AIDS,  ARC,  and  HfV  infection.  The 
number,  (800)  822-7422,  is  answered 
by  a recorded  message  that  permits  you 
to  leave  your  name  and  number.  The 
hotline  is  staffed  between  noon  and  4 
pm,  Monday  through  Thursday. 

Information  about  AZT  is  available — to 
physicians  only — from  the  Burroughs- 
Wellcome  Drug  Information  Serviee.  The 
toll-free  number,  (800)  443—6763,  is  an- 
swered Monday  through  Friday,  8 am  to 
4 pm. 

In  Texas,  the  AIDs  Public  Health  Issues 
and  Resource  telephone  number — for 
licensed  and  certified  health  profes- 
sionals— is  (800)  248-1091.  The  ser- 
vice is  operated  by  the  Texas  Depart- 
ment of  Health  from  9:30  am  to  1 1:30  am 
and  from  1:30  pm  to  3:30  pm,  Monday 
through  Friday.  Information  about  AIDS 
resources,  referrals,  infeetion  control 
protocols,  HIV  testing,  risk  reduction, 
and  current  statistics  is  available. 

The  telephone  number  at  TDH  to  re- 
port cases  or  to  inquire  about  the  num- 
ber of  AIDS  cases  is  (512)  458—7504. 

Board  of  Health  adopts  new  rule 
on  HIV  testing  of  patients 

A new  rule  aimed  at  limiting  exposure 
of  health-care  personnel  to  AIDS  was 
adopted  by  the  Texas  Board  of  Health  on 
Jan  23-  The  Texas  Department  of  Health 
was  expected  to  file  the  rule  the  first 
week  of  February. 

Under  the  rule,  which  was  due  to  be- 
come efifeetive  in  late  February,  patients 
may  be  required  to  take  a test  for  AIDS 
or  the  HIV  virus  if  health-care  personnel 
are  at  risk  of  exposure  during  a medical 
procedure  and  test  results  can  be  ob- 
tained before  the  procedure. 

The  rule  states: 

(a)  Emphasis  must  be  placed  on  pre- 
venting the  transmission  of  HfV  or 
AIDS  and  not  on  testing  for  its  pres- 
ence. Health-care  personnel  shall 
follow  the  guidance  given  in  “Recom- 
mendations for  Prevention  of  HIV 
Transmission  in  Health-Care  Settings,” 
Morbidity  and  Mortality  Weekly  Re- 
port, August  21,  1987,  Vol.  36,  No.  2S, 
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U.S.  Public  Health  Service,  Centers  for 
Disease  Control,  which  publication  is 
adopted  by  reference. 

(b)  Health-care  personnel  are  at  risk 
of  exposure  to  HIV  or  AIDS  during  a 
medical  procedure  if  the  personnel 
have  their  mucous  membranes  or  skin 
in  contact  with  any  body  fluid  or  tissue 
(other  than  the  patient’s  intact  skin) 
and  if  the  procedure  to  be  performed 
is  an  invasive  procedure  that  involves 
surgical  entry  into  tissues,  cavities,  or 
organs  or  the  repair  of  major  traumatic 
injuries,  including  angiographic,  bron- 
choscopic,  endoscopic,  and  obstetrical 
procedures. 

New  manual  on  osteoporosis 
published  for  physicians 

The  National  Osteoporosis  Foundation 
has  published  a new  manual  to  guide 
physicians  in  the  diagnosis,  treatment, 
and  prevention  of  osteoporosis.  It  also 
provides  a thorough  review  of  the  disease. 

Copies  of  the  publication,  “Physicians 
Resource  Manual  on  Osteoporosis:  A 
Decision-Making  Guide,”  are  S5  each.  To 
order,  write  the  Foundation,  1625  Eye  St, 
NW,  Suite  1011,  Washington,  DC  20006. 

Patient  information  materials 
available  from  TMA  library 

The  TMA  Memorial  Library  announces 
the  organization  of  a special  collection  of 
patient  information  materials  covering  a 
broad  range  of  medical  topics.  These  ma- 
terials are  now  available  at  the  physi- 
cian’s  request.  Call  the  library  at  ( 5 1 2 ) 

1 U 477-6704  for  help  communicating  vital 
health  information  to  patients  in  lan- 
guage they  can  understand. 

Pamphlet  lists  warning  signals 
of  childhood  cancer 

Because  many  childhood  cancers  are  cur- 
able, the  Childhood  Cancer  Committee 
of  the  Texas  Division  of  the  American 
Cancer  Society  prepared  a pamphlet  to 
enhance  the  public’s  awareness  of  the 
symptoms  of  childhood  cancer. 

‘Know  the  Eight  Warning  Signals  of 


Possible  Childhood  Cancer”  lists  the 
symptoms  as:  continued,  unexplained 
weight  loss;  headaches  with  vomiting  in 
the  morning;  increased  swelling  or  per- 
sistent pain  in  bones  or  joints;  lump  or 
mass  in  abdomen,  neck  or  elsewhere; 
development  of  a whitish  appearance  in 
the  pupil  of  the  eye;  recurrent  fevers  not 
due  to  infections;  excessive  bruising  or 
bleeding;  and  noticeable  paleness  or 
prolonged  tiredness. 

Multiple  copies  of  the  pamphlet  are 
available  through  local  chapters  of  the 
American  Cancer  Society. 


SOCIOECONOMIC  NEWS 


Medicare  charge  levels  on  hold 
through  March  31 

Medicare’s  prevailing  and  customary' 
charges  remain  at  their  1987  levels 
through  March  31,  1988,  during  which 
time  physicians  may  continue  to  enter 
participation  agreements  that  will  remain 
in  effect  through  December  1988.  ITie 
extensions  are  among  the  provisions 
of  Public  Law  100-203,  the  Medicare 
budget  reconciliation  physician  pay- 
ment provisions  of  the  Budget  Recon- 
ciliation Act. 

At  press  time,  the  American  Medical 
Association  was  studying  the  act’s  118 
provisions,  which  make  numerous 
changes  in  the  Medicare  law  as  it  relates 
to  payments  for  physicians’  services,  ap- 
plication of  the  maximum  allowable  ac- 
tual chargs  (MAACs),  prevailing  charge 
levels  for  certain  “over-priced”  proce- 
dures, and  payments  to  physicians  prac- 
ticing in  underserved  areas.  The  changes 
also  affect  anesthesia,  radiology,  pathol- 
ogy, and  primary  care  services,  pur- 
chased services,  and  ophthalmic  untra- 
sound.  The  act  provides  for  collection  of 
funds  owed  by  physicians  who  breached 
contracts  under  the  National  Health  Ser- 
vice Corps  scholarship  program  and 
instructs  the  Secretary  of  Health  and  Hu- 
man Services  to  conduct  a number  of 
physician  payment  studies. 

According  to  the  AMA’s  synopsis  of  the 
act,  the  Medicare  Economic  Index  (MEl) 
will  increase  by  3-6%  for  primary  care 


services  and  1 % for  other  physicians’  ser- 
vices provided  by  participating  physi- 
cians. Nonparticipating  physicians  will 
receive  increases  that  are  0.5%  less 
(3-1%  and  0.5%  ).  The  increases  take 
effect  April  1,  1988. 

Beginning  on  the  same  date,  the  gov- 
ernment will  reduce  by  2%  the  prevail- 
ing charge  levels  for  1 2 “overpriced” 
procedures:  bronchoscopy,  carpal  tunnel 
repair,  cataract  surgery,  coronary  artery 
bypass  surgery,  diagnostic  and/or  thera- 
peutic dilation  and  curettage,  knee  ar- 
throscopy, knee  arthroplasty,  pacemaker 
implantation  surgery,  total  hip  replace- 
ment, suprapubic  prostatectomy,  trans- 
uretheral  resection  of  the  prostate,  and 
upper  gastrointestinal  endoscopy.  Fur- 
ther reductions  of  up  to  1 5%  wUl  be  im- 
plemented according  to  a sliding  scale 
formula  based  on  the  weighted  national 
average  of  prevailing  charges  for  the  pro- 
cedure in  all  localities  in  the  United 
States  for  1 987.  In  setting  the  new  pre- 
vailing charge  levels  for  these  services, 
the  Secretary’s  determination  will  not  be 
subject  to  administrative  or  judicial 
review. 

Physicians  who  first  serve  Medicare 
beneficiaries  after  April  1,  1988,  will  be 
assigned  a customary  charge  level  no 
higher  than  80%  of  the  prevailing  charge 
for  the  service  in  the  area.  The  limitation 
will  apply  for  primary  care  services  or  for 
other  services  furnished  in  a rural  area 
designated  as  a health  manpower  short- 
age area,  according  to  the  AMA. 

In  anesthesia  services,  the  law  reduces 
by  up  to  40%  the  allowed  amount  for 
medical  direction  of  two  or  more  cer- 
tified registered  nurse  anesthetists 
(CRNAs).  After  March  31,  1988,  and 
prior  to  Jan  1,  1991,  the  number  of  base 
units  that  will  be  recognized  for  the 
medical  direction  (other  than  for  cata- 
ract surgery  or  an  iridectomy  ) will  be  re- 
duced by:  10%  where  the  medical 
direction  is  of  two  CRNAs  concurrently; 
25%  where  the  medical  direction  is  of 
three  CRNAs  concurrently;  and  40% 
where  the  medical  direction  is  of  four 
CRNAs  concurrently,  the  AMA  reports. 

The  AMA’s  summary  notes,  “Medicare 
payments  for  radiologist  services  will  be 
the  lesser  of  80%  of  the  actual  charge  for 
the  service  or  the  amount  provided 
under  the  fee  schedule  established  by 
this  provision.”  The  law  instructs  the  sec- 
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THE  THING 
SPEAKS 
FOR  ITSELF 


Why  do  physicians  enroll  in  the  Texas  Medical  Association 
Insurance  Program? 

We  surveyed  those  who  enrolled  in  1987  and  received  the 
following  response: 

11%  . . . “It  was  part  of  my  working 

agreement  with  my  associates.” 

5%  . . . “An  insurance  agent  urged  me  to 
enroll.” 

62%  . . . “My  comparison  of  TMA  rates  and 
benefits  with  other  offerings  favored 
the  TMA  Plans.” 

22%  . . . “None  of  the  above,  it  was  merely 
my  decision.” 
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For  brochure  and  enrollment  form, 

CALL  1-800-252-9318 

Texas  Medical 
Association 

INSURANCE  PROGRAM 

1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 
underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 
a subsidiary  of  The  Prudential 


3T 


I / y\  III  I rj 


retary  to  develop  a relative  value  scale 
(RVS  ) that  will  apply  to  services  fur- 
nished during  1989. 

Physicians  will  be  required  to  identify 
suppliers  of  diagnostic  tests  and  indicate 
the  amount  the  supplier  charged  the 
billing  physician  for  tests  performed 
after  March  3 1 • ITie  AMA  report  states, 
“Where  a physician  bills  for  a test  per- 
formed by  a supplier,  the  physician  can 
collect  no  more  than  the  applicable  de- 
ductible and  coinsurance  amount.” 

Further,  the  AMA  reports,  “The  prevail- 
ing charge  level  for  A-mode  ophthalmic 
ultrasound  procedures  is  not  to  exceed 
5%  of  the  prevailing  charge  level  estab- 
lished for  extracapsular  cataract  removal 
with  lens  implantation.”  The  provision 
applies  to  services  provided  after  March 
31,  1988. 

Another  provision  of  the  act  sets  up  a 
collection  system  for  past  due  obligations 
of  physicians  who  breached  contracts 
under  the  National  Health  Service  Corps 
scholarship  program,  which  allows  a phy- 
sician to  repay  education  loans  by  prac- 
ticing in  an  underserved  geographic  area. 
Through  the  system,  the  amount  will  be 
repaid  through  deductions  from  Medi- 
care payments  to  the  physician  or  his 
employer  or  partner(s). 

The  act  instructs  the  secretary  to  “es- 
tablish by  regulation”  a relative  value 
guide  for  payments  for  anesthesia  ser- 
vices provided  after  Jan  1,  1989.  By  the 


same  date,  he  is  to  analyze  and  adjust 
prevailing  charge  levels  for  diagnostic 
tests  (excluding  clinical  diagnostic  labo- 
ratory tests)  that  commonly  are  per- 
formed by  independent  suppliers.  He 
also  is  to  establish  a prevailing  charge 
floor  for  primary  care  services  at  50%  of 
the  average  of  the  prevailing  charge  lev- 
els for  participating  physicians  for  all 
localities  in  the  United  States  for  services 
furnished  on  or  after  Jan  1,  1989. 

The  secretary  is  required  to  develop 
an  RVS  for  pathology  services  under  Part 
B furnished  during  1990.  The  RVS  is  to 
be  expanded  to  include  services  in  car- 
diology, dermatology,  emergency  medi- 
cine, gastroenterology,  hematology, 
infectious  disease,  nephrology,  neu- 
rology, neurosurgery,  nuclear  medicine, 
oncology,  physical  medicine  and  re- 
habilitation, plastic  surgery,  pulmonary 
medicine,  radiation  therapy,  and  os- 
teopathic procedures. 

Other  physician  payment  studies  will 
examine  variations  in  carrier  payment 
practice,  definition  of  procedures,  imple- 
mentation of  a national  fee  schedule,  vol- 
ume and  intensity  of  physician  services, 
beneficiary'  out-of-pocket  costs,  and  pay- 
ment for  chemotherapy  in  physicians’ 
offices. 

At  the  end  of  January,  the  Office  of 
Management  and  Budget  (OMB)  had  pro- 
posed that  the  Department  of  Health  and 
Human  Services  trim  an  additional  $1.25 


billion  from  Medicare  spending  for  1989, 
including  $500  million  from  payments 
for  physician  and  other  medical  (Part  B) 
services. 


April  workshop  explores  trends 
in  workers’  compensation 

Interested  physicians  are  invited  to  learn 
about  trends  in  workers’  compensation 
legislation  and  management  during  a 
one-day  symposium  sponsored  by  Texas 
Medical  Association’s  Committee  on 
Workers’  Compensation  and  Occupa- 
tional Medicine.  The  symposium  is 
scheduled  for  April  9,  1988,  at  Austin’s 
Doubletree  Hotel  (formerly  La  Mansion). 

Fhe  program  includes  a critique  of 
health  care  for  Texas  workers  and  an  up- 
date on  activities  of  the  state’s  Industrial 
Accident  Board,  as  well  as  discussions  of 
workers’  compensation  in  Texas,  trends 
and  controversies  relating  to  care  of 
injured  workers,  and  treatment  of  low 
back  injuries.  State  Sen  Kent  Caperton 
(D-Bryan)  will  discuss  legislative  reform. 

The  critique  of  health  care  for  Texas 
workers  will  explore  problems  and  reme- 
dies as  they  are  perceived  by  employers, 
organized  labor,  attorneys,  and  insurance 
carriers.  Participating  in  the  discussion 
will  be  Ronald  Volkening,  Austin,  Texas 
Association  of  Business;  Willie  Chapman, 
Austin,  AFL-CIO;  Frank  Southers,  San  An- 
tonio, professor  of  workers’  compensa- 
tion, St  Mary’s  University  School  of  Law; 
and  Byron  Ward,  Dallas,  Hartford  Insur- 
ance Group. 

Scott  McAnally,  Austin,  executive  di- 
rector of  the  Industrial  Accident  Board, 
will  update  registrants  on  the  board’s  ac- 
tivities, and  William  Treacy,  Austin,  presi- 
dent, The  Texas  Workers’  Compensation 
Institute,  will  discuss  “Workers’  Compen- 
sation in  Texas:  A Global  Perspective.” 

The  afternoon  session  of  the  program 
will  feature  experts  discussing  trends  and 
controversies  in  occupational  disease 
recognition,  physical  medicine  and  re- 
habilitation, functional  capacity  evalua- 
tion, and  vocational  rehabilitation.  Also 
on  the  afternoon  agenda  are  four  brief 
presentations  related  to  low  back  inju- 
ries: percutaneous  tests  and  treatment  for 
low  back  injuries;  lumbar  disc  surgery — 
methods  and  approaches;  lumbar  spine 
fusions — methods  and  approaches;  and 
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an  overv  iew  of  posterior  lumbar  inter- 
body fusion  (PLIF)  procedures. 

Further  information  on  the  symposium 
is  available  from  Linda  Kuhn,  Committee 
on  Worker’s  Compensation  and  Occupa- 
tional Medicine,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704,  exten- 
sion l4l. 

Newsom  Stool,  MD,  San  Antonio, 
chairs  the  Committee  on  Workers’  Com- 
pensation and  Occupational  Medicine. 
Committee  members  are:  Paul  Hansen, 
MD,  San  Antonio;  Charles  P.  Davis,  MD, 
Fort  Worth;  Martin  R.  Haig,  MD,  Port 
Arthur;  Franklin  W.  Yeager,  MD,  Lindale; 
Jack  L.  Eidson,  MD,  Weatherford;  David 
K.  Fletcher,  MD,  Tyler;  Leroy  Lockhart, 
MD,  Texas  City;  Adrian  L.  Grass,  MD,  El 
Paso;  Charles  W.  Kennedy,  Jr,  MD,  Corpus 
Christi;  Rodney  J.  Simonsen,  Austin;  Ray  E. 
Santos,  MD,  Lubbock;  Robert  D.  Harper, 
MD,  Temple;  Charles  T.  Stephenson,  MD, 
Houston;  George  M.  Boswell,  Jr,  MD, 
Dallas;  and  Debra  Osterman,  Houston, 
student  representative. 


TSBME  updates  statistics 
on  medical  professional  liability 

Negligent  treatment  charges  accounted 
for  approximately  half  of  the  1,277  pro- 
fessional liability  claims  reported  to  the 
Texas  State  Board  of  Medical  Examiners 
during  1987.  The  charge  resulting  in  the 
second  largest  number  of  claims,  229, 
was  negligent  surgery,  followed  by  failure 
to  diagnose,  failure  to  treat,  negligent 
diagnosis,  failure  to  obtain  informed 
consent,  unnecessary  surgery/treatment, 
failure  to  operate,  and  failure  to  diagnose. 

The  board  published  the  statistics  in  a 
report  that  is  updated  three  times  yearly. 
Although  the  statistics  show  that  the 
number  of  claims  for  1987  is  495  lower 
than  the  number  of  claims  for  1986,  the 
report  notes,  “Due  to  the  length  of  time 
from  injury  date  to  disposition  date  . . . 
and  the  fact  that  the  board  may  not  re- 
ceive this  information  until  after  the 
disposition  date,  reports  produced  subse- 
quent to  this  one  may  reflect  changes  in 
statistics  for  all  years,  particularly  for 
the  last  year  reported.” 

In  addition  to  the  causes  for  claims, 
the  report  examines  demographic  char- 
acteristics of  physicians  with  professional 


liability  claims,  amounts  of  payments 
made  on  claims,  and  comparative  demo- 
graphics of  physicians  with  and  without 
professional  liability  claims.  Among  its 
findings; 

For  those  claims  reported  in  1987,  the 
average  number  of  months  from  injur)’ 
date  to  claim  date  was  35. 

Eighty-two  percent  of  the  alleged  neg- 
ligence in  professional  liability’  claims 
took  place  in  a hospital. 

Thirty-nine  percent  of  the  claims  in 
1987  involved  physicians  aged  35  to  44, 
and  28%  of  the  claims,  physicians  45 
to  54. 

Twenty  -nine  percent  of  the  claims 
were  against  physicians  practicing  in  the 
Houston  metropolitan  statistical  area,  and 
22% , against  physicians  practicing  in  the 
Dallas-Fort  Worth  Arlington  metropolitan 
statistical  area. 

With  214  claims,  obstetricians/ 
gynecologists  were  sued  more  often  than 
any  other  type  of  specialist.  Following 
them  were  family  practitioners  (129), 
general  surgeons  and  orthopedic  sur- 
geons (109  each),  and  internists  (103). 

During  the  period  1978-1987,  24.90% 
of  MDs  and  32.75%  of  DOs  licensed  in 
Texas  have  been  the  target  of  profes- 
sional liability  claims.  In  the  McAllen- 
Edinburg-Mission  metropolitan  statistical 
area,  39.42%  of  physicians  have  had 
claims;  in  Beaumont-Port  Arthur,  37.79%; 
and  in  Victoria,  34.59%.  More  than  half 
(61.54%,  or  8)  of  the  state’s  obstetricians 
have  had  claims  against  them,  as  well  as 
57.87%  ( 103)  of  the  thoracic  surgeons; 
52.33%  ( 135)  of  the  neurological  sur- 
geons; 50%  (4)  of  abdominal  surgeons; 
50%  ( 16)  of  the  pediatric  surgeons; 
46.76%  ( 137)  of  the  plastic  surgeons; 
and  46.35%  (800)  of  the  obstetricians/ 
gynecologists. 

While  27.21%  of  the  state’s  male  physi- 
cians have  had  claims,  12.24%  of  the 
female  physicians  have  had  claims. 


AARP  supports  assignment 
after  physician  payment  reform 

A recent  survey  reveals  that  the  majority 
of  older  Americans  think  all  doctors 
should  be  required  to  accept  assignment 
for  their  Medicare  patients,  but  the 
American  Association  of  Retired  Persons 
is  moving  cautiously  toward  that  goal. 


By  more  than  three  to  one  (62%  to 
18%  ),  respondents  to  an  AARP  survey 
think  all  doctors  should  be  required 
to  accept  assignment.  While  half  of  older 
Americans  say  their  doctor  accepts 
Medicare  assignments,  only  5%  have 
changed  doctors  to  get  one  who  accepts 
assignments. 

AARP  Health  Policy  Analyst  Shelah 
Leader,  Washington,  DC,  notes  that  the 
association  endorses  mandatory’  assign- 
ment with  one  important  proviso.  “We 
believe  that  the  issue  of  mandatory  as- 
signment for  all  doctors  throughout  the 
country’  must  be  associated  with  funda- 
mental reform  of  the  way  Medicare  re- 
imburses doctors,”  she  says.  “One  of  our 
members  serves  on  the  Physician  Pay- 
ment Review  Commission,  and  we  see 
that  body  as  a major  instrument  toward 
achieving  a fairer,  more  rational,  and  eq- 
uitable fee  schedule.  Once  the  fee  sched- 
ule has  been  revised  to  be  more  rational 
and  fair,  then  we  believe  it  is  only  proper 
and  just  that  doctors  accept  that  fee 
schedule  as  payment  in  full.” 

She  adds,  “We  have  been  extremely  re- 
luctant to  endorse  mandatory  assignment 
at  this  time  because  we  recognize  that 
there  are  so  many  flaws  in  the  existing 
payment  system.  We  fear  that  if  doctors 
had  to  choose  now  between  the  payment 
system  as  it  exists  today  and  mandatory 
assignment,  some  doctors  might  refuse  to 
accept  Medicare  patients  and  thereby 
create  access  problems.” 

Conducted  in  December  1987,  the  sur- 
vey studied  opinions  and  experiences 
related  to  prescription  drugs,  hospitaliza- 
tion, quality  and  cost  of  health  care,  cost 
containment  alternatives,  and  Medicare. 
Concern  about  the  cost  and  quality  of 
health  care  led  the  list  of  the  most  impor- 
tant issues  or  problems  facing  America 
today,  as  perceived  by  the  respondents. 

At  the  same  time,  an  overwhelming  ma- 
jority (85%  ) replied  that  they  are  satis- 
fied with  their  health,  including  54% 
who  are  “very  satisfied.” 

Turning  to  the  doctor-patient  relation- 
ship, the  survey  reveals  that  85%  of  adult 
Americans  feel  that  they  are  at  least 
“fairly  well  informed”  about  the  nature  of 
treatments  and  diagnoses  they  have  re- 
ceived. However,  69%  say  their  doctors 
“never”  or  “seldom”  discuss  the  cost  in- 
volved in  medical  treatment.  The  AARP 
analysis  of  the  survey  also  notes,  “A  large 
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majority  of  adults  ( 74%  ) say  their  doctor 
talks  to  them  about  how  and  when  to 
take  a medication;  58%  discussed  what 
the  drug  was  supposed  to  do;  47%  dis- 
cussed precautions  to  take;  and  37%  dis- 
cussed possible  side  effects.” 

Considering  the  future  of  the  Medicare 
system.  47%  of  respondents  expressed 
concern  that  the  quality  of  health  care 
for  Medicare  patients  will  decline  “a  lot” 
if  payments  to  providers  are  cut.  Sixty 
percent  said  they  had  not  heard  about 
the  diagnosis-related  groups  ( DRG ) hos- 
pital payment  system. 

Hamilton,  Frederick  & Schneiders,  Inc, 
designed  and  conducted  the  random 
telephone  survey  of  2,000  Americans  age 
45  and  up.  The  results  have  a maximum 
sampling  error  of  plus  or  minus  3 points, 
with  95%  confidence  level. 


CAIUTAL  COMMENTS 


Task  force  hearings  focus 
on  AIDS  in  Texas 

The  Legislative  Task  Force  on  AIDS  has 
scheduled  public  meetings  and  hearings 
around  the  state  to  consider  public  poli- 
cies to  reduce  the  current  and  projected 
long-term  impact  of  the  syndrome  in 
Texas. 

At  press  time,  meetings  were  pending 
in  Lufkin,  Friday,  March  11,2  pm  to 
7 pm;  Weslaco,  Tuesday,  March  1 5,  1 pm 
to  6 pm;  and  San  Antonio,  Wednesday, 
March  16,  10  am  to  4 pm. 

The  70th  Texas  Legislature  established 
the  task  force,  which  will  give  particular 
attention  to  five  areas:  the  current  antici- 
pated economic  burden  of  AIDS  in  Texas; 
public  and  private  resources  and  pro- 
grams to  assist  in  identifying  the  current 
and  future  health  care  and  social  service 
needs  of  persons  with  AIDS  and  HLV  in- 
fections; development  of  human  and  in- 
stitutional resources  needed  to  provide  a 
continuum  of  care;  and  definition  of  the 
state’s  role  in  financing  the  cost  of  caring 
for  AIDS  patients,  along  with  a study  of 
alternative  methods  of  financing  to  en- 
hance the  accessibility,  availability,  and 
cost  effectiveness  of  AIDS  health  care 
services. 

A schedule  released  at  the  end  of  Janu- 


ary indicated  meetings  were  to  be  con- 
ducted in  Dallas/Fort  Worth,  Lubbock,  El 
Paso  ( tentative ),  Houston,  and  Austin 
during  February'.  A meeting  also  was 
scheduled  for  March  3 in  Austin. 

Physicians  serving  on  the  17-member 
task  force  are  Robert  J.  Awe,  MD,  Hous- 
ton; Adan  Rios,  MD,  Houston;  Rep  Mike 
McKinney,  MD,  Centerville;  and  Robert 
Bernstein,  MD,  ex  officio. 

Physicians  interested  in  attending  the 
public  meetings  of  the  task  force  should 
contact  Texas  Medical  Association’s  Leg- 
islative Affairs  Department,  phone  (512) 
477-6704,  for  exact  dates  and  locations. 


AMA  offers  proposal 
to  resolve  malpractice  crisis 

The  American  Medical  Association  and 
32  national  medical  specialty'  organiza- 
tions are  in  hopes  that  some  state  will 
take  the  lead  and  adopt  their  radical  pro- 
posal to  resolve  medical  malpractice 
claims  through  a fault-based  administra- 
tive system. 

Presented  as  a “promising  alternative 
to  the  tort  system”  that  needs  to  be 
tested,  the  proposal  would  replace  the 
existing  court/jury  system  with  a system 
under  the  jurisdiction  of  a strengthened 
state  medical  board  or  a new  state 
agency.  The  proposal  is  the  handiwork  of 
the  AMA/Specialty  Society  Medical  Lia- 
bility Project,  an  umbrella  group  that  has 
been  studying  possible  long-range  solu- 
tions to  the  continuing  medical  malprac- 
tice problem.  “We  believe  that  more 
patients  injured  by  medical  negligence 
will  be  eompensated  under  this  plan,  but 
that  fewer  dollars  will  be  spent  on  mer- 
itless claims  and  unnecessary  transaction 
costs,”  explained  James  S.  Todd,  MD,  the 
AMA’s  senior  deputy  executive  vice- 
president. 

The  project  proposes  that  a revamped 
state  medical  board  or  a new  state 
agency,  whose  members  would  be  guber- 
natorial appointees,  administer  three 
components:  ( 1 ) resolution  of  claims, 

( 2 ) review  of  malpractice  and  disciplin- 
ary reports,  and  (3)  codification  of  the 
legal  elements  of  medical  liability. 

Within  the  claims  resolution  function, 
an  expert  administrative  agency  would 
screen  complaints  of  medical  malprac- 
tice. While  the  plan  assumes  that  most 


claims  would  be  dismissed  or  settled  at 
this  stage,  unsettled  claims  would  be  as- 
signed to  a hearing  examiner,  whose  de- 
cision would  be  subject  to  review  by  the 
board,  which  would  have  discretion  to 
award  fees  and  costs  incurred  in  the  ap- 
peal against  the  losing  party.  The  admin- 
istrative agency  would  provide  attorneys 
at  no  charge  to  any  claimant  wishing 
such  representation. 

In  reviewing  physicians’  performance, 
all  settlements  and  awards  would  be  re- 
ported to  the  agency’s  investigative 
branch  to  determine  if  a pattern  of  sub- 
standard conduct  existed.  Additionally, 
all  health  care  entities  would  be  required 
to  eonduct  periodic  physician  perfor- 
mance review  and  to  report  to  the  board 
any  conclusion  that  a physician’s  overall 
performance  had  been  substandard.  In- 
surers would  be  required  to  report  can- 
cellations and  failures  to  renew  for 
reasons  related  to  competence.  This  in- 
formation would  be  available  to  all  en- 
tities conducting  professional  review 
activities. 

Proposed  reforms  in  the  legal  elements 
of  medical  liability  would  abolish  the 
rules  governing  standard  of  care  based 
on  custom  and  locality.  Replacing  that 
standard  would  be  one  that  determines 
whether  the  challenged  actions  fall 
within  a range  of  reasonableness,  to  be 
determined  by  reference  to  the  standards 
of  a prudent  and  competent  practitioner 
in  the  same  or  similar  eircumstances.  The 
liability  standard  would  be  modified  to 
allow  reeovery  if  the  physician’s  negli- 
gence was  a “contributing  factor”  in 
causing  the  injury,  even  if  the  physician 
were  less  than  50%  at  fault.  The  in- 
formed consent  doctrine  would  be  cod- 
ified under  the  “minority”  rule,  which 
requires  that  the  adequacy  of  the  disclo- 
sure should  be  measured  from  the  per- 
spective of  the  reasonable  patient. 
Noneconomic  and  punitive  damages 
would  be  capped  at  an  amount  tied  to  a 
percentage  of  the  average  annual  wage  in 
the  state.  Economic  damages  would  be 
awarded  under  a series  of  guidelines  de- 
signed to  ensure  that  those  damages  rep- 
resent a realistic  “replacement  cost.”  The 
proposed  plan  would  abolish  joint  and 
several  liability,  instate  periodic  pay- 
ment schedules  for  damages  exceeding 
8250,000,  and  reduce  damages  by  the 
amount  of  collateral  source  payments. 


Texas  Medicine 


NEVCSMAKERS 


ROBERT  LEE  BOWLING,  DO,  Port 
Arthur,  was  listed  in  the  1987  edition  of 
Outstanding  Young  Men  of  America.  Dr 
Bowling  is  a family  practitioner  who 
graduated  in  1985  from  the  Texas  Col- 
lege of  Osteopathic  Medicine  at  Fort 
Worth.  He  won  the  Boehringer  Ingle- 
heim  Internal  Medicine  Award  in  1985. 

GERALD  D.  DODD,  MD,  Houston,  has 
been  named  chairman  of  the  American 
Cancer  Society’s  national  Medical  and 
Scientific  Committee.  The  100-member 
committee  is  the  largest  in  the  American 
Cancer  Society  and  is  responsible  for 
sanctioning  all  medical  and  scientific  ac- 
tivities of  the  organization.  Dr  Dodd  is 
head  of  the  Division  of  Diagnostic  Imag- 
ing at  The  University  of  Texas  M.D.  An- 
derson Hospital  and  Tumor  Institute. 

ROY  W.  DOWDELL,  MD,  Baytown,  was 
elected  chairman  of  the  Specialty  of  Fam- 
ily Practice  at  the  81st  annual  Scientific 
Assembly  of  the  Southern  Medical  Asso- 
ciation. He  served  as  secretary'  of  the 
family  practice  section  for  the  past  three 
years. 

MARK  L.  ENTMAN,  MD,  Houston,  was  re- 
cently awarded  the  National  Heart,  Lung, 
and  Blood  Institute’s  MERIT  Award.  Re- 
cipients of  the  award  received  extended 
grant  support  based  on  “research  compe- 
tence, productivity  and  scientific  contri- 
butions that  are  distinctly  superior”  Dr 
Entman  is  chief  of  cardiovascular  sci- 
ences at  Baylor  College  of  Medicine,  and 
director  of  The  DeBakey  Heart  Center’s 
research  division. 


ing  pediatrics  in  Lubbock  in  1959  and  re- 
tired last  year. 

CHARI.es  McCall,  MD,  Houston,  has 
been  named  chairman  of  an  AMA  com- 
mission to  review  the  standards  of  medi- 
cal education  and  training  in  the  US.  He 
is  vice  president  for  patient  affairs  at  The 
University  of  Texas  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute. 

C.  RICHARD  STASNEY,  MD,  and  JOHN 
HAMILTON  BOYD,  DO,  have  been  ap- 
pointed by  Gov  Bill  Clements  to  four- 
year  terms  as  members  of  the  Texas  State 
Board  of  Medical  Examiners.  Dr  Stasney 
is  an  otolary  ngologist  in  Houston  and  Dr 
Boyd  is  city'  health  officer  for  Eden. 


Can  non- LMA  members  and  non- 
physicians subscribe  to  TEXAS 
MEDICINE? 

You  bet!  For  a one-year  subscription, 
send  your  name  and  mailing  address, 
with  S2()  to: 

Business  tlffice 

Texas  Medical  Association 

1801  N.  Lamar  Blvd. 

Austin,  rx  ■’8^0 1 

(Foreign  suhscriptions:  S2-i  US) 


GARY  GROSS,  MD,  Dallas,  has  been  ap- 
pointed medical  director  of  the  new 
Baylor  Asthma  Center,  a short-term  diag- 
nostic outpatient  facility  for  the  diagnosis 
and  evaluation  of  asthma. 

T.H.  HOLMES,  JR,  MD,  Lubbock,  received 
the  1987  Award  of  Hippocrates  from  the 
Lubbock-Crosby-Garza  County  Medical 
Society.  Ehe  award  is  given  annually  to  a 
local  physician  in  recognition  of  out- 
standing professional  and  community' 
achievements.  Dr  Holmes  began  practic- 
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American  Physicians  Insurance  Exchange 


MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 
Bill  Sweet 

(512)  497-3205 


ExreCTTOUR 

NEXT  PATIENT  ON 
INDERAE  LATO... 


(PROPRANOLOL  HOI) 

LONG  ACTING  CAPSULES  60,  80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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N. . .like  the  more  than  one  million  patients  who  have 

received  INDERA15  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  theiT  prefeiTed 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FUU  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  tor  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1 ) cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  af  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  fhe  pafient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI).  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  in  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  In  Increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  In  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS.  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  In  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  In  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  If  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands:  thrombocytopenic  purpura:  arterial  Insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headed  ness:  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  lor  time  and 
place,  shorf-term  memory  loss,  emotional  lability,  slightly  clouded  sensorlum,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  Immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion. mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto  immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switched  from  INDERAL 
Tablets  toINDERALLA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL. 
INDERAL  LA  has  differenf  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval. 

HYPERTENSION  — Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks. 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established. 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 


D7295/188 


WYETH 

AYERST 


PHILADELPHIA,  PA  19101 


© 1988,  Wyeth-Ayerst  Laboratories. 


STEPHEN  W PONDER,  MD  -fl**  t 

p™cus  bmch  m,>  Television,  chilaren  and 

the  pediatrician:  impact 
on  health  practices 


Recent  studies  show  that  physicians  are  poorly  pre 
pared  to  counsel  parents  about  the  deleterious 
effects  of  television  on  children.  Television  is  a per- 
vasive force  in  our  society.  The  negative  effects  on 
health  stem  from  television’s  promotion  of  mal- 
adaptive behaviors  in  viewers  that  begin  in  early 
childhood  Alcohol  abuse,  obesity,  violence,  sexu 
ality,  and  commercialism  are  areas  influenced  by 
overt  (or  subtle)  messages  seen  on  television.  Tele- 
vision can  be  a constructive  influence  (“Sesame 
Street"  and  "Mister  Rogers”)  when  prosocial  mes- 
sages are  reinforced.  Pediatricians  and  other  health 
professionals  should  identify  families  at  risk  and 
provide  anticipatory  guidance.  Parents  should  be 
encouraged  to  watch  with  the  child,  restrict  total 
viewing  time,  be  aware  of  the  programs  that  chil- 
dren watch,  and  limit  snacking  during  the  view- 
ing. In  addition,  the  physician  should  promote 
parental  involvement  at  the  civic  level. 
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Primary  care  physicians  and  pediatricians  play 
a vital  role  in  raising  parents’  awareness  of  the 
hazards  in  their  children’s  environments.  The 
purpose  of  this  article  is  to  outline  the  current  state 
of  knowledge  regarding  the  impact  of  television  on 
health  practices,  raise  the  level  of  consciousness 
about  the  potential  risks  of  uncontrolled  television 
viewing  by  children,  and  persuade  the  reader  to 
take  appropriate  steps  to  minimize  television’s  im- 
pact on  children. 

A recent  survey  of  1 20  pediatric  residency  train- 
ing programs  indicated  that  the  vast  majority  of 
programs  have  no  formal  house  staff  programs  to 
explain  the  effects  of  television  on  children  or  to 
encourage  house  staff  to  discuss  the  issue  with  par- 
ents ( 1 ).  Clearly,  a better  understanding  of  the  im- 
pact of  television  on  the  well  being  and  health 
practices  of  children  is  needed  to  enable  pediatri- 
cians to  modulate  the  effects  of  this  medium  on 
their  patients. 

Background 

Television  is  pervasive  in  our  society,  and  the  im- 
pact on  children  is  not  completely  known.  Current 
estimates  show  98%  of  all  homes  in  this  country 
have  at  least  one  television  set.  Frequently,  a second 
set  is  kept  in  the  child’s  bedroom.  According  to 
Nielsen  ( 2 ),  children  aged  2 to  1 2 watch  an  average 
of  25  hours  of  television  a week.  By  the  time  the 
average  child  graduates  from  high  school,  15,000 
hours  will  have  been  spent  in  front  of  the  TV  set. 
This  is  in  sharp  contrast  to  the  1 1 ,000  hours  of  for- 
mal classroom  education.  During  this  time,  the  child 
will  have  witnessed  over  18,000  murders,  and  in- 


numerable robberies,  bombings,  assaults,  beatings, 
and  tortures.  ITiey  also  will  have  seen  over  350,000 
commercial  messages. 

Patterns  of  television  viewing  change  during 
childhood  ( 3,4 ).  Television  exposure  peaks  just  be- 
fore the  child  begins  school,  decreases  during  the 
early  school  years,  then  peaks  again  around  10  to  12 
years  of  age.  As  teenagers  develop  other  interests, 
their  viewing  time  decreases.  Children  in  the  lower 
socioeconomic  classes  appear  to  spend  more  time 
with  the  TV  set,  due  to  its  use  as  an  inexpensive 
baby  sitter.  The  only  activity  that  occupies  more  of 
the  child’s  time  is  sleep,  according  to  Action  for 
Children’s  Television  (ACT)  ( 5 ).  Understandably,  a 
recent  study  by  the  Annenburg  School  of  Communi- 
cation concluded  that  television  has  replaced  the 
church  as  this  society’s  greatest  influence  ( 6 ). 

In  1979,  the  surgeon  general  (7)  reported  that 
maladaptive  behaviors,  rather  than  communicable 
diseases,  accounted  for  the  majority  of  the  nation’s 
health  hazards.  Examples  can  be  found  throughout 
our  society:  alcohol  abuse,  obesity,  and  violence. 
Presently  in  this  country,  most  children  get  their 
first  exposure  to  the  world  outside  the  home 
through  the  television  set.  Yet,  the  television  world 
often  bears  little  resemblance  to  the  real  world.  In 
the  TV  world,  problems  are  resolved  in  30-  to  60- 
minute  episodes,  with  good  usually  prevailing  over 
evil.  In  addition,  shootouts  and  car  chases  are  com- 
monplace. In  short,  television  reality  is  a contradic- 
tion of  terms.  Many  young  children  accept  the 
reality  presented  on  the  television  without  ques- 
tion. This  makes  them  easy  targets  for  commercial 
advertisements  and  distorts  their  view  of  the  world. 

The  social  learning  theory  forwarded  by  Bandura 
( 8 ) proposes  that  behavior  patterns  of  television 
characters  are  used  as  models  for  viewers  when 
they  find  themselves  in  similar  circumstances.  A re- 
warded behavior  is  modeled;  punished  behavior  is 
not.  A significant  corollary  of  this  theory  says  that 
the  failure  to  portray  a negative  consequence  to  a 
negative  behavior  will  result  in  modeling  of  that  be- 
havior just  as  if  positive  reinforcement  were  pro- 
vided. Behaviors  learned  and  reinforced  on  tele- 
vision may  be  subsequently  extrapolated  into  real 
life  situations.  Subsequent  work  has  demonstrated 
that  parental  commentary  to  a child  during  a show 
can  negate  or  enhance  behavior  modeling. 

Television  and  alcohol 

Alcohol  use  is  a prime  example  of  a maladaptive  be- 
havior introduced  and  reinforced  unrealistically  on 
television.  Alcohol  is  the  most  commonly  consumed 
beverage  on  television  and  pervades  both  daytime 
and  prime  time  programming  (9).  Lowery  (10) 
studied  the  content  of  1 ,80 1 scenes  from  1 4 day- 
time serials  and  identified  three  distinct  patterns  of 
alcohol  use  on  television:  social  facilitation,  crisis 
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management,  and  escape  from  reality. 

Social  facilitation  was  the  most  common  pattern 
(4796  ) and  was  shown  as  a “ritualistic”  rather  than  a 
“tension  reducing”  activity.  The  implied  message  is 
that  alcohol  can  enhance  the  enjoyment  of  social  in- 
teraction and  reduce  tension.  Another  suggested 
message  is  that  drinking  is  common  and  even  proper 
in  everyday  life. 

Crisis  management  drinking  was  described  as 
short-term  heavy  use  of  alcohol  to  deal  with  a 
highly  stressful  life  event  ( death  or  separation ).  The 
key  concept  is  that  the  use  is  temporary.  In  86%  of 
crisis  management  drinking,  there  were  no  conse- 
quences to  the  model’s  drinking.  According  to 
Bandura’s  social  learning  theory,  the  absence  of 
negative  consequences  in  such  cases  serves  to  en- 
courage the  maladaptive  behavior  ( 8 ). 

The  third  pattern  of  alcohol  use  observed  by 
Lowery,  escape  from  reality,  usually  showed  nega- 
tive consequences  to  this  activity;  however,  in  ex- 
tremely few  instances  were  these  consequences 
shown  to  have  any  long-term  effects.  Most  adverse 
consequences  were  couched  in  humor.  In  the  tele- 
vision world,  about  1%  of  the  population  is  por- 
trayed as  having  a serious  drinking  problem. 

Contrast  this  to  a study  that  showed  50%  of  all  high 
school  seniors  and  20%  of  ninth  graders  to  perceive 
they  had  a problem  with  alcohol  (11).  Drinking  and 
driving  occur  frequently  and  only  result  in  prob- 
lems in  20%  of  the  portrayals  (12).  Drinking  and 
driving  remains  a major  unresolved  public  health 
and  social  issue  in  our  country,  but  is  grossly  under- 
represented in  television  programs. 

Weekend  programming  is  heavily  weighted  with 
beer  and  wine  commercials  that  relate  the  adver- 
tised product  with  sports,  camaraderie  and  reward- 
ing oneself  for  a job  well  done.  Drinking  is  glamor- 
ized by  such  portrayal;  the  child  is  led  to  associate 
having  a good  time  with  alcohol  consumption. 

Television  and  obesity 

Obesity  is  an  aspect  of  health  influenced  by  tele- 
vision in  a variety  of  ways.  It  is  the  most  common 
form  of  malnutrition  in  this  country.  Dietz  and 
Gortmaker  (13)  found  an  association  between 
childhood  obesity  and  television  viewing.  Their 
study  involved  a cross-sectional  analysis  of  data  ob- 
tained from  1 1,483  children  participating  in  the  Na- 
tional Health  Examination  Survey.  Obesity  (as 
defined  by  trieeps  skinfold  < 83th  percentile ) was 
significantly  associated  with  television  viewing  in 
both  prospective  and  retrospective  studies.  The 
presence  of  a dose-response  relationship  was  deter- 
mined. Each  hourly  increase  in  viewing  time  was 
associated  with  a 2%  increase  in  prevalence  of 
obesity.  These  results  retained  significance  when 
controlled  for  prior  obesity. 

Two  factors  influence  this  obesity-television  dyad: 


the  reduction  in  energy  expenditure  and  an  in- 
crease in  energy  (food ) intake.  Television  viewing, 
when  substituted  for  active  play,  results  in  greatly 
reduced  expenditure  of  energy.  Increased  consump- 
tion of  food  is  influenced  by  several  factors.  First, 
food  is  the  most  heavily  advertised  product  on  tele- 
vision. It  accounts  for  over  60%  of  the  commercial 
content  of  children’s  programming  and  a significant 
proportion  of  adult  programs  (14).  Second,  the 
foods  advertised  are  often  of  poor  nutritional  con- 
tent with  high  proportions  of  concentrated  sugars. 
Third,  time  spent  viewing  is  related  to  increased  be- 
tween-meal  snacking,  as  suggested  to  the  viewer  by 
commercials.  Fourth,  eating  while  watching  may 
also  be  promoted  by  food  references  in  the  pro- 
grams themselves. 

Television  and  violence 

Television  also  influences  attitudes  about  firearms, 
which  were  responsible  for  over  34,000  deaths  in 
this  country  last  year  (15).  American  culture  is  a 
violent  one.  Television  advises  our  youth  that  vio- 
lence can  be  an  acceptable  method  of  problem  solv- 
ing. Most  action-adventure  programs  are  resolved 
with  a predictable  chase  sequence  in  addition  to  a 
shootout  or  brawl  in  which  the  hero  emerges  vic- 
torious. Alternative  models  of  problem  solving  are 
rarely  used  to  correct  an  injustice.  Exposure  to  tele- 
vised violence  is  positively  correlated  to  subsequent 
violent  acts  and  aggressive  feelings  in  children  in 
both  the  laboratory  and  home  settings  (16-18).  One 
author  believes  that  child-related  gunshot  injuries 
are  due  in  part  to  the  unrealistic  portrayal  of  guns 
on  television  ( 15  ). 

In  addition  to  imitation,  television  violence  de- 
sensitizes children  to  acts  of  aggression  by  others 
(19  ).  Feelings  of  victimization  are  generated  in 
some  children  by  the  violent  content  of  some  pro- 
grams ( 4 ).  Tragically,  news  reports  of  teen  suicides 
have  been  shown  to  trigger  suicidal  activity  in  other 
adolescents  ( 20,2 1 ). 

Television  and  sexuality 

Television  messages  involving  human  sexuality  may 
have  a broad  impact.  Sexual  content  of  both  prime 
time  and  daytime  programming  is  increasing  and  is 
used  as  a marketing  teehnique  to  attract  attention  to 
a show  (22  ).  The  efifeets  of  sexual  messages  on  chil- 
dren and  adolescents  is  the  topic  of  current  re- 
search. Inconsistencies  in  television’s  handling  of 
sexual  situations  are  apparent.  Explicit  scenes  of  a 
violent  rape  are  acceptable,  but  positive,  loving  en- 
counters are  rarely  shown.  There  are  seldom  nega- 
tive consequences  of  sexual  encounters  such  as 
teenage  pregnancy  or  venereal  disease.  Soaring  rates 
of  both  of  these  consequences  would  seem  to  indi- 
cate that  children  need  more  role  models  for  re- 
sponsible sexual  activity  (3)-  Until  recently,  all 
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major  networks  have  refused  to  air  advertisements 
for  nonprescription  birth  control  methods,  such 
as  the  condom,  yet  broadcast  a steady  stream  of 
sexually  oriented  programming.  The  current  AIDS 
epidemic  is  forcing  a network  reappraisal.  The  new 
catchwords  of  the  late  80s  are  “safe  sex.”  Because  of 
this,  there  has  been  a dramatic  increase  in  the  sales 
of  condoms.  Perhaps  this  increased  awareness  will 
reduce  the  incidence  of  unwanted  pregnancy  and 
venereal  disease.  It  might  be  argued  that  more  can 
be  done  to  lower  the  teenage  pregnancy  rate  by  in- 
corporating responsible  birth  control  messages  into 
the  content  of  popular  shows  than  by  public  service 
announcements  or  mandatory’  sex  education  pro- 
grams! The  social  learning  theory  certainly  supports 
this  hypothesis. 

Commercialism 

Commercialism  is  at  the  hub  of  American  television. 
The  typical  American  child  will  watch  22,000  com- 
mercials a year  (23).  Countless  millions  of  dollars 
go  into  research  and  development  for  commercial 
techniques  that  will  convince  more  adults  and  chil- 
dren to  purchase  a certain  product  or  service. 

Criticisms  aimed  at  advertisers  of  children’s  toys 
and  products  have  said  that  toy  sizes,  durabilities, 
and  availability  of  accessories  are  often  misrepre- 
sented (3).  The  nutritional  value  of  children’s  foods 
(sugared  cereals  and  candy)  are  similarly  distorted. 
Since  one  to  two  minutes  in  ten  are  involved  with 
advertisements  on  children’s  programs,  this  issue  is 
highly  significant  (24).  As  they  get  older,  most 
children  will  develop  a greater  cynicism  towards 
commercials.  First  graders  show  low  cognitive  so- 
phistication whereas  fifth  graders  showed  effective 
cognitive  defenses  to  commercial  advertisements 
(25).  Parental  level  of  education  strongly  correlated 
to  the  child’s  development  of  cognitive  and  at- 
titudinal  defenses  against  commercials  (25,26).  At- 
tention paid  to  commercials  also  declines  with  age. 
Ward  (24)  found  that  5-  to  8-year-olds  paid  atten- 
tion 50%  of  the  time  while  9-  to  12-year-olds  paid 
full  attention  only  39%  of  the  time.  Skepticism 
arises  from  parental  and  peer  attitudes  about  prod- 
ucts or  the  commercial  itself  or  may  be  due  to 
personal  experiences  the  child  has  had  with  a par- 
ticular product.  Children  and  adults  cannot,  how- 
ever, escape  the  subtle  commercialism  hidden  in 
program  content. 

Attitudes  towards  health  and  medicine  are  also 
shaped  by  television  advertising.  Lewis  and  Lewis 
( 27 ) showed  that  most  children  trusted  non- 
prescription drug  commercials.  Atkin  ( 28 ) demon- 
strated that  heavy  exposure  to  drug  advertisements 
led  children  to  perceive  that  people  are  frequently 
sick  and  require  medicine,  that  relief  after  medicine 
is  taken  is  quick,  and  that  the  feeling  of  recovery  is 
greater  after  taking  medicine. 


Parental  nurturing  and  caring  may  be  incorrectly 
equated  with  the  administration  of  an  immediate 
cure-all;  parents  and  physicians  denying  such  instant 
relief  could  be  perceived  as  uncaring  or  uninformed. 

Positive  influences 

Television  clearly  has  constructive  potential  as  well. 
As  reported  by  Guttentag  ( 29 ),  closed-circuit  tele- 
vision in  hospitals  has  been  provided  to  pediatric 
patients.  The  result  is  increased  viewing,  but  at  the 
same  time  child  viewers  become  more  discriminat- 
ing of  the  programs  they  view.  Increased  viewing 
clearly  is  a result  of  the  need  to  fill  a void  in  the 
hospital.  Closed  circuit  programming  involving  pa- 
tients has  been  demonstrated  to  significantly  en- 
hance the  children’s  morale  and  increase  children’s 
cooperation  with  treatments  through  special  mes- 
sages from  the  staff.  These  results  showed  that  hos- 
pitals can  do  something  to  decrease  the  steady 
stream  of  adult  programming  that  bombards  pedi- 
atric inpatients  ( 29 ).  The  results  are  impressive  and 
can  be  achieved  with  minimal  expenses  (29,30  ). 

Few  question  television’s  potential  role  as  a 
teacher.  Many  children  learn  cognitive  skills  ( alpha- 
bet, numbers,  vocabulary’ ) by  watching  educational 
programs  such  as  “Sesame  Streef’and  “Electric 
Company.”  Many  positive  behaviors  ( eg,  coopera- 
tion, friendship,  honesty  ) are  reinforced  on  shows 
like  “Mister  Rogers’  Neighborhood”  or  “Captain 
Kangaroo.”  These  behaviors  have  been  shown  to  be 
carried  over  into  real-life  situations  by  both  high- 
and  low-socioeconomic  class  children  (31,32). 

The  physician’s  role 

Television  does  affect  health  behaviors  of  children. 
The  time  children  spend  watching  television  is  not 
likely  to  change  in  the  near  future.  What  can  pedi- 
atricians do  to  minimize  the  deleterious  effects  of 
television  and  maximize  its  beneficial  effects?  There 
are  several  things  that  should  be  done.  First  is  to 
identify  the  family  who  is  at  high  risk,  lliis  can  be 
done  by  inquiring  at  well-child  visits  about  the 
amount  of  television  viewing  done  by  the  child  and 
the  parents.  Do  they  watch  together?  Do  they  dis- 
cuss the  program  when  it’s  over?  Do  the  parents  be- 
lieve the  amount  of  viewing  is  excessive?  If  so,  what 
do  they  provide  for  their  children  as  an  alternative? 
What  types  of  shows  are  watched?  Many  parents  are 
not  fully  aware  since  the  child  often  has  his  or  her 
own  television  set.  Do  the  parents  use  the  set  to 
pacify  or  babysit?  Pediatricians  should  incorporate 
anticipatory  guidance  regarding  television  viewing 
into  the  well-child  visits  starting  no  later  than  the 
four-year  visit.  The  physician  may  suggest  alterna- 
tive activities  when  viewing  is  excessive.  Obesity 
should  always  trigger  inquiries  about  television 
viewing.  Television  should  be  a family  activity,  not 
an  isolating  factor  and  never  a parent  substitute. 
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Equally  important,  the  physician  should  teach  the 
parents  to  look  at  their  own  habits,  provide  educa- 
tional materials  about  television  in  the  office,  and 
encourage  early  training  of  the  child  about  healthy 
viewing  habits.  This  has  never  been  more  important 
than  today,  with  more  channels  available  to  more 
children  who  are  unsupervised  because  of  their 
working  parents  ( the  “latchkey”  child ). 

Recommendations 

Several  suggestions  can  be  made  to  parents 
(3,22,33): 

1.  Watch  with  the  child.  Discuss  program  content 
and  commercial  content.  Violence,  sexuality,  alco- 
hol, nutrition,  and  advertising  are  all  topics  ripe  for 
discussion.  Discussing  the  consequences  of  actions 
or  playing  an  imaginary  game  of  “what  if’  concern- 
ing certain  aspects  of  the  plot  is  a constructive  way 
to  allow  the  child’s  own  imagination  to  put  a show 
in  perspective  and  glean  a better  understanding  of 
the  program  or  commercial  content.  Parental  input 
is  the  strongest  modifier  of  the  effect  that  television 
has  on  the  child  ( 34 ). 

2.  Restrict  overall  TV  viewing.  Don’t  recommend 
censorship  or  banning  the  set.  ITiis  will  only  pro- 
mote secretive  behaviors  such  as  viewing  at  a 
friend’s  home  or  watching  “forbidden”  programs 
when  the  parents  are  gone.  Excessive  viewing  may 
be  a marker  of  conflicts  within  the  family,  encourag 
ing  the  child  to  use  television  as  an  escape.  The 
television  set  should  be  presented  as  a privilege  to 
be  enjoyed  only  when  homework  and  chores  are 
done.  Scheduling  can  be  aided  by  using  a video- 
cassette recorder.  Discourage  use  of  a television  set 
in  the  child’s  room. 

3.  Be  aware  of  what  the  child  watches.  Suggest 
that  the  parents  make  recommendations  about  what 
shows  they  would  like  their  children  to  watch.  A 
program  guide  may  indicate  content.  If  such  a guide 
is  not  helpful,  then  encourage  them  to  watch  an  epi- 
sode with  the  child.  This  promotes  a better  under- 
standing of  the  show’s  message  and,  if  discussed 
afterwards,  allows  more  family  time. 

4.  Parents  should  limit  the  amount  of  snack  foods 
allowed  during  viewing.  Counsel  parents  about  the 
potential  for  obesity  if  unrestricted  snacking  con- 
tinues. Viewing  during  meals  should  be  discouraged. 

5.  Encourage  parents  to  get  involved.  Organiza- 
tions such  as  ACT  (Action  for  Children’s  Television) 
have  literature  on  the  effects  of  TV  viewing  and  sug- 
gestions to  parents.*  The  pediatrician  should  be 
available  to  parent  groups  to  discuss  the  issue  of 
television  and  children. 

In  conclusion,  television  exerts  an  influence  on 
our  society  and  our  children  like  no  other  known. 


•Action  for  Children’s  Television,  46  Austin  St,  Newton- 
ville.  Mass  02160,  (617)  527-7870. 


especially  as  it  affects  health  behaviors.  It  is  a 
double-edged  sword.  Currently,  the  balance  of  its 
influence  is  negative.  However,  by  a comprehensive 
effort  of  parents  and  health  care  professionals,  the 
positive  effects  of  television  can  be  realized. 
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Taking  Giant  Steps. 


The  smallest  step  can  be 
a milestone . . . the  simplest 
task,  a major  accomplish- 
ment. For  individuals  suf- 
fering from  a physical  dis- 
ability, the  day-to-day  tasks 
we  all  take  for  granted  can 
be  major  obstacles  to  inde- 
pendence and  mobility. 


At  Dallas  Rehabilita- 
tion Institute  (DRI),  our 

team  of  physicians,  thera- 
pists and  nurses  can  plan 
an  individualized  treatment 
program  to  help  your  pa- 
tient regain  as  much  func- 
tion and  independence  as 
possible.  With  the  most 


modern  facilities  and 
equipment,  and  therapists 
who  are  rehabilitation 
specialists,  we  offer  a 
unique  approach  to  reha- 
bilitation. 

Our  comprehensive  re- 
habilitation programs  in- 
clude: 

• spinal  cord  injury 

• head  injury 

• stroke 

• arthritis 

• amputee 

• spinal  pain 

Call  us  to  arrange  a pri- 
vate tour  of  our  facilities  or 
to  receive  more  informa- 
tion on  the  disease  category 
rehabilitation  programs 
offered  at  DRI. 


9713  Harry  Hines  Blvd. 
Dallas,  TX  75220-5441 
(214)  358-6000 
1-800-441-9199  (TX  only) 
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The  effect  of  delivering  a low  birth  weight  (LBW) 
or  preterm  infant  upon  subsequent  pregnane)’  out- 
come is  assessed  in  this  retrospective  cohort  study 
of  all  women  delivered  by  family  practice  resi- 
dents in  Waco,  Tex,  during  a four-year  span  begin- 
ning in  1979.  Women  delivering  an  LBW  infant  in 
1979  were  at  elevated  risk  of  a subsequent  LBW  or 
preterm  delivery.  Similarly,  women  initially  deliv- 
ering a preterm  infant  were  at  an  elevated  risk  of 
a subsequent  preterm  or  LBW  delivery.  A black 
woman  or  young  woman  (less  than  16  years  of 
age)  who  initially  delivers  an  LBW  or  preterm  in- 
fant is  at  a higher  risk  of  delivering  a subsequent 
LBW  or  preterm  infant  than  are  her  Hispanic  or 
white  cohorts. 

KFi'  WORDS:  PREGNANCY,  SUBSEQUENT  OUTCOME. 


It  is  clear  that  women  who  deliver  a low  birth 
weight  infant  ( less  than  2,500  gm ) are  at  ele- 
vated risk  of  delivering  a subsequent  low  birth 
weight  infant  (1-9).  Using  over  400,000  single 
births  in  Norway  from  1967  through  1973  in  one 
study  (10)  and  600,000  births  from  Norway  in  an- 
other (11),  Bakketeig,  Hofifman,  and  colleagues  pro- 
posed that  the  “tendency'  for  mothers  to  cany'  their 
fetuses  to  similar  gestational  ages  and  birth  weights 
in  successive  pregnancies”  ( 1 1 ) is  primarily  a bio- 
logic characteristic  or  pattern. 

Although  these  patterns  have  been  well  estab- 
lished in  such  large  population  studies,  the  ques- 
tion of  how  to  apply  this  information  in  a small 
community-based  population  is  difficult  to  answer. 
Furthermore,  are  there  any  factors  unique  to  such  a 
small  community  that  might  help  better  identify 
women  at  increased  risk  for  subsequent  adverse 
outcome?  These  questions  prompted  an  investiga- 
tion of  subsequent  pregnancy  outcome  in  a commu- 
nity-based population. 

We  began  our  study  with  this  primary  hypothesis: 
Women  who  have  an  LBW  or  preterm  infant  in  1 979 
and  have  at  least  one  subsequent  pregnancy  by  Jan 
1,  1983,  are  at  elevated  risk  of  delivering  an  LBW  or 
preterm  infant  or  experiencing  other  adverse  out- 
comes (late  spontaneous  abortion  or  stillbirth)  in 
the  subsequent  pregnancy. 

Materials  and  methods 

We  acquired  charts  on  all  mothers  and  infants  deliv- 
ered by  McLennan  County  family  practice  residents 
at  Hillcrest  Baptist  Medical  Center  in  Waco,  Texas, 
for  the  year  of  1979,  as  well  as  charts  on  all  subse- 
quent pregnancies  delivered  by  the  same  mothers 
until  Jan  1,  1983.  This  being  a retrospective  cohort 
study,  data  were  first  obtained  on  the  entry  preg- 
nancy by  reviewing  all  charts  for  1979.  Subsequent 


pregnancy  charts  were  then  reviewed  in  a prospec- 
tive manner  without  knowledge  of  the  outcome  of 
the  entry  pregnancy  of  1979.  Women  who  deliv- 
ered twins  at  the  entry'  pregnancy  or  at  any  subse- 
quent pregnancy  were  excluded  from  the  study. 

Information  collected  on  both  the  entry'  and  sub- 
sequent pregnancies  included  infant  outcome  (birth 
weight,  gestational  age,  late  spontaneous  abortion, 
and  stillbirth ) and  selected  maternal  characteristics 
(age.  ethnicity',  socioeconomic  status,  parity,  previ- 
ous pregnancy  history,  and  marital  status).  Adverse 
outcome  in  a subsequent  pregnancy  is  defined  as 
(a)  late  spontaneous  abortion  (after  13  weeks’  ges- 
tation), (b)  stillbirth  (c)  infant  birth  weight  of  less 
than  2,500  gm  or  (d)  a preterm  delivery  of  less  than 
37  weeks’  gestation. 

Statistical  contrasts  used  are  rate  ratios  (more 
specifically,  cumulative  incidence  ratios),  which 
compare  the  proportion  of  low  birth  weight  infants, 
preterm  infants,  and  overall  adverse  outcome  (late 
spontaneous  abortion,  stillbirth,  LBW,  or  preterm) 
in  subsequent  pregnancies,  based  on  previous  out- 
come and  maternal  characteristics.  Statistical  infer- 
ences, when  made,  were  based  upon  the  chi-square 
test  or  Fisher’s  exact  test  for  2x2  contingency 
tables  and  upon  t tests  for  the  difference  between 
two  means.  Alpha  was  set  at  0.05. 

Results 

Entry  pregnancies  for  1979  numbered  534.  Of 
these,  232  had  one  or  more  subsequent  pregnancies 
by  Jan  1,  1983.  Only  those  mothers  with  a subse- 
quent pregnancy  are  included  in  this  study.  Birth 
weight  information  for  both  the  “entry”  pregnancy 
(1979)  and  the  first  subsequent  pregnancy  was  ob- 
tainable for  188  mother-infant  pairs.  In  the  first  sub- 
sequent pregnancy  there  were  1 2 late  spontaneous 
abortions  (after  13  weeks  of  gestation),  5 stillbirths, 
13  LBW  infants  (of  whom  7 were  also  preterm),  and 
15  infants  born  prematurely  (of  whom  7 were  also 
LBW ).  The  total  number  of  fetuses  or  infants  experi- 
encing adverse  outcomes  (late  spontaneous  abor- 
tion, stillbirth,  LBW,  or  prematurity)  was  38  (Fig  1). 

Women  who  deliver  an  LBW  infant  are  at  ele- 
vated risk  of  subsequent  delivery  of  an  LBW  infant,  a 
preterm  infant,  or  other  adverse  outcome  (Fig  2).  It 
is  unlikely  that  this  strong  association  is  due  to  ran- 
dom variation.  The  association  between  an  LBW  de- 
livery and  a preterm  delivery  or  any  subsequent 
adverse  outcome  ( LBW,  prematurity,  late  spon- 
taneous abortion,  or  stillbirth)  is  not  as  large  as  that 
between  an  LBW  delivery  and  a subsequent  LBW 
delivery  (Fig  2).  With  a p value  of  0.08,  we  must  en- 
tertain the  chance  hypothesis  that  the  rate  ratio  of 
1 .8  is  due  to  random  variation.  Issues  of  random 
threats  to  validity  aside,  it  seems  clinically  impor- 
tant to  note  that  such  a large  proportion  of  women 
experience  an  adverse  outcome  in  pregnancy  subse- 
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quent  to  an  LBW  deliven-.  Women  delivering  a pre- 
term infant  are  at  elevated  risk  of  a subsequent 
preterm  deliver)’,  or  LBW  deliver)’,  or  other  adverse 
outcome  (Fig  3). 

Although  the  data  are  not  presented,  gender  of 
the  infant  is  not  a confounder  in  these  data  of  the 
association  between  LBW  deliver)'  and  the  outcome 
of  subsequent  pregnancies. 

Both  ethnicity  and  maternal  age  were  determi- 
nants of  the  incidence  of  subsequent  LBW  and  pre- 
term deliveries.  The  majority  of  LBW  and  preterm 
infants  are  born  to  black  women.  In  fact,  sparse 
LBW  and  preterm  outcomes  among  Hispanics  and 
whites  make  rate  ratios  impossible  to  calculate. 
Women  delivering  LBW  or  preterm  infants  at  the 
first  subsequent  delivery  were  younger  at  the  time 
of  their  first  pregnancy,  at  the  time  of  the  entry 
pregnancy  in  1979,  and  at  the  time  of  their  first  sub- 
sequent pregnancy.  There  were  no  differences  be- 
tween the  mothers  delivering  low  versus  normal 
birth  weight  infants  or  preterm  versus  term  infants 
regarding  age  at  onset  of  menses,  parity,  gravidity, 
pre-pregnancy  weight,  or  socioeconomic  status. 

In  summary,  Fig  4 presents  the  proportion  of  sub- 
sequent LBW  and  preterm  deliveries  and  their  rela- 
tionship to  the  high-risk  characteristics  of  the  entry 
pregnancy  and  maternal  age  and  ethnicity  (Fig  4). 
Although  the  number  of  cases  in  each  category  is 
too  small  for  statistical  testing,  the  descriptive  trend 
is  apparent.  Delivering  an  LBW  or  preterm  infant 
puts  a woman  at  an  increased  risk  of  a subsequent 
LBW  or  preterm  infant.  Black  women  and  women 
under  the  age  of  16  are  at  even  greater  risks  of  sub- 
sequent LBW  or  preterm  delivery  foUowing  an  LBW 
or  preterm  delivery. 

Discussion 

Delivery  of  an  LBW  or  preterm  infant  elevates  the 
risk  of  a subsequent  LBW  or  preterm  delivery  in  this 
community.  The  risk  of  an  LBW  or  preterm  delivery 
for  subsequent  delivery  is  higher  among  black  and 
young  (less  than  16  years)  women.  Women  deliver- 
ing a preterm  infant  are  at  a slightly  higher  absolute 
risk  (50.5%  versus  40.0%  ) of  subsequent  adverse 
outcome  than  are  women  delivering  an  LBW  infant. 

Larger  population  studies  point  to  a specificity  of 
risk  where  LBW  is  a more  specific  risk  for  subse- 
quent LBW  than  preterm  and  preterm  a more  spe- 
cific risk  for  subsequent  preterm  (4,6,10—12).  This 
pattern  is  not  evident  in  this  population.  The  most 
probable  cause  for  this  lack  of  “specificity”  is  the 
small  population  size. 

What  does  stand  evident  is  the  high  risk  associ- 
ated with  being  black  and/or  young  and  delivering 
an  LBW  or  preterm  infant.  Although  there  are  other 
determinants  of  LBW  and  preterm  delivery,  the  pre- 
dictive value  of  an  LBW  or  preterm  delivery  is 
rather  high  ( 37%  to  67%  ) by  using  a combination 


of  only  two  risk  factors.  If  a woman  in  this  commu- 
nity is  young  and/or  black  and  has  delivered  an  LBW 
or  preterm  infant  in  her  previous  pregnancy,  she  is  a 
candidate  for  out-of-the-ordinar)'  prenatal  medical 
care.  The  concept  of  interconceptual  intervention 
for  the  purpose  of  diagnosing  and  treating  known 
causes  of  preterm  and  low  birth  weight  deliveries 
must  be  considered.  Psychosocial  factors  such  as 
family  structure,  family  functioning,  and  life  events 
have  recently  gained  wider  acceptance  as  modifiers 
of  pregnancy  outcome  (13).  The  women  of  this 
study  with  the  poorest  outcome,  young  and  black, 
may  be  the  ones  more  likely  to  have  poor  family 
functioning,  unstable  family  structures,  or  stressful 


1 Subsequent  pregnancy  outcome. 


Number  of  cases  Sample  size* 

Percentage 

Late  spontaneous  abortion  1 2 

Stillbinh  S 

LBW  13' 

Preterm  IS' 

232 

232 

188 

142 

5.2 

2.2 

6.9 

10.6 

* Sample  size  varies  due  to  missing  information. 

'6  LBW  only,  LBW  and  preterm,  8 preterm  only;  thus,  there  were  28  LBW  or  preterm 
"events  ” ( 1 3 LBW  and  1 5 preterm  ) among  2 1 infants,  with  ■*  infants  both  LBW  and  preterm 

2.  Predictive  value  of  low  birth  weight  (LBW). 

Subsequent  LBW 

Entry  pregnancy  (n  = 188) 

Subsequent  preterm 
(n  = 156) 

Subsequent  adverse 
outcome  (n  = 156) 

LBW  22.2%  (4/18) 

>2,500  gm  5.3%  (9/170) 

25.0%  (4/16) 

8.8%  (11/125) 

40.0%  (8/20) 

22.1%  (30/136) 

Rate  ratio  = 4.2 

(p  = 0.02)* 

Rate  ratio  = 2.8 

(p  = 0.08)* 

Rate  ratio  = 1.8 

(p  = 0.08)* 

" p values  using  Fisher’s  exact  test 

J.  Predictive  value  of  preterm  delivery. 

Subsequent  preterm 
Entry  pregnancy  ( n = 129) 

Subsequent  LBW 
(n  = 166) 

Subsequent  adverse 
outcome  (n  = 14 1 ) 

Preterm  33-3%  (3/9) 

Term  10.0%  ( 12/120) 

33.3%  (4/12) 

5.2%  (8/154) 

50.0%  (6/12) 

21.7%  (28/129) 

Rate  ratio  =3  3 
(p  = 0.07) 

Rate  ratio  = 6.4 

(p  = 0.006) 

Rate  ratio  = 2.3 

(p  = 0.006) 

4.  Proportion  of  subsequent  LBW  or  preterm  deliveries  by  high-risk  characteristics. 


Delivery  and  maternal 
characteristics  at 
entry  pregnancy 

Subsequent 

LBW  (%) 

Subsequent 
preterm  ( % ) 

Subsequent 
adverse  outcome  ( % ) 

Normal  birth  weight 

5.3(9/170) 

8.8  (11/125) 

22.1  (30/136) 

LBW 

22.2  (4/18) 

25.0  (4/16) 

40.0  (8/20) 

Preterm 

33.3(4/12) 

33.3  (3/9) 

40.0  (6/15) 

LBW,  Black 

44.4  (4/9) 

37.5  (3/8) 

54.6  (6/11) 

Preterm,  Black 

50.0(4/8) 

42.9  (3/7) 

55.6  (5/9) 

LBW,  age  <16 

66.7(2/3) 

66.7  (2/3) 

66.7  (2/3) 

Preterm,  age  <16 

50.0  (2/4) 

50.0  (2/4) 

50.0  (2/4) 
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life  events  ( including  the  pregnancy ).  The  burden 
of  preterm  and  low  birth  weight  delivery  upon  the 
family  involved  is  certainly  worth  the  effort  of  iden- 
tifying known  causes  and  addressing  those  higher 
risk  groups. 
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The  hospital  records  of  150  women  with  ectopic 
pregnancies  in  a 38 -month  period  were  reviewed. 
We  found  that  the  serum  value  of  human  cho- 
rionic gonadotropin  (HCG)  correlated  with  the 
size  of  the  ultrasonographically  measured  adnexal 
mass  and  the  subsequent  risk  of  rupture.  Factors 
associated  with  an  increased  risk  in  developing  an 
ectopic  pregnancy’  ( including  pelvic  inflammatory 
disease,  bitubal  ligation,  and  previous  ectopic 
pregnancies)  were  associated  with  ectopic  preg- 
nancy in  specific  sites  in  the  fallopian  tube.  The 
gestational  age  at  which  rupture  of  the  ectopic 
pregnancy  occurred  was  also  related  to  the  site  in 
the  fallopian  tube.  Rupture  occurred  at  an  earlier 
gestational  age  in  the  population  we  studied, 
possibly  reflecting  the  increasing  association  of 
ectopic  pregnancy’  with  bitubal  ligations,  previ- 
ous ectopic  pregnancy’,  and  pelvic  inflammatory 
disease. 

KF<’  WORDS;  ECTOPIC  TLIBAL  PREGNANCA,  CiLlNlCAL  HISTORY', 
HISTOPATHOLOGY,  ULTRASOUND 


Ectopic  pregnancy  follows  the  implantation  of 
the  fertilized  egg  at  any  site  other  than  the 
endometrial  cavity  ( eg,  the  fallopian  tube, 
ovary',  cornua,  peritoneal  cavity,  and  cervix ).  The  in- 
cidence of  ectopic  pregnancies  has  been  steadily  in- 
creasing. In  the  United  States,  between  1970  and 
1983,  the  incidence  of  ectopic  pregnancies  more 
than  doubled  from  4.5  to  9.4  of  each  1,000  reported 
pregnancies  ( 1 ).  Since  ectopic  pregnancy  accounts 
for  1 2%  of  maternal  deaths  in  the  first  trimester  of 
pregnancy,  an  early  and  prompt  diagnosis  is  impor- 
tant to  decrease  mortality  and  preserve  fertility 
(2-4).  We  reviewed  records  of  patients  presenting 
with  ectopic  pregnancies  in  order  to  examine  the 
pathogenesis,  detection,  and  natural  history  of  these 
cases  in  our  hospital  population. 

Materials  and  methods 

We  reviewed  the  records  of  1 50  consecutive  pa- 
tients with  ectopic  pregnancy  diagnosed  from  Janu- 
ary 1983  to  February  1986  at  a university  hospital. 
The  review  was  conducted  under  the  auspices  of 
the  medical  school’s  committee  for  the  protection 
of  human  subjects.  Hospital  records  were  reviewed 
to  determine  each  patient’s  clinical  signs  and  symp- 
toms, laboratory'  data,  intraoperative  findings,  ultra- 
sonography, pathology'  findings,  and  postoperative 
complications. 

Ihe  laboratory  data  reviewed  included  hemo- 
globin concentration,  white  blood  cell  count,  urine 
pregnancy  test  ( Duoclone  Organon  Diagnostics, 
West  Orange,  NJ  and  Tandem  Icon  HCG  assays, 
Hybritech  Inc,  San  Diego,  CA ),  and  qualitative  and 
quantitative  serum  human  chorionic  gonadotropin 


(HCG)  determinations.  Urine  from  83  patients  ad- 
mitted between  January  1983  and  February  1985 
were  screened  for  HCG  by  a hemagglutination 
method  (Duoclone)  which  has  a sensitivity  of  500 
mlU/mL.  Urine  from  67  patients  admitted  between 
February  1985  and  February  1986  were  screened 
by  a dual  site  immunoenzymetric  method  (Tandem 
Icon  HCG)  with  a sensitivity  of  50  mlU/mL.  Serum 
HCG  values  were  assayed  by  an  ELISA  method 
(a-HCG)  from  Abbott  Laboratories  North  Chicago, 
IL,  which  has  a sensitivity  of  5 mlU/mL. 

Ultrasonography  was  performed  with  the  stan- 
dard full-bladder  technique  and  gray  scale  equip- 
ment (Phillips  GE3000)  using  multiple  longitudinal 
and  transverse  sonograms. 

Results 

The  patient  ages  ranged  from  16  to  4 1 years.  The 
mean  age  was  28.1  years  (SD  5,  CV  52.7);  95%  of 
patients  ranged  in  age  from  20  to  39  years.  Racially, 
59%  were  black,  29%  white,  10%  Latin-American, 
and  2%  oriental. 

Twenty-seven  patients  ( 1 8%  ) had  no  previous 
pregnancy;  19  patients  (13%)  had  a previous  ecto- 
pic pregnancy.  Sixty-nine  patients  had  no  children 
(46%  ),  45  patients  (30%  ) had  one  previous  child, 
20  ( 1 3%  ) had  two  children,  10  (7%  ) had  three 
children,  6 ( 4%  ) had  four  children,  and  none  had 
more  than  five  children.  Established  factors  pre- 
disposing patients  to  an  increased  incidence  of  ecto- 
pic pregnancy  identified  in  the  history  included 
spontaneous  abortions  ( 30%  ),  documented  pelvic 
inflammatory  disease  ( 20%  ),  previous  abdominal 
surgery  ( 16%  ),  previous  ectopic  pregnancy  ( 13%  ), 
previous  use  of  an  intrauterine  device  (7%  ),  bitubal 
ligation  (BTL)  (7%  ),  lUD  in  place  (4%  ),  endo- 
metriosis (2.6%  ),  and  exposure  to  diethylstil- 
besterol  (DES)  ( 2%  ).  Thirty -four  percent  of  the 
patients  had  no  recognized  risk  factor  by  history. 

PRESENTATION 

The  most  common  presenting  clinical  features  were 
abdominal  pain  (93%  ),  amenorrhea  of  4 to  18 
weeks’  duration  (92%  ),  vaginal  bleeding  (76%  ), 
nausea  (20%  ),  vomiting  (17%  ),  syncope  (12%  ), 
breast  tenderness  (11%),  fever  ( 1 0%  ),  shoulder 
pain  (9%  ),  and  back  pain  (9%  ).  By  physical  exami- 
nation, 49  patients  (33%  ) had  adnexal  tenderness, 
32  patients  (21%  ) had  a palpable  adnexal  mass,  and 
93%  had  abdominal  tenderness.  Four  percent  of  the 
patients  presented  in  shock  as  medical  emergencies. 
In  22  cases,  ectopic  pregnancy  had  been  misdiag- 
nosed as  threatened  abortion  ( 7%  ),  pelvic  inflamma- 
tory disease  (4%  ),  or  a urinary  tract  infection  (3%  )■ 

LABORATORY  DATA 

In  68  patients  (45%  ),  white  blood  cell  count  was 
greater  than  I0,000/mm^  and  in  1 10  cases  (73%  ) 
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hematocrit  was  greater  than  30  mg/dL.  The  urine 
pregnancy  test  was  performed  in  a total  of  1 3 1 
patients  (87%  ).  Of  19  cases  on  whom  no  urine 
pregnancy  test  was  done,  the  diagnosis  of  ectopic 
pregnancy  was  identified  by  a serum  pregnancy  test 
alone  (12  cases,  or  8%  ) or  by  emergency  explora- 
tory' laparotomy  (7  cases,  or  5%  ).  Of  the  68  urine 
pregnancy  tests  performed  before  February  1985  by 
the  Duoclone  method,  64  were  positive  (94%  ) and 
four  were  negative  (6%  ).  Three  cases  with  negative 
urine  assays  had  elevated  serum  HCG  values  of  1 38, 
20,  and  9 mlU/L  One  case  with  a negative  urine 
assay  also  had  a negative  serum  HCG  value  of 
< 5mIU/mL  In  all  64  patients  presenting  after  Feb- 
ruary 1985,  the  urine  pregnancy  tests  by  the  Tan- 
dem Icon  HCG  method  were  positive  ( 100%  ).  All 
serum  HCG  tests  performed  in  70  of  the  1 50  cases 
(47%  ) were  positive  with  values  ranging  from  8 to 
77,166  mlU/mL 

ULTRASONOGRAPHY 

No  intrauterine  gestational  sac  was  visualized  in  any 
of  the  90  patients  (60%  ) who  underwent  ultra- 
sonography. An  adnexal  mass  suggestive  of  an  ecto- 
pic pregnancy  was  reported  in  65  cases  (72%  ), 
seven  of  which  had  a diagnostic  gestational  sac  with 
fetal  heart  movements  within  the  fallopian  tube.  Of 
the  25  false-negative  cases,  15  had  no  diagnostic  ab- 
normalities identified,  nine  were  misinterpreted  as 
ovarian  cysts,  and  one  case  was  reported  only  as 
multiple  fibroids. 


nancy  with  44  ( 29%  ) of  them  occurring  in  the  con- 
tralateral ovary.  Other  findings  at  surgery'  included 
ovarian  cysts  (4%  ),  clubbed  fimbriae  (4%  ),  hydro- 
salpinx ( 3%  ),  and  aborted  products  of  conception 
in  the  cul-de-sac  ( 2%  ).  Two  of  the  ectopic  pregnan- 
cies were  found  incidentally,  one  during  a routine 
bilateral  tubal  ligation,  and  the  other  after  an  elec- 
tively  scheduled  hysterectomy  for  multiple  fibroids. 

Each  of  the  surgical  specimens  (150)  examined 
microscopically  had  immature  chorionic  villi  with 
trophoblastic  cells  in  99%,  decidua  in  43%,  and 
fetal  tissue  in  36  cases  (24%  ) (Fig  1 ).  Intact  em- 
bryos in  15  cases  ( 10%  ) had  gestational  ages  (de- 
termined by  crown  to  rump  length ) ranging  from 
30  to  69  days  (average  of  52.7  days).  Other  findings 
in  the  surgical  specimens  included  an  intact  sac 
(6%  ),  acute  inflammation  (5%  ),  paratubal  cysts 
(2%  ) and  endometriosis  (1%  ).  The  size  of  the  ex- 
cised ectopic  pregnancy  measured  from  1 x 0.5  x 
0.5  cm  to  5 X 4.5  x 4 cm. 

POSTOPERATIVE  COMPLICATIONS 
Postoperative  complications  occurred  within  the 
first  week  in  26  patients  ( 17%  ).  Complications  in- 
cluded fever  greater  than  37.8°  (100°  F)  in  15  pa- 
tients, pelvic  inflammatory  disease  in  two  patients, 
bladder  lacerations  in  two  patients,  wound  infec- 
tions in  two  patients,  and  individual  cases  with  deep 
venous  thrombosis  with  pulmonary  emboli,  pleural 
effusion,  lower  extremity  weakness,  and  pulmonary 
edema. 


CULDOCENTESIS 

Culdocentesis  performed  in  74  of  1 50  cases  had 
blood  returned  in  82%  and  no  blood  returned  in 
18%.  Overall,  78%  were  true  positives,  12%  false 
positives,  4%  true  negatives,  and  6%  false  negatives. 
The  amount  of  blood  found  at  culdocentesis  ranged 
from  2 cc  to  25  cc  with  a mean  of  8.3  cc  (standard 
deviation  4.85,  %CV58.2). 

INTRAOPERATIVE  FINDINGS 
Ninety -four  of  the  ectopic  pregnancies  (63%  ) were 
on  the  right,  and  56  ( 37%  ) were  on  the  left.  The 
site  of  implantation  were  cornua  (11%),  isthmus 
(24%  ),  ampulla  (46%  ),  fimbria  ( 12%  ),  tubo-ovary 
(T/Ov)  (4%  ) and  the  entire  tube  (3%  )■  Eighty  pa- 
tients (53%  ) had  a ruptured  ectopic  pregnancy 
with  intra-abdominal  hemorrhage.  Forty-three  pa- 
tients (29%  ) had  an  unruptured  ectopic  pregnancy. 
The  remaining  27  patients  ( 18%  ) had  aborting  ec- 
topic pregnancies  characterized  by  bleeding  and 
oozing  from  the  fimbria  with  intra-abdominal  bleed- 
ing. The  volume  of  abdominal  blood  at  surgery 
ranged  from  1 to  3,000  cc  with  a mean  of  721.3  cc 
(SD  741). 

Sixty-one  patients  (4l%  ) had  pelvic  adhesions. 
Fifteen  patients  (10%  ) had  a corpus  luteum  of  preg- 


OTHER  FINDINGS 

There  was  a mathematical  relationship  between  the 

HCG  serum  value  and  the  size  in  centimeters  mea-  ^ intrambai 

pregnancy’  with 
decidua,  villi,  and 
fetal  tissue 
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Ectopic  pregnancy 


2.  Comparison  of  the  site  of  the  pregnancy  in  the  fallopian  tube  to  rupture,  nonrupture, 
or  abortion 


3-  Comparisons  of  the  percent  of  ectopic  pregnancies  as  to  rupture,  nonrupture,  or  abortion 


Rupture  Unruptured  Aborting 


sured  by  ultrasound  in  24  cases  studied.  By  the  bi- 
modal  Gaussian  equation,  the  value  fit  the  equation 
log  HCG  equals  the  size  in  centimeters  with  a co- 
efficient of  variation  of  0.8242. 

The  presence  of  rupture  at  presentation  varied  as 
to  the  ectopic  pregnancy’s  site  in  the  fallopian  tube 
( Fig  2 ).  Rupture  was  more  common  in  the  cornua 
while  abortion  was  more  frequent  in  the  fimbria. 
From  198.4  to  1984  and  from  1985  to  1986  there 
were  decreases  in  the  number  of  ruptured  ectopic 
pregnancies,  but  the  number  of  aborting  or  bleed- 
ing ectopic  pregnancies  increased  each  year  from 
1983  to  1986  (Fig  3).  In  comparisons  of  factors  in- 
creasing the  risk  of  ectopic  pregnancy  (Fig  4),  our 
population  had  a decrease  in  documented  PID  and 
an  increase  in  previous  ectopic  pregnancies  and  bi- 
tubal  ligations.  The  size  of  the  ectopic  pregnancy  in 
cubic  centimeters  compared  to  rupture  at  presen- 
tation ( Fig  5 ) showed  no  rupture  in  any  of  the 
ectopic  pregnancies  less  than  13  cm^  and  rupture 
in  all  ectopic  pregnancies  greater  than  27  cm\  In 
ectopic  pregnancies  between  13  cm^  and  27  cm\ 
there  was  a possibility  of  either  rupture  or  no  rup- 
ture. In  comparing  the  site  of  the  ectopic  pregnancy 
in  the  fallopian  tube  to  the  associated  risk  factors, 
fimbrial  ectopic  pregnancies  were  associated  with 
bitubal  ligations  and  a history  of  a previous  ectopic 
pregnancy.  In  our  population  from  1983  to  1986, 
the  number  of  ampullary  ectopic  pregnancies  has 
decreased  and  cornual  and  fimbrial  ectopic  preg- 
nancies have  increased  ( Fig  6 ). 

Discussion 

Clinical  diagnosis  of  ectopic  pregnancy  requires  me- 
thodical screening  of  patients  with  clinical  evalua- 
tion and  diagnostic  procedures  including  a urine 
pregnancy  test,  culdocentesis,  ultrasonography,  and 
laparoscopy.  In  1979  alone,  ectopic  pregnancies  di- 
rectly or  indirectly  cost  approximately  SI  10  million 
dollars;  therefore,  increased  understanding  of  its 
pathogenesis  and  clinical  behavior  is  important  ( 5 ). 

Age,  parity,  and  established  risk  factors  (eg,  pelvic 
inflammatory  disease,  bitubal  ligations,  abortions, 
and  a previous  ectopic  pregnancy ) are  the  first 
screen.  As  in  other  series,  our  patients  had  a mean 
age  of  28.1  years  (6).  Parity  among  our  patients  did 

4 Comparison  in  the  number  of  studied  patients  with 
established  risk  factors  from  1983  to  1985. 

Percent  of  patients 


198.^  1984  1985 


No  historv 

2.5 

58 

15 

Spontaneous  abortion 

11 

44 

28 

Pelvic  inflammatorv’  disease 

.50 

12 

15 

Previous  ectopic  pregnancy 

10 

4 

15 

lUD 

15 

12 

15 

Bitubal  ligation 

6 

12 

15 

Previous  abdominal  surger>’ 

5 

4 

4 
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5 Comparison  in  the  size  of  the  ectopic  pregnancy  to  rupture, 
n = 1 25  ( measurements  not  available  in  25  cases). 


not  establish  any  increased  or  decreased  risk  of  ec- 
topic pregnancy  except  that  few  women  with  three 
or  more  children  had  ectopic  pregnancies  (11%). 

Among  our  patients,  only  34%  had  no  risk  factors 
known  to  be  associated  with  ectopic  pregnancy.  Im- 
portant risk  factors  among  our  patients  included 
previous  spontaneous  abortions  (31%  ),  pelvic  in- 
flammatory disease  ( 20%  ),  and  previous  abdominal 
surger>’  ( 16%  ). 

Other  risk  factors  among  our  patients  included 
previous  fallopian  tubal  ligation,  endometriosis,  and 
exposure  to  diethylstilbestrol  (DES).  Only  two  of 
our  patients  had  endometriosis.  Although  endo- 
metriosis seems  to  increase  the  risk  for  ectopic 
pregnancy,  Buttram  reported  no  ectopic  pregnan- 
cies in  206  women  operated  on  for  endometriosis, 
though  111  were  pregnant  ( 7 ).  ITiree  of  our  pa- 
tients had  exposure  to  diethylstilbestrol,  while 
Sandberg  et  al  found  a 5%  incidence  of  ectopic 
pregnancy  in  474  DES-exposed  women,  Mangan  et 
al  found  4%,  and  Kaufman  4%  (8-  10). 

Tubal  sterilization  is  an  associated  risk  factor  for 
ectopic  pregnancy  that  has  been  increasing  in  fre- 
quency in  our  population  annually.  It  is  associated 
with  fimbrial  ectopic  pregnancies  in  contrast  to 
other  sites  of  the  fallopian  tube.  McCausland  sur- 
veyed 23,238  reported  cases  of  laparoscopic  ster- 
ilization and  found  a 51%  incidence  of  an  ectopic 
pregnancy  associated  with  method  failure  (11).  The 
mechanism  of  failure  has  a physiologic  basis  with 
the  proximal  portion  of  the  tube  sloughing  off,  and 
the  cornual  end  developing  a tubo-peritoneal  or 
cornua-peritoneal  fistula  by  which  sperm  can  exit  to 
enter  the  distal  tube  by  a similar  fistula  (12). 

Overall,  the  distribution  of  ectopic  pregnancies  in 
the  fallopian  tube  in  our  study  differs  from  previous 
reports.  Green  reported  that  80%  of  ectopic  preg- 
nancies occur  in  the  ampulla,  while  in  our  study 
only  46%  were  in  the  ampulla  with  an  increase 
in  other  sites  (13).  This  probably  relates  to  the 
decreasing  incidence  in  documented  PID  in  our 
population  of  ectopic  pregnancy  patients  and  the  in- 
crease in  bitubal  ligation  and  previous  ectopic  preg- 
nancies which  are  associated  with  cornual  and 
fimbrial  ectopic  pregnancies. 

The  classic  triad  of  ectopic  pregnancy  (abnormal 


6.  Comparison  in  the  site  of  the  pregnancy  in  the  tube  to  the  risk 
of  rupture  from  1983  to  1986. 
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uterine  bleeding,  pain,  and  amenorrhea ) were 
present  in  our  patient  population  in  the  distri- 
butions reported  by  previous  studies  ( 14).  At  physi- 
cal examination,  the  most  common  findings  in 
ectopic  pregnancy  include  adnexal  tenderness  and 
adnexal  masses  (14),  but  among  our  patient  popula- 
tion, only  33%  had  adnexal  tenderness  and  21%  a 
palpable  adnexal  mass.  This  may  be  a result  of  ear- 
lier detection  and  surgical  intervention  before  rup- 
ture in  our  patient  population. 

At  the  laboratory  level,  the  most  effective  tests  to 
aid  in  the  detection  of  ectopic  pregnancy  include 
the  urine  HCG  test  and  the  qualitative  and  quan- 
titative serum  HCG  tests.  Among  our  patients,  the 
Duoclone  method  for  measuring  HCG  in  urine  had 
a sensitivity  of  94%  with  6%  false  negatives,  while 
the  Tandem  Icon  HCG  urine  test  had  a sensitivity  of 
100%  and  0%  false  negatives.  The  serum  HCG  de- 
termination was  unnecessary  when  the  Tandem 
Icon  HCG  urine  test  was  used. 

The  quantitative  values  of  HCG  performed  in  se- 
lected patients  ranged  from  23  to  77,166  mlU/mL 
with  15%  of  them  greater  than  6,500  mlU/mL.  In 
distinguishing  ruptured  versus  nonruptured  ectopic 
pregnancies  with  quantitative  HCG  values,  there 
was  great  overlapping,  but  rupture  could  occur 
with  values  as  low  as  500  mlU/mL  and  aborting  with 
bleeding  with  values  as  low  as  100  mlU/mL. 

Culdocentesis,  ultrasonography,  and  the  urine 
pregnancy  test  are  important  in  diagnosing  ectopic 
pregnancies  because  ultrasonogrphy  alone  rarely  di- 
agnoses them  with  certainty.  The  exclusion  of  an  in- 
trauterine gestational  sac  by  sonography  in  the 
presenee  of  a positive  urine  pregnancy  test  suggests 
ectopic  pregnancy,  and  only  with  HCG  values 
greater  than  6,500  mlU/mL  can  the  intrauterine  ges- 
tational sac  be  seen  sonographically  in  normal  preg- 
nancies (15).  In  stable  cases  with  less  than  6,500 
mlU/mL,  serial  sonographies  may  therefore  be  nec- 
essary ( 16).  An  adnexal  mass  may  be  suggestive  but 
not  diagnostic  of  an  ectopic  pregnancy  because  of 
possible  confusion  with  ovarian  cysts  and  follicular 
c-ysts  (17).  Among  our  patients,  72%  had  a definite 
adnexal  mass  and  none  had  an  intrauterine  gesta- 
tional sac.  We  showed  that  quantitative  HCG  levels 
correlated  to  the  ultrasonographic  measurements  of 
these  adnexal  masses  with  the  formula  log  HCG 
equals  the  largest  measurement  in  cm.  Theoreti- 
cally, if  sonographic  measurement  and  quantitative 
measurement  of  HCG  fit  this  equation,  then  the 
likelihood  of  an  ectopic  pregnancy  would  be  high. 
Ultrasonography  alone  was  not  a very  sensitive  in- 
dicator of  rupture  with  a high  false  negative  rate  of 
37% . Our  studies  showed  that  any  adnexal  mass 
greater  than  2.5  cm  wiU  probably  rupture  or  bleed 
and  any  adnexal  mass  less  than  2.5  cm  will  be  un- 
ruptured and  nonbleeding.  Therefore,  the  size  of 
the  adnexal  mass  ultrasonography  can  direct  the 


physician  in  the  decision  of  whether  to  proceed  to 
laparoscopy. 

Culdocentesis  has  been  the  mainstay  of  ectopic 
pregnancy  diagnosis,  but  it  only  detects  those  with 
rupture  or  bleeding  (15).  Among  our  patients,  there 
was  a 6%  false-negative  and  12%  false-positive  rate; 
overall  there  was  an  82%  positive  rate. 

Summary 

In  summary,  the  points  stressed  from  our  review  of 
these  cases  of  ectopic  pregnancy  include: 

(a)  The  urine  pregnancy  test  can  be  used  as  a 
screening  tool  with  high  efficiency  to  detect  the 
existence  of  a pregnancy. 

(b)  In  ultrasonography,  an  adnexal  mass  greater 
than  2.5  cm  has  a high  probability  of  rupture  or 
intra-abdominal  bleeding.  If  the  ultrasonographic 
measurement  of  the  adnexal  mass  equals  the  log  of 
a quantitative  HCG  value,  an  ectopic  pregnancy  is 
strongly  suggested.  A cornual  mass  signals  early  rup- 
ture and  a fimbria!  ectopic  pregnancy  signals  early 
abortion  or  intra-abdominal  bleeding. 

(c)  Since  1983,  there  has  been  a decline  in  am- 
pullary  ectopic  pregnancies  at  our  institution  with 
an  increase  in  fimbrial  and  cornual  sites.  This 
change  may  be  related  to  the  increasing  frequency 
of  bitubal  ligations  and  recurrent  ectopic  pregnan- 
cies. With  increasing  cornual  and  fimbrial  sites,  rup- 
ture may  occur  earlier. 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  ORUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  Intake  is  Inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  In  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium. 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation 
WARNINGS:  Hyperkalemia— In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  In  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  Injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration.  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown.  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  tor  potassium  depletion.  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  In  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium.  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  el  Fertility:  Long-term  carcinogenicity  studies  In 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIDNS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS, 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS):  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose 

Skin  rash  has  been  reported  rarely 

OVERDDSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  if  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CDNTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  Is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  QT-interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3.  Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity. 

1002004  13944326 

Rev  4/87 

Key  Pharmaceuticals,  Inc. 

Kenilworth.  NJ  07033  (USA) 

World  leader  in  drug  delivery  systems. 


IVicToburst 

Ftetease 


I ARAFATE 

(sucralfate) 


BRIEF  SUMMARY 


CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate. 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful 
course  of  treatment  with  sucralfate  should  not  be  expected  to  alter  the 
post-healing  frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  the  simultaneous 
administration  of  CARAFATE  with  tetracycline,  phenytoin,  or  cimetidine  will 
result  in  a statistically  significant  reduction  in  the  bioavailability  of  these 
agents.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably 
resulting  from  these  agents  being  bound  by  CARAFATE  in  the  gastrointesti- 
nal tract.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by 
two  hours.  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  No  evi- 
dence of  drug-related  tumorigenicity  was  found  in  chronic  oral  toxicity 
studies  of  24  months'  duration  conducted  in  mice  and  rats  at  doses  up  to  1 
gm/kg  (1 2 times  the  human  dose).  A reproduction  study  in  rats  at  doses  up 
to  38  times  the  human  dose  did  not  reveal  any  indication  of  fertility  impair- 
ment. Mutagenicity  studies  have  not  been  conducted. 

Pregnancy:  Pregnancy  Category  B Teratogenicity  studies  have  been 
performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate.  There 
are,  however,  no  adequate  and  well-controlled  studies  in  pregnant  women. 
Because  animal  reproduction  studies  are  not  always  predictive  of  human 
response,  this  drug  should  be  used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution 
should  be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reartions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients, 
adverse  effects  were  reported  in  121  (4.7%).  Constipation  was  the  most 
frequent  complaint  (2.2%).  Other  adverse  effects,  reported  in  no  more  than 
one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,  indi- 
gestion, dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach. 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not 
be  taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  pink  tablets  are  supplied  in  bottles  of  100  and 
in  Unit  Dose  Identification  Paks  of  100.  The  tablets  are  embossed  with 
MARION/1712.  Issued  3/84 
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1595H7 


Specialized  ulcer  therapy 


When  advancing  age 
signals  ireduced 

acid  secretion 


If  your  duodenal  ulcer  patient  is  over  55,  decreased 
mucosal  resistance  is  more  likely  to  cause  an  ulcer  than 
hypersecretion  of  acid-pepsin.'  A tendency  toward  lower 
acid  secretion  with  advancing  age  has  been  shown.^'^ 


Declining  gastric  secretion  and  age 


Age  Group 


CARAFATE®  (sucralfate/Marion)  makes  sense  as 
initial  ulcer  therapy  for  the  elderly.  Carafate  provides  ulcer 


healing  rates  comparable  to  antagonists  without  the 
risk  of  systemic  side  effects  or  drug  interactions— an  impor- 
tant benefit  for  older  patients. 

The  unique,  nonsystemic  action  of  Carafate  enhances 
the  body's  own  ulcer  healing  ability  strengthening  the  muco- 
sal structure  as  it  protects  damaged  tissue  from  further  injury. 

When  advancing  age  signals  reduced  acid  secretion, 
choose  the  specialized  ulcer  therapy  of  safe,  nonsystemic 
Carafate. 


Nothing  works  like 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information 
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Hunnriiri 

human  insulin 
[recombinant  DNA  origin] 

For  your  insulin-using  patients  « 


HumulinL  tfumulin 


u HumulinR  Humu/ih 

#w 


Lilly  Leitdership 

IN  DIABETES  CARE 


) 1987,  ELI  LILLY  AND  COMPANY 


Eli  Lilly  and  Company 

Indianapolis,  Indiana 
46285 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  insulin  users 
will  be  taking  Humulin. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.  The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 


Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage. 


fHore  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  the  major  topics  covered  this  month  in  Texas  Medicine 
All  of  the  listed  resources  are  available  in  the  library.  For  in- 
formation, call  the  Memorial  Library  at  (512)  477—6704. 
TMA  members  also  may  request  research  on  any  medical 
topic.  Books,  audiovisuals,  and  copies  of  journal  articles  are 
available  by  calling  or  writing  the  library.  In  most  cases, 
your  request  can  be  processed  within  24  hours. 

ECTOPIC  PREGNANCY:  CLINICAL  AND  PATHOLOGICAL 
REVIEW  OF  150  CASES 

Journal  Articles 

Corson  SL,  Batzer  FR:  Ectopic  pregnancy.  A review  of  the 
etiologic  factors.  J Reprod  Med  31(2):78-85,  1986. 

de  Crespigny  LC:  The  value  of  ultrasound  in  ectopic  preg- 
nancy. Clin  Obstet  Gynecol  30(  1 ):  136-147,  1987. 

Edelman  DA,  Porter  CW;  The  intrauterine  device  and  ectopic 
pregnancy.  Contraception  36{l):85-96,  1987. 

Filly  RA:  Ectopic  pregnancy:  the  role  of  sonography.  Radiology 
162(3):661-668,  1987. 

Hockberger  RS:  Ectopic  pregnancy.  Emerg  Med  Clin  North  Am 
5(3):481-493,  1987. 

Lavy  G,  Diamond  MP,  DeCherney  AH:  Ectopic  pregnancy:  its 
relationship  to  tubal  reconstructive  surgery.  Fertil  Steril 
47(4):543-556,  1987. 

Murphy  AA:  Operative  laparoscopy.  Fertil  Steril  47(  1 ):  1 — 18, 
1987. 

Quan  MA,  Johnson  RA,  Puffer  JC:  The  diagnosis  of  ectopic 
pregnancy.  Am  Fam  Physician  31(2):201-207,  1985. 

Russell  JB:  The  etiology  of  ectopic  pregnancy.  Clin  Obstet 
Gynecol  30(  1 ):  181- 190,  1987. 

Shapiro  BS:  The  nonsurgical  management  of  ectopic  preg- 
nancy. Clin  Obstet  Gynecol  30(  1): 230-235,  1987. 

Weckstein  LN:  Clinical  diagnosis  of  ectopic  pregnancy.  Clin 
Obstet  Gynecol  30(  1 ): 236-244,  1987. 

Weckstein  LN:  Current  perspective  on  ectopic  pregnancy. 
Obstet  Gynecol  Surv  40(5): 259— 272,  1985. 

Books 

DeCherney  AH  (ed):  Ectopic  pregnancy.  Rockville,  Md,  Aspen, 
1986. 

Langer  A and  Iffy  L (eds):  Extrauterine  pregnancy,  Littleton, 
Mass,  PSG  Publishing  Co  Inc,  1986. 
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What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them'?’ 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERIOIXN  Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


V CANCER 
f SOOETY' 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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BIG  MALPRACTICE 
PROBLEMS 

Protecting  family  and  property 
from  creditors  & lawsuits 
Many  topics,  including 

• Avoiding  personal  liability 

• Best  use  of  liability  insurance 

• Property  exempt  from  claims 

• Bankruptcy  planning  and  options 

• Coping  with  debt  collection  & foreclosure 

• Dealing  with  the  IRS 

• Hiding  and  conveying  assets 

• Offshore  bank  accounts 

• Fixing  credit  rating  problems 

Written  by  a Texas  Attorney  and  CPA 
with  statute  and  case  cites 
Send  $24.95  — Rush  add  $5.00  — to: 

(includes  sales  tax  and  delivery) 

Marshall  Publishing  Company,  Dept.  71 
P.  O.  Box  1481 
Bellaire,  Texas  77401 

VISA/MasterCard  orders  call  713/661-5666 
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LIBRIUM® 

chlordiazepoxide  HCI/Roche  (V 
5-mg,  10-mg,  25-mg  capsules 
Before  prescribing,  please  consult  complete 
product  information,  a summary  of  which  follows: 
Indications:  Management  of  anxiety  disorders: 
short-term  reiief  of  anxiety  symptoms,  acute  aicohoi 
withdrawal  symptoms,  preoperative  apprehension 
and  anxiety.  Usually  not  required  for  anxiety  or 
tension  associated  with  stress  of  everyday  life.  Effi- 
cacy beyond  four  months  not  established  by 
systematic  clinical  studies.  Periodic  reassessment  of 
fherapy  recommended. 

Contraindications:  Known  hypersensitivity  to  the 
drug. 

Warnings:  Warn  patients  that  mental  and/or 
physical  abilities  required  for  fasks  such  as  driving  or 
operating  machinery  may  be  impaired,  as  may  be 
mental  alertness  in  children,  and  that  concomitant 
use  with  alcohol  or  CNS  depressants  may  have  an 
additive  effect.  Though  physical  and  psychological 
dependence  have  rarely  been  reported  on 
recommended  doses,  use  caution  in  administering 
to  addiction-prone  individuals  or  those  who  might 
increase  dosage.  Withdrawal  symptoms  (including 
convulsions)  reported  after  abrupt  cessation  of 
extended  use  of  excessive  doses  are  similar  fo  fhose 
seen  wifti  barbifurafes.  Milder  symptoms  reported 
infrequently  when  continuous  therapy  is  abruptly 
ended  Avoid  abrupt  discontinuation;  gradually 
taper  dosage. 

Usage  in  Pregnancy:  Use  of  minor 
tranquilizers  during  the  first  trirrrester 
should  almost  always  be  avoided 
because  of  increased  risk  of  congenital 
malformations  as  suggested  in  several 
studies.  Consider  possibility  of  pregnancy 
when  instituting  therapy;  advise  patients 
to  discuss  therapy  if  they  intend  to  or  do 
become  pregnant. 

Precautions:  In  the  elderly  and  debilitated,  and  in 
children  over  six  limit  to  smallest  effective  dosage 
(initially  10  mg  or  less  per  day)  to  preclude  ataxia  or 
oversedation,  increasing  gradually  as  needed  and 
tolerated.  Not  recommended  in  children  under  six. 
Though  generally  not  recommended,  if  combina- 
fion  therapy  with  other  psychotropics  seems 
indicated,  carefully  consider  individual  pharmaco- 
logic effecfs,  parficularly  in  use  of  potentiafing 
drugs  such  as  MAO  inhibitors  and  phenothiazines. 
Observe  usual  precautions  in  presence  of  impaired 
renal  or  hepatic  function.  Paradoxical  reactions 
(e  g,,  excitement,  stimulation  and  acute  rage)  have 
been  reported  in  psychiatric  patients  and 
hyperactive  aggressive  children.  Employ  usual 
precautions  in  treatment  of  anxiefy  stotes  with  evi- 
dence of  impending  depression:  suicidal  tenden- 
cies may  be  present  and  protective  measures 
necessary.  Variable  etfects  on  blood  coagulation 
hove  been  reported  very  rarely  in  patients 
receiving  the  drug  and  oral  anticoagulants;  causal 
relationship  has  not  been  established  clinically.  Due 
to  isolated  reports  of  exacerbation,  use  with  caution 
in  patients  with  porphyria. 

Adverse  Reactions:  Drowsiness,  ataxia  and 
confusion  may  occur,  especially  in  fhe  elderly  and 
debilitated.  These  are  reversible  in  most  instances  by 
proper  dosage  adjustment,  but  are  also  occasion- 
ally observed  at  the  lower  dosage  ranges.  In  a few 
instances  syncope  has  been  reported.  Also 
encountered  are  isolated  instances  of  skin  eruptions, 
edema,  minor  menstrual  irregularities,  nausea  and 
constipation,  extrapyramidal  symptoms,  increased 
and  decreased  libido  all  infrequent  and  generally 
controlled  with  dosage  reduction:  changes  in  EEG 
patterns  (low-voltage  fast  activity)  may  appear 
during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice  and  hepatic 
dysfunction  have  been  reported  occasionally, 
making  periodic  blood  counts  and  liver  function 
tests  advisable  during  protracted  therapy. 

Usual  Daily  Dosage:  Individualize  for  maximum 
beneficial  effects.  Oral-Adults:  Mild  and  moderate 
anxiety  disorders  and  symptoms,  5 or  10  mg  U d.  or 
q./.d.;  severe  states,  20  or  25  mg  t.id.  or  q i d. 

(^rlatric  patients:  5 mg  b.I.d.  to  q./.d.  (See 
Precautions.) 

Supplied:  Librium®'  (chlordiazepoxide  HCI/Roche) 
Capsules.  5 mg,  10  mg  and  25  mg-  bottles  of  100 
and  500;  Tel-E-Dose“'  packages  of  100,  available  in 
boxes  of  4 reverse-numbered  cards  of  25,  and  in 
boxes  containing  10  strips  of  10.  Libritabs® 
(chlordiazepoxide/Roche)  Tablets.  5 mg  and  10  mg- 
bottles  of  100  and  500;  25  mg  bottles  of  100.  With 
respect  to  clinical  activity,  capsules  and  tablets  are 
indistinguishable. 


Roche  Products  Inc, 
Manati,  Puerto  Rico  00701 


Texas  Medicine 


Ubiiunf 

brand  of 


Nobody  does  it  better. 


Copyright  © 1986  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  adjacent  page  for  summary  ot  product  information. 


Support  America’s  colleges.  Because  college  is  more  than  a place 
where  young  people  are  preparing  for  their  future.  It’s  where  America  is 
preparing  for  its  future. 

If  our  country’s  going  to  get  smarter^  stronger— and  more  competitive 
— our  colleges  and  universities  simply  must  become  a national  priority. 

Government.  Business.  And  you.  We’re  all  in  this  together.  Because 
it’s  our  future. 

So  help  America  keep  its  competitive  edge  with  a gift  to  the  college  of 
your  choice —and  you’ll  know  you’ve  done  your  part. 


Give  to  the  college  of  your  choice. 
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HeRpecin-o: 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for  j 

perioral  herpes.”  GP,  NY  | 

“HERPECIN-L  appears  to  actually  prevent  the  j 

blisters  . . . used  soon  enough.”  DOS,  MN  J 

“HERPECIN-L'^.  . . a conservative  approach  \ 
with  low  risk/high  benefits.”  MD,  FL  i 

“Used  at  prodromal  symptoms  . . . blisters  | 
never  formed  . . . remarkable.”  DH,  MA  ’ 

“(In  clinical  trials) . . . response  was  dramatic.  ‘ 
HERPECIN-I proven  far  superior.”  DOS,  PA  ^ 

“All  patients  claimed  shorter  duration  ...  at  i 
prodromal  symptoms  . . . HERPECIN-L  ^ 
averted  the  attacks.”  MD,  AK  j 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 

Revco  and  Walgreens  and  other  select  pharmacies. 
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The  World's 
Most  IV>pular  K 

Slow-IC 

potassium  chloride 
slow-relecise  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  Uinguc^ 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients  _ 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potcissium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


® 1988,  CIBA. 


CIBA 


128'-3568-A 


The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12-year  record  of  efficacy' 

□ It^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ If  S acceptable  vs  liquids-greater  palatability,  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ Ifs  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

SIow-K^ 

potassium  chloride 
slow-release  tablets  s mEq  (6oo ms) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI 
*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  20)  over  8 weeks. 

C I B A 


References;  1.  Data  on  file.  CI6A  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR.  Wojciechowski  NJ,  et  al  Liquid  and  solid  potassium 
chloride;  Bioavailabiiity  and  safety  Pharmacotherapy  1980,4(6)  392-397. 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21  436*440 


Slow-K’ 

potassium  chloride  DSP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIOE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS 
1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  tor  congestive  heart  failure,  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy,  and  certain  diarrheal  stales 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  In  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g  . spironolactone,  triamterene)  (see  OVERDOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  lor  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

eatients  with  esophageal  compression  due  to  an  enlarged  left  atrium 

warnings 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  palient- 
years)  cases  associated  wilh  wax-malrix  tablels  have  been  reported  bolh  in 
loreign  couniries  and  in  Ihe  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  palient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 
PRECAUTIONS 
General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  lor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  it  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended.  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Orug  Interactions 

Potassium-sparing  diuretics:  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  ol  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity,  Slow-K  should  be 
iven  to  a pregnant  woman  only  it  clearly  needed 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  Is  about  13  mEq/L,  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  Is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIDNS 

One  of  the  most  severe  adverse  eftects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE),  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  it 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  Is  important  to  recognize  trial  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  t waves,  Loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  tor  hyperkalemia  include  the  following:  (1)  elimina- 
tion of  foods  and  medications  containing  potassium  and  ol  potassium- 
sparing diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATIDN 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  ot  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  ot  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked. 

HOW  SUPPLIED 

Tablels— 600  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (impnnted  Slow-K) 

Bottles  of  too NOC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack -One  Unit 

12  Bottles  - too  tablets  each  NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  too  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86°F  (30'C)  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  lighl-resislani  container  (USP). 
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1988  Calendar  Of  Practice 
Management  Workshops 

Sponsored  by  the  Texos  Medical  Associcdion 


Dear  Colleague: 


Prartice  Maiiogemeiit  Workshoiis — 
Another  Member  Serwke  of 
the  Texas  Meiicol  Association 


Running  a successful  medical  practice  in  today's  changing  environment  requires  more  than  merely  providing  quality 
medical  care  to  patients;  it  also  requires  strong  financial  and  managerial  skills.  As  physicians,  we  know  the  importance 
of  good  medical  training  and  continuing  education;  however,  we  often  underestimate  the  value  of  strong  practice 
management  skills.  To  help  you  develop  and  improve  these  skills,  TMA  offers  a variety  of  workshops. 

With  over  90  practice  management  workshops  offered  annually,  there  is  one  appropriate  for  everyone— whether  you 
are  a newly  licensed  physician  or  have  been  in  practice  for  years.  All  workshops  have  an  interactive  format  and  are 
carefully  evaluated  for  their  timeliness  and  quality.  Workshop  instructors  are  experts  in  their  fields  and  present  informa- 
tion in  a lively,  interesting  manner.  Also,  a majority  of  the  workshops  are  approved  for  Category  J,  CM£  Credit. 

TMA  workshops  will  not  solve  all  of  your  practice's  problems;  however,  they  can  help  you  build  your  practice  into  one 
that  satisfies  your  personal  and  professional  goals.  All  workshops  offer  results-oriented  strategies  for  maximizing  your, 
revenues  while  improving  patient  services. 


Whether  you  will  attend  your  first  practice  management  workshop  this  year  or  whether  you  and  your  office  staff  are 
regular  attendees,  I believe  you  will  find  several  workshops  that  interest  as  well  as  will  benefit  you.  Please  take  a few 
minutes  to  read  the  enclosed  1 988  calendar — there  truly  is  a workshop  for  everyone. 


Sincerely 


R.  Nevin  Rupp,  M.D. 

Chairman,  Council  on  Member  Services 


How  to  @et  Started  in  Medical  Practice  ■—Designed  to  give 
you  the  basic  step-by-step  procedures  needed  for  a suc- 
cessful practice,  whether  you  are  starting  your  own  prac- 
tice or  joining  an  established  one.  By  knowing  basic 
management  techniques  you  will  control  your  practice 
rather  than  allowing  your  practice  to  control  you. 


The  1-2-3's  of  Practice  Development-— Designed  to  help 
take  the  mystery  out  of  practice  development,  this  work- 
shop is  essential  in  today's  changing  medical  environ- 
ment. All  physicians  whether  newly  licensed  or  having  an 
established  practice  will  benefit  from  this  three-part  eve- 
ning workshop  series. 


Insurance  Claims  Preparation,  Coding  and  Documentation — 

Focuses  on  the  "how-to's"  of  insurance  claims  prepara- 
tion and  coding  with  special  emphasis  on  medical,  sur- 
gical, and  diagnostic  coding.  Designed  for  physicians, 
office  managers,  insurance  managers,  or  anyone  in- 
volved with  third-party  payers. 


Marketing  Techniques  for  a Successful  Practice — This  work- 
shop addresses  the  marketing  needs  in  today's  medical 
practice  environment. 

How  to  Run  a More  Profitable  Practice — This  action- 
oriented  workshop  is  designed  to  provide  effective  solu- 
tions for  maximizing  your  revenues  and  minimizing  your 
overhead. 

Planning  for  Retirement — It  is  never  too  soon  to  plan  for 
retirement  and  safeguard  your  family  from  the  risks  of 
disability  or  death.  Your  and  your  family's  future  security 
is  an  important  consideration  that  needs  to  be  addressed. 
This  workshop  is  designed  to  help  you  wind  down  a 
medical  practice  and  prepare  for  a successful  retirement. 

Other  workshops  and  seminars  may  be  developed  and 
offered  by  TMA  during  1988.  Each  workshop  or  seminar 
series  will  be  preceded  by  a special  brochure  announcing 
the  program  and  workshop  dates. 


How  to  Improve  Your  Third-Poily  Reimbursement — Revised 
in  1988  and  presented  in  conjunction  with  the  coding  se- 
ries, this  workshop  focuses  on  Medicare/Medicaid  reim- 
bursement, profile  development  and  the  1988  MAAC. 

Practice  Management  Series— Designed  for  medical  office 
managers,  supervisors  and  office  staff.  The  series  consists 
of  four  one-day  courses.  Courses  in  this  in-depth  series 
are  "Computers  in  Medical  Practice",  "Patient  Flow  Man- 
agement", "Financial  Management",  "Personnel  Man- 
agement and  Problem  Solving". 


These  workshops  are  a member  service  of  the  Texas 
Medical  Association. 

Co-sponsors 

The  following  County  Medical  Societies  are  participating 
as  co-sponsors  in  the  1988  practice  management  work- 
shops and  seminars; 

Bexar  County,  El  Paso  County,  Harris  County,  Potter- 
Randall  County,  Smith  County,  Tarrant  County,  Taylor- 
Jones-Haskell  County,  and  Travis  County  Medical 
Societies 


1988  Workshop  Schedule  8y  Series 

This  is  your  1988  calendar  of  workshops  sponsored  by 
the  Texas  Medical  Association.  Keep  it  in  a convenient 
place  for  easy  reference  throughout  the  year.  Registration 
information  will  be  mailed  approximately  six  weeks  prior 
to  each  workshop  series.  If  you  have  additional  questions 
regarding  a workshop  or  registration,  contact  the  TMA 
Office  of  Practice  Management  at  512/477-6704. 


MANAGING 
YOUR  PRACTICE 


Practice  Mamgeoieiit  Workshops — 
Another  Memher  Service  of 
the  Texes  Medical  Assodotien 


Workshop  Series 

Date 

City 

How  to  Get  Started  in  Medical  Practice 
(Conomikes  Associates,  Inc.) 

Fall  1988- 
dates  to  be 
announced 

Dallas 

El  Paso 

Fort  Worth 
Galveston 
Houston 
Lubbock 

San  Antonio 
Temple 

The  1-2-3's  of  Practice  Development 
(Marketing  Rx,  Inc.) 

February  23 
March  1 

March  8 

Houston 

Houston 

Houston 

Insurance  Claims  Preparation,  Coding  and  Documentation 
(Morning) 

(Harold  Whittington  & Associates) 

How  to  Improve  Your  Third-Party  Reimbursement 
(Afternoon) 

(Harold  Whittington  & Associates) 

February  25 
February  26 
March  2 

March  3 

March  4 

March  16 

March  17 

March  18 

March  23 

March  25 
September  28 
September  29 
September  30 
October  13 
October  14 
October  19 
October  21 
October  26 
October  27 

Corpus  Christi 
San  Antonio 
Amarillo 

Dallas 

Fort  Worth 
Beaumont 
Houston 
Houston 

Austin 

Tyler 

Austin 

Houston 

Valley 

Midland 

Lubbock 

Abilene 

Dallas 

Fort  Worth 

Tyler 

Practice  Management  Series 
(Conomikes  Associates,  Inc.) 

Financial  Mgmt.,  Patient  Flow,  Computers 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Computers,  Financial  Mgmt.,  Patient  Flow 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

Computers,  Financial  Mgmt.,  Patient  Flow 

Financial  Mgmt.,  Patient  Flow,  Personnel  Mgmt. 

June  1 -3 

June  14-16 

June  22-24 

July  12-14 

July  20-22 

July  26-28 
August  10-12 

Dallas 

San  Antonio 

El  Paso 

Houston 

Fort  Worth 
Austin 

Corpus  Christi 

Marketing  Techniques  for  a Successful  Practice 
(Conomikes  Associates,  Inc.) 

March  23 

March  24 

April  14 

April  15 

San  Antonio 
Arlington 

Austin 

Houston 

How  to  Run  a More  Profitable  Practice 
(Conomikes  Associates,  Inc.) 

October  5 
October  6 
November  9 
November  10 
November  1 1 

Dallas 

Austin 

San  Antonio 

Fort  Worth 
Houston 

Planning  for  Retirement 

(Conomikes  Associates,  Inc.,  legal  and  financial  planning  experts) 

April  9 

October  8 

Dallas 

San  Antonio 

feature  ■ AIDS-related  knowledge, 

attitudes  and  behavior  in 
Travis  County 


Health  officials  in  Travis  County,  Texas, 
have  their  work  cut  out  for  them  in 
their  efforts  to  influence  a laissez-faire 
element  of  the  citizenry  that  would 
rather  risk  contracting  AIDS  than 
modify  their  sexual  behavior. 

The  disturbing  attitude  was  found  in 
a significant  minority  of  persons,  about 
one  in  seven,  who  responded  to  a recent 
survey  conducted  by  an  AIDS  prevention 
research  interest  group  at  The  University 
of  Texas  College  of  Communication  in 
Austin.  The  survey  uncovered  an  incon- 
gruous mix  of  knowledge  and  indif- 
ference. While  respondents  displayed 
impressive  awareness  of  how  AIDS  is 
transmitted  feu’  of  the  sexually  active, 
nonmonogamous  respondents  reported 
consistently  using  a condom. 

In  the  following  article,  the  research- 
ers describe  their  methods  and  results. 
Pamela  Shoemaker,  PhD,  an  associate 
professor  in  UT's foumalism  Depart- 
ment, designed  the  program.  Joining 
her  were  Dominic  Lasorsa,  PhD,  an  as- 
sistant professor  in  journalism,  and  Al- 
fred McAlister,  PhD,  associate  director 
and  associate  professor.  Center  for 
Health  Promotion,  The  University  of 
Texas  Health  Science  Center  at  Houston. 
Philip  L.  Zbylot,  MD,  MPH,  health  au- 
thority for  the  Austin-Travis  County 
Health  Department,  heralded  their  work 
as  a “high  quality  survey"  with  "very  re- 
producible" results.  Dr  Zbylot  added 
"The  survey  is  a good  model  for  other 
communities  that  need  baselines  as  they 
begin  increasing  the  funding  and  efforts 
for  community  education. " 

t The  University  of  Texas,  College 
of  Communication  in  Austin,  an 
AIDS  prevention  research  interest 
group  has  been  organized.  It  involves  fac- 
ulty from  several  other  departments  and 
disciplines  on  the  Austin  campus  and 
from  the  UT  Health  Science  Center’s 
School  of  Public  Health  (San  Antonio 
Branch  ).  The  group  has  organized  a jour- 
nalists’ seminar  and  served  as  a forum  for 
developing  interdisciplinary  research  on 
AIDS  prevention.  The  primary  research 
need  identified  by  the  group  was  for  col- 
lection of  data  on  public  opinion  and 
risk-taking,  which  could  be  used  to  set 
public  education  priorities  and  as  a base- 
line for  tracking  changes  in  behavior.  The 


results  of  an  exploratoiy’  telephone  sur- 
vey in  Travis  County  are  reported  here. 

Knowledge  about  AIDS  was  measured 
by  five  questions  about  symptoms  of  in- 
fection ( none );  whether  women  can  in- 
fect men  in  sexual  intercourse  (yes); 
whether  cases  have  been  attributed  to  sa- 
liva contact  (no);  to  mosquitos  (no);  or 
coughs  and  sneezes  ( no).  This  informa- 
tion was  taken  from  the  Surgeon  Gen- 
eral’s Report  on  AIDS  prevention,  which 
was  published  in  the  Nov  28,  1 986,  issue 
of  the  Journal  of  the  American  Medical 
Association. 

A measure  of  attitudes  about  AIDS  con- 
centrated on  tolerance  of  persons  with 
infections  at  school  and  the  work  site, 
legal  protection  against  discrimination 
toward  victims,  and  perceptions  of 
personal  risk  and  the  need  for  self- 
protection. Questions  also  examined 
perceptions  of  news  media  coverage  of 
the  AIDS  epidemic,  sources  of  informa- 
tion about  AIDS,  and  the  need  for  federal 
action  to  meet  the  crisis. 

The  AIDS-related  risk-taking  behaviors 
that  were  measured  included  questions 
about  sexual  practices.  Respondents  who 
were  sexually  active  and  nonmonoga- 
mous were  questioned  about  sexual 
practices  and  their  screening  of  sexual 
partners.  Respondents  also  were  asked 
about  needle  use  and  sexual  contact  with 
possible  needle  users. 

Method 

Faculty  and  students  in  the  UT-Austin  De- 
partment of  Journalism  conducted  the 
survey,  using  the  facilities  of  the  College 
of  Communication’s  Office  of  Survey 
Research. 

The  population  being  surveyed  in- 
cluded adults  1 8 and  older  in  households 
reachable  by  local  telephone  calls  from 
The  University  of  Texas  at  Austin.  Local 
telephone  numbers  were  selected  using  a 
two-stage  RDD  (random  digit  dialing) 
probability  sampling  design.  In  the  first 
stage,  the  sampling  committee  identified 
all  three-digit  telephone  prefixes  reacha- 
ble by  local  telephone. 

For  each  prefix  a four-digit  suffix  was 
randomly  generated.  The  resulting  seven- 
digit telephone  number  was  called.  If  the 
telephone  number  was  a working  house- 
hold number,  the  last  two  digits  of  the 
suffix  were  removed  and  it  was  desig- 
nated as  a primary  sampling  unit  ( PSU ). 


In  the  second  stage,  the  committee 
randomly  generated  100  two-digit  num- 
bers to  complete  the  suffix  for  each  PSU. 
This  created  a cluster  of  100  telephone 
numbers  for  each  PSU. 

Fifty  PSU  clusters  were  generated,  and 
10  interviews  were  to  be  completed 
from  each  cluster.  The  final  sample  size 
of  usable  interviews  was  493  because  of 
administrative  errors  resulting  in  several 
PSUs  being  under-interviewed. 

Interviews  were  conducted  by  tele- 
phone over  a two-week  period  beginning 
Oct  19,  1987,  and  averaged  15  minutes 
in  length.  At  least  five  attempts  were 
made  to  complete  an  interview  at  each 
eligible  telephone  number,  except  during 
the  wind-down  period  at  the  end  of  the 
field  period,  when  these  rules  were  re- 
laxed somewhat.  Most  refusals  were 
called  back  at  least  once. 

Fhe  response  rate  (takes  into  account 
all  telephone  numbers  called ) was  com- 
puted as  .71.  ITie  completion  rate  (takes 
into  account  only  completions,  partial  in- 
terviews, and  refusals)  was  .63. 


I.  Characteristics  of  the  respondents.  N = 493- 


Variable 

Percentage 

Education: 

Eighth  grade  or  less 

1.8 

Some  high  school 

8.1 

High  school  graduate 

20.3 

Some  college  or  trade  school 

34.1 

degree 

College  graduate 

24.4 

Postgraduate  work 

11.2 

Ethnicity: 

Anglo 

78.7 

Hispanic 

8.3 

Black 

10.8 

American  Indian/Alaskan  native 

0.6 

Asian  or  Pacific  Islander 

1.2 

Household  income: 

Less  than  SI 0,000 

15.3 

$10-15,000 

9.8 

$15-20,000 

15.1 

$20-30,000 

19.0 

$30-40,000 

14.0 

$40-50,000 

9.6 

$50,000  or  more 

17.2 

Gender: 

Male 

44.8 

Female 

55.2 

Average  age  = 37  years 

Volume  84  March  1988 


2.  Knowledge  about  AIDS 


Percentage 

Answering 

True/False  item  Correctly 

People  can  be  infected  with  AIDS  virus  without  suffering  from  any  of  the 

disease’s  symptoms.  ( True ) 74.6 


There  were  2 1 partial  interviews — 
instances  where  the  respondent  an- 
swered several  questions,  then  refused  to 
continue.  Two  hundred  seventy-three  in- 
dividuals refused  to  begin  the  interview. 


No  AIDS  cases  have  been  proven  to  be  caused  by  contact  with  an  infected 

person's  saliva.  ( True ) 51.7 

AIDS  cannot  be  transmitted  sexually  from  a woman  to  a man.  ( False)  93.5 

Some  AIDS  cases  have  been  proven  to  be  caused  by  mosquitos.  ( False ) 66.7 

Some  AIDS  cases  have  been  proven  to  be  caused  by  the  coughs  or  sneezes  of 

an  infected  person.  ( False ) 81.3 


3-  AIDS  information  sources. 


Percentage 

Where  do  you  get  most  of  your 

information  about  AID,S? 

Television 

43.4 

Newspapers 

22.3 

Magazines 

13.1 

Physicians/health  officials 

9.8 

Other 

5.1 

Other  people 

4,9 

Radio 

1.2 

4.  Attitudes  toivard  AIDS. 


Percentage  agreeing  or 

Statement  strongly  agreeing 


General  attitudes: 

AIDS  is  an  extremely  serious  problem  . . . 

— for  me  personally  40.5 

— for  the  American  people  93.9 

AIDS  will  have  a big  impact  . . . 

— on  my  future  42.3 

— on  this  countr\’’s  future  88.2 

I am  confident  that  there  will  be  a cure  for  AlDs  within  the  next 

five  years  28.8 

Risk  taking: 

Fife  is  too  short  to  worr>'  about  changing  my  sexual  practices 

because  of  AIDS  13.4 

Whether  I get  AIDS  depends  more  on  fate  than  on  my 

own  behavior  16.0 


Victim's  rights: 

Children  with  AIDS  should  not  be  permitted  to  attend 

public  schools  14.2 

Employees  with  AIDS  should  be  allowed  to  work  as  long  as  they 

are  physically  able  71.2 

AIDS  victims  should  have  the  same  legal  protections  as 

handicapped  people  64.1 


Results 

A reasonably  diverse  group  of  respon- 
dents participated  in  the  survey,  as 
shown  in  Table  1 . The  data  were  com- 
pared to  1980  census  data  for  Travis 
County  and  found  to  be  quite  similar, 
with  only  some  slight  evidence  that  His- 
panics  may  be  underrepresented  (proba- 
bly because  they  lack  telephones  and/or 
sometimes  prefer  not  to  be  interviewed 
in  English).  Table  2 shows  knowledge 
about  AIDS  in  the  study  sample.  With  re- 
spect to  cases  attributable  to  saliva  con- 
tact or  mosquitoes,  some  widespread 
ignorance  was  shown.  However,  this  may 
be  related  to  confusion  about  the  distinc- 
tion between  attributing  an  AIDS  case  to 
these  sources  of  infection  versus  the 
issue  of  whether  the  virus  could  theoreti- 
cally be  transmitted  by  saliva  or  mos- 
quito bites. 

Fewer  than  half  ( 49.6%  ) of  the  sur- 
veyed persons  are  confident  about  their 
understanding  of  the  AIDS  threat.  A sig- 
nificant minority  of  about  one  in  seven 
are  not  at  all  confident.  As  shown  in 
Table  3,  television  is  the  primary  re- 
ported source  of  information,  followed 
by  newspapers  and  magazines.  Only  one 
in  ten  report  getting  most  of  their  infor- 
mation from  health  care  providers.  Table 
4 pre,sents  reported  attitudes  about  AIDS. 
As  shown,  the  problem  is  seen  as  less 
personal  than  national.  There  is  little 
hope  for  a cure.  A significant  minority  of 
persons  seem  to  be  willing  to  risk  infec- 
tion. Victim’s  rights  in  various  settings 
are  supported  by  strong  majorities. 

Table  5 presents  self-reported  risk  of 
exposure  to  AIDS  infection.  Overall,  a 
startling  one  in  1 0 believe  they  are  at 
risk,  with  about  one  in  1 2 receiving  a 
transfusion  within  a possibly  risk-bearing 
interval.  Intravenous  drug  use  is  rare,  but 
sexual  contact  with  possible  fV  drug- 
users  is  not.  Homosexual  behavior  was 
not  frequently  reported.  For  possible 
new  cases,  the  greatest  risk-taking  ap- 
peared to  be  among  the  1 3.2%  who  were 
sexually  active,  but  nonmonogamous; 
many  of  them  reported  themselves  un- 
likely to  take  protective  actions. 
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Discussion 

This  exploratory  study  demonstrated  the 
feasibility  of  telephone  surveys  for  assess- 
ing public  opinion  and  risk-taking  behav- 
ior related  to  AIDS.  Although  we  must 
assume  that  risk-taking  is  under-reported, 
the  levels  of  possible  exposure  that  were 
reported  are  at  least  a lower  limit  for 
the  true  population  estimates. 

We  are  pleased  to  report  that  Travis 
County  residents  are  well-informed 
about  AIDS.  Most  respondents  know  the 
virus  is  not  transmitted  easily  and  are  tol- 
erant of  infected  persons  at  school  and 
worksite.  On  the  other  hand,  we  are  con- 
cerned about  a significant  minority  of 
persons,  about  one  in  seven,  who  feel 
that  because  “life  is  too  short”  their  sex- 
ual practices  do  not  need  to  be  modified 
to  reduce  the  risk  of  AIDS  infection. 
Among  those  persons  reporting  a sex- 
ually active,  nonmonogamous  life-style, 
we  were  also  disappointed  to  find  that 
few  always  used  condoms  and  that  fewer 
than  one  in  four  screened  partners  for 
possible  exposure  to  sexually  transmitted 
diseases.  The  rates  of  needle  use  and  sex- 
ual contact  with  suspected  needle  users 
are  also  alarming. 


These  findings  strongly  support  the 
need  for  continued  public  education  to 
support  positive  trends  in  knowledge  and 
opinions.  'Die  existence  of  a significant 
number  of  potentially  high  risk  persons, 
many  of  whom  have  not  altered  the  be 
haviors  which  put  them  at  risk,  provide 
evidence  that  new  initiatives  are  needed 
to  modify  attitudes  and  behavior  among 
sexually  active  persons.  More  aggressive 
“outreach”  programs  are  needed  to  reach 
and  influence  the  sexually  active  and 
drug  using  young  persons  who  will  be 
the  potential  hosts  of  new  infections 
in  Texas. 


PAM  SHOEMAKER,  PhD 

Associate  Professor,  Journalism  Department,  The 
University  of  Texas  at  Austin 

DOMINIC  lASORSA,  PhD 

Assistant  Professor  of  Journalism,  The  Universitv  of 
Texas  at  Austin 

ALERED  McAlister,  PhD 

Associate  Director  and  Associate  Professor,  (;enter 
for  Health  Promotion,  The  University  of  Texas  Health 
Science  Center  at  Houston 


5.  Behaviors  that  put  respondents  at  risk  of  getting  AIDS. 


Behavior 

Answer 

Getting  AIDS  has  been  associated  with  having  a blood  transfusion, 
using  intravenous  drugs,  being  a homosexual,  or  failing  to  use  a 
condom  when  you  are  not  sexually  monogamous.  Thinking  about 
these  behaviors,  how  likely  are  you  to  get  AIDS? 

1 0%  likely  or  very 
likely 

In  the  past  seven  years,  have  you  had  a blood  transfusion? 

8%  yes 

In  the  past  seven  years,  have  you  used  intravenous  drugs  by  injecting 
them  with  a needle? 

2%  yes 

In  the  past  seven  years,  have  you  had  any  sexual  partners  who  may 
have  injected  themselves  with  intravenous  drugs? 

9.4%  yes  or  maybe 

In  the  past  seven  years,  have  you  had  sex  with  someone  of  the  same 
gender  as  you? 

3.7%  yes 

(Of  those  sexually  active,  nonmonogamous  respondents,  N = 65,  or 
13.2%  of  sample) 

Do  you  make  certain  that  a condom  is  always  used  during 
intercourse? 

70.8%  no  (9.2%  of 
all  respondents) 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Richard  B.  Ross,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Suite  346 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 
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Clinical  libstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Hyperventilation  and  panic  disorder.  Deborah  S.  Cowley, 
MD,  and  Peter  P.  Roy-Byrne,  MD.  (Technical  Publishing), 
American  Journal  of  Medicine,  vol  83,  November  1987, 
pp  929-937. 

Hyperventilation  syndrome  and  panic  disorder  are  both  com- 
mon, serious,  and  easily  treatable  disorders.  The  similarity  of 
their  symptoms  and  physiology,  the  demonstration  of  hyper- 
ventilation during  spontaneous  and  laboratory -induced  panic 
episodes,  provocation  of  panic-like  symptoms  in  some  patients 
with  panic  disorder  using  hyperventilation,  the  importance  of 
psychologic  factors  in  producing  hyperventilation,  and  suc- 
cessful treatment  of  panic  disorder  with  breathing  retraining 
all  indicate  a strong  association  between  these  two  conditions. 
About  50%  of  patients  in  each  group  show  evidence  of  both 
disorders.  It  is  suggested  that  many  patients  with  either  diag- 
nosis have  the  same  disorder  and  share  a biologically  and  often 
genetically  determined  hypersensitivity  of  a central  “alarm” 
system.  Panic  and  hyperventilation  provoked  by  inappropriate 
activation  of  this  system  are  postulated  to  reinforce  each  other 
by  a positive  feedback  loop.  Treatments  directed  at  any  part  of 
this  loop  are  likely  to  be  successful.  Clinical  implications  of  the 
link  between  these  conditions  are  discussed. 


Current  medical  and  surgical  therapy  for  cerebrovas- 
cular disease.  James  C.  Grotta,  MD.  (Massachusetts  Medical 
Society),  New  England  Journal  of  Medicine,  vol  317,  no  24, 
Dec  10,  1987,  pp  1505-1516. 

The  past  several  years  have  witnessed  a flurry  of  prospective 
clinical  trials  of  new  treatments  for  transient  ischemic  attack, 
cerebral  infarction,  and  cerebral  hemorrhage,  and  the  results 
have  markedly  altered  our  management  of  these  conditions. 
Furthermore,  another  generation  of  Phase  II  and  controlled 
prospective  studies  ( based  on  pilot  studies ) are  planned  or 
under  way.  This  survey  will  briefly  review  these  studies  in  the 
context  of  current  therapy  for  the  following:  prevention  of 
stroke  after  transient  ischemic  attack  or  stroke,  acute  cerebral 
infarction  and  progressing  stroke,  cardiogenic  embolism  to  the 
brain,  cerebral  arteritis,  intracerebral  hematoma,  arteriovenous 
malformation,  and  aneurysmal  subarachnoid  hemorrhage. 

Beta-adrenergic  blockers  in  pregnancy.  William  H.  Frish- 
man,  MD,  and  Michael  Chesner,  MD.  (The  CV  Mosby  Co), 
American  Heart  Journal,  vol  115,  no  1,  January  1988, 
pp  147-152. 

The  therapeutic  indications  for  p-adrenergic  blocking  drugs 
are  varied.  These  drugs  have  proven  efficacy  in  the  treatment 
of  hypertension,  arrhythmias,  hyperthyroidism,  atherosclerotic 
heart  disease,  essential  tremor,  migraine  headache,  and  glau- 


coma. Many  of  these  conditions  will  manifest  themselves  dur- 
ing the  reproductive  years  of  the  female  patient.  The  desire  to 
ensure  both  maternal  health  and  normal  fetal  growth  and  de- 
velopment has  led  to  questions  regarding  the  safety  of  P- 
blocker  use  during  pregnancy.  In  this  review,  the  world  experi- 
ence with  P-blocker  treatment  during  pregnancy  is  assessed. 
Recommendations  concerning  P-blocker  administration  during 
pregnancy  arc  proposed  in  light  of  this  world  experience. 

MR  imaging  of  tbe  brain.  Michael  Brant-Zawadzki,  MD.  (The 
Radiological  Society  of  North  America),  Radiology,  vol  166, 
no  1,  January  1988,  pp  1 — 10. 

Brain  imaging  with  magnetic  resonance  (MR)  has  rapidly 
reached  clinical  maturity.  The  greater  sensitivity  of  MR  imag- 
ing to  pathologic  alteration  of  cerebral  tissues  assures  its  re- 
placement of  computed  tomography  (CT)  as  the  first-line 
diagnostic  imaging  study  for  most  patients  with  neurologic 
manifestations.  The  incipient  introduction  of  paramagnetic 
contrast  agents  for  intravenous  use  will  further  expand  the 
utility  of  MR  imaging  and  will  limit  the  need  for  CT  scanning 
of  the  brain.  Only  those  patients  with  implanted  or  attached 
metal  devices  that  are  incompatible  with  strong  magnetic 
fields  will  still  require  CT  study.  For  the  remainder  of  patients, 
CT  will  be  relegated  to  a complementary  status.  This  overview 
briefly  summarizes  the  current  state  of  the  use  of  MR  imaging 
in  the  study  of  the  brain.  ITie  author  touches  on  the  basis  for 
MR  capabilities,  mentions  established  and  controversial  tech- 
nical points,  and  summarizes  clinical  applications  as  well  as 
limitations  of  use. 


BCG  in  management  of  superficial  bladder  cancer.  Patrick 
Guinan,  MD,  Ray  Crispen,  MD,  Marvin  Rubenstein,  PhD.  (Pro- 
fessional Medical  Services  Co),  Urology,  vol  30,  no  6,  De- 
cember 19878,  pp  515-519. 

It  has  been  estimated  that  there  will  be  45,400  new  cases 
of  bladder  cancer  diagnosed  in  1987,  and  that  there  will  be 
10,600  deaths  from  this  malignancy.  Seventy  percent  of  newly 
diagnosed  cancer  is  superficial,  that  is  Stage  0,  A,  and  in  situ. 
Fifty  percent  of  superficial  bladder  cancers  will  recur,  and  25% 
will  become  invasive  for  which  cystectomy  and  urinary  diver- 
sion are  usually  indicated.  The  accepted  treatment  for  super- 
ficial bladder  cancer  is  transurethral  resection  of  the  bladder, 
and  intravesical  chemotherapy  (thiotepa)  is  recommended  for 
prophylaxis.  Given  the  poor  survival  rate  for  cystectomy  and 
diminished  quality  of  life  from  diversion,  newer  methods  of 
controlling  this  disease  must  be  adopted.  Intravesical  bacillus 
Calmette-Guerin  (BCG)  as  a method  of  treating  superficial 
bladder  cancer  and,  more  important,  preventing  its  recurrence 
and  bladder  muscle  invasion  has  been  reported.  The  Institute 
for  Tuberculosis  Research  recently  completed  a Phase  II  trial 
of  this  agent  in  managing  superficial  bladder  cancer.  The  au- 
thors report  on  this  trial  and  review  their  current  knowledge 
of  BCG  in  the  treatment  of  bladder  cancer. 
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anemia  due  to  folate  deficiency,  pregnancy  at  term  and  during  the  nursing  period,  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS- JOHNSON  SYNDROME. 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS.  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  pallor,  purpura  or  jaundice,  may  be 
early  indications  of  serious  reactions  In  rare  instances  a skin  rash  may  be  followed  by  more  severe  reac- 
tions, such  as  Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  hepatic  necrosis  or  serious  blood 
disorder  Perform  complete  blood  counts  frequently 

BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS.  Clinical  stud- 
ies show  that  patients  with  group  A B-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactrim  than  with  penicillin 

PRECAUTIONS;  General  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  {e  g , elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome, or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g..  impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  In 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Carinii  Pneumonitis  in  Patients  with  Acquired  Immunodeficiency 
Syndrome  (AIDS):  Because  of  unique  immune  dysfunction.  AIDS  patients  may  not  tolerate  or  respond  to 
Bactrim  in  same  manner  as  non-AIDS  patients  Incidence  of  side  effects,  particularly  rash,  fever,  leuko- 
penia, with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonitis  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients 
Information  for  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation 

Laboratory  Tests  Perform  complete  blood  counts  frequently,  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim,  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin  Keep  this  in  mind  when  Bactrim 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  27%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
10%  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactrim  Mutagenesis  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  in  the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  Fertility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy  Teratogenic  Effects  Pregnancy  Category  C Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism:  use  during  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS;  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE,  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING 
STEVENS-JOHNSON  SYNDROME.  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS. 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hematologic  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia  Allergic  Reac- 
tions Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills.  Henoch-Schoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary;  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric  Hallucinations,  depression , apathy,  nervousness  Endocrine  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens,  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Musculoskeletal  Arthralgia,  myalgia  Mrsce/Zaneous  Weakness,  fatigue,  insomnia 
DOSAGE  AND  ADMINISTRATION;  Not  recommended  for  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b I d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  tor  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis  Renal  Impaired  Creatinine  clearance  above  30  ml/min,  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen,  below  15  ml/min,  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20  ml)  b i d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONITIS  Recommended  dosage  is  20  mg/kg  trimethoprim  and  100  mg/kg 
sulfamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children  's  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose*  packages  of  100,  Prescription  Paks  of  20  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500,  Tei-E-Dose*  packages  of  100, 
Prescription  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp  )— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  IS'-SOX  (59°-86"F)  IN  A DRY  PLACE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30°C  (59'’-86"F)  PROTECTED  FROM  LIGHT 
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Before  prescribirtg,  tee  complete  prescribing 
Information  In  SKBF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  In  animals.  Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  In  vitro  fertiliz- 
ing capacity  In  humans. 

In  a 24-month  toxicity  study  In  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  In  both  the  treated  and  control 
groups,  and  the  Incidence  became  significantly 
higher  only  In  the  aged  rats  receiving  ‘Tagamet '. 

Rare  Instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  /brand  of  cimetidine  hy- 
drochloride) Injection  by  Intravenous  bolus. 
Symptomatic  response  to  'Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy 

Reversible  confuslonal  states  have  been  reported  on 
occasion,  predominantly  In  severely  III  patients. 
'Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny- 
toln,  propranolol,  chlordlazepoxide,  diazepam,  lldo- 
calne,  theophylline  and  metronidazole.  Clinically  sig- 
nificant effects  have  been  reported  with  the 
warfarin  anticoagulants:  therefore,  dose  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  'Tagamet'  Is  administered  concomitantly 
Interaction  with  phenytoln,  lldocalne  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  In  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.I.d.  or  800  mg. 
h.s.  concomitantly  with  a 300  mg.  b.I.d.  dosage  of 
theophylline  (Theo-Dur*,  Key  Pharmaceuticals,  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men, particularly  In  subjects  aged  54  years  and  older. 
Data  beyond  ten  days  are  not  available.  /Note:  AH 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
'Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks;  generally,  nursing  should  not  be  under- 
taken In  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence, headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  Joint  symptoms  Inpatients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confuslonal  states  /e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  III  patients, 
have  been  reported.  Gynecomastia  and  reversible 
Impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  'Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  In 
'Tagamet'-treated  patients  /approximately  I per 
100,000  patients).  Including  agranulocytosis  /ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, Including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  In  patients 
who  had  serious  concomitant  Illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  /approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions.  Including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  In  nature,  have  been  reported  rarely 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  Injury  Is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet'  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  In  bottles 
of  too;  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  /Intended  for  Institutional  use 
only);  400  mg.  tablets  In  bottles  of  60  and  Single.. 
Unit  Packages  of  100  /Intended  for  Institutional 
only),  and  800  mg.  Tlltab*  tablets  In  bottles  of  30 
and  Single  Unit  Packages  of  100  /Intended  for  Insti- 
tutional use  only). 

Liquid:  300  mg./S  ml..  In  8 fl.  oz.  )237  ml.)  amber 
glass  bottles  and  In  single-dose  units  /300  mg./S  ml.). 
In  packages  of  10  /Intended  for  Institutional  use 
only). 

Injection: 

Vials:  300  mg./2  ml.  In  single-dose  vials.  In  packages 
of  10  and  30,  and  In  8 ml.  multiple-dose  vials.  In 
packages  of  1 0 and  25. 

Prefilled  Syringes:  300  mg./2  ml.  in  single-dose  pre- 
filled disposable  syringes. 

Plastic  Containers:  300  mg.  In  50  ml.  of  0.9%  So- 
dium Chloride  In  single-dose  plastic  containers.  In 
packages  of  4 units.  No  preservative  has  been 
added. 

ADD-Vantage'”'  Vials:  300  mg./2  ml.  In  single-dose, 
ADD-  Van  tage'^  Vials,  In  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  Is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  °C  does  not  adversely  affect  the  pre- 
mixed product. 

'Tagamet ' HCI  /brand  of  cimetidine  hydrochloride)  In- 
jection premixed  In  single-dose  plastic  containers  Is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
tories, Inc.,  Deerfield,  IL  60015. 

* ADD-Vantage'Sis  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  1987 

SK&F  LAB  CO. 

Cidra,  P.R.  00639 
©SK&F  Lab  Co.,  1988 
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51  CO 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost- 
in  calories,  sodium  and  dollars. 


5pare  your  patients  the  rigors  of 
dietary  h\+ supplementation. 


25mg  hydrochlorothiazide/50  mg  Triamterene/5h\F 


Effective  antihypertensive 
therapy...without 
the  bananas 


* IVol  lor  initial  therapy.  See  brief  summary. 


DAW 

'DYAZIDE' AS  WRITTEtt. 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDB. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual  II  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management  Treatment  of  hypertension  and  edema 
IS  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amitoride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sutlonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hvpeikalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  Uteri 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K'  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide  atone,  restrict  K" 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  heonatat  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appearand  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
slop  nursing  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  01 


VI  ithout  a history  of  allergy  or  bronchial  asthma  Fkissibte 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailabitily  of  the  hydrochlorothiazide 
component  of  Dyazide ' is  about  50%  of  the  bioavaitability  of  the 
single  entit}'.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavaitability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice  Angio- 
tensin-converting enzyme  {ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropmlACTHj).  F^riodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especialtv  in  the  elderly  diabetics 
or  those  with  suspected  or  confirmed  renal  insulficiency 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  inpatients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
meltitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide;  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  reiaxants  such  as  tubocurarine 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore.  Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  bot 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  ma 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide'  interferes  with  fluorescent  measurement  of 
q'uinidine.  Hypokalemia  is  uncommon  with  Dyazide '.  but  shouh 
develop,  corrective  measures  should  be  taken  such  as  potassiui 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide ' should  laboratory  values  reveal  elevatei 
serum  potassium.  Chloride  delicit  may  occur  as  well  as  dilution; 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increa: 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  1 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi 
tivity,  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  bv  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  inctudr 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  atone 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Flare,  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a lew  patients  on  Dyazide '.  although  a causal 
relationship  has  not  been  established. 

Supplied:  Dyazide ' is  supplied  as  a red  and  white,  capsule,  m 
bottles  of  1000  capsules:  Single  Unit  Packages  (unit-dose)  of 
100  (intended  lor  institutional  use  only):  in  Patient-Pak’"’  unit- 
ot-use  bottles  of  100. 
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Texas  Medical  Association 
121st  Annual  Session 


San  Antonio  — Fiesta  City  for  May  '88 


San  Antonio — site  of  the  1 21  st  Annual 
Session — offers  a fascinating  blend  of 
history  and  progress.  When  Texas  Medi- 
cal Association  and  Auxiliary  members 
convene  May  12-15,  they  will  be  de- 
lighted by  the  city's  tradition,  spirit 
and  ethnic  culture. 

Home  of  the  Alamo  Grows  to  Ninth 
Largest  City — Today,  with  a population 
in  excess  of  a million,  San  Antonio  has 
changed  from  an  easy-going,  socially 
isolated  community  into  a varied  metro- 
palitan  complex,  a center  of  commerce, 
a vital  city  with  a rich  cultural  heritage. 
Yet  San  Antonio  has  managed  effec- 
tively to  maintain  its  original  charm  and 
personality  in  the  wake  of  extensive 
growth. 


Stroll  along  the  Paseo  del  Rio  (River- 
walk)  and  visit  shops,  cafes  and  night- 
clubs lining  the  river.  Tour  the  Alamo, 
near  the  Convention  Center,  or  other 
18th-century  Spanish  missions.  Explore 
the  shops,  galleries  and  restaurants  of 
La  Villita,  located  in  a historic  down- 
town barrio.  Walk  or  take  a horse  and 
carriage  through  the  streets  of  the  King 
William  Historic  District,  where  century- 
old  houses  have  been  preserved  and  re- 
stored. Take  a trolley  to  El  Mercado 
(Market  Square)  and  Fiesta  Plaza  Inter- 
national Market.  Families  especially 
will  enjoy  the  Botanical  Gardens  and 
San  Antonio  Zoo. 


Convention  Facilities— 
Outstanding 

Perhaps  the  nucleus  of  San  Antonio's 
charm  is  the  San  Antonio  River,  which 
meanders  its  way  through  the  heart  of 
downtown.  The  San  Antonio  Convention 
Center,  near  the  river  in  Hemisfair  Plaza, 
is  the  focal  point  for  all  meetings  and 
exhibits  for  the  TMA  Session.  It  has  re- 
cently been  expanded  and  renovated 
and  is  an  exceptionally  fine  facility. 

Hotels  where  members  and  guests  will 
be  housed  are  clustered  around  the 
Plaza.  All  are  within  easy  walking  dis- 
tance of  the  Convention  Center  and 
many  also  are  accessible  by  river  barge 
taxi.  The  Hilton  Palacio  del  Rio  is  situ- 
ated on  the  Riverwalk  across  the  street 
from  the  Center,  next  door  to  La  Villita. 
San  Antonio  Marriott  Riverwalk  also  is 
directly  across  from  the  Convention 
Center  on  the  River.  Auxiliary  head- 
quarters, the  Hyatt  Regency  San  An- 
tonio, is  located  one  block  from  the 
Alamo. 

Scientific  Sessions,  House  of  Delegates 
and  Exhibits — San  Antonio  Convention 
Center 

Housing  for  Program  Participants;  Gen- 
eral Housing — Hilton  Palacio  del  Rio 

Business  Sessions  (Boards,  Councils, 
Committee  Meetings,  Delegates'  Hous- 
ing)— San  Antonio  Marriott  Riverwalk 

Auxiliary  Headquarters;  Auxiliary  and 
General  Housing — Hyatt  Regency 
San  Antonio 

General  Housing — Four  Seasons, 
Crockett  Hotel,  St.  Anthony  Inter- 
Continental Hotel,  La  Quinta- 
Convention  Center,  Emily  Morgan 
Hotel,  The  Fairmount  Hotel. 


Fecrtures 

Exhibits — Scientific,  Technical 

Section  Programs — Some  500  scientific 
presentations  in  Allergy,  Asthma  and 
Clinical  Immunology — Colon  and  Rectal 
Surgery — Digestive  Diseases — Diseases 
of  the  Chest — Endocrinology — Family 
Practice — Internal  Medicine — 
Neurological  Surgery — Neurology — 
Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — 
Oncology — Ophthalmology — 
Otolaryngology — Pathology — Pedi- 
atrics— Physical  Medicine  and  Re- 
habilitation— Plastic,  Reconstructive  and 
Maxillofacial  Surgery — Psychiatry — 
Public  Health — Radiology — Surgery — 
Urology. 


Guest  Speakers 

Benjamin  L Aaron,  MD 

Washington,  DC 

general  and  cardiothoracic  surgery 

Jack  Anderson 

Washington,  DC 
journalism  (author,  columnist) 

Hector  Battifora,  MD 

Duarte,  Calif 
pathology 

Arnold  M.  Belker,  MD 

Louisville,  Ky 
urology 

Thomas  E.  Bittker,  MD 

Phoenix,  Ariz 
behavioral  medicine 

M.  Donald  Blaufox,  MD,  PhD 

Bronx,  NY 

internal  and  nuclear  medicine 

Paul  W.  Brand,  MB 

Carville,  La 
orthopaedic  surgery 

John  W.  Chandler,  MD 

Madison,  Wis 
opthalmology 

Donald  E.  Cook,  MD 

Greeley,  Colo 
pediatrics 

Antonio  De  la  Cruz,  MD 

Los  Angeles,  Calif 
otolaryngology 

James  O.  Donaldson,  MD 

Farmington,  Conn 
neurology 

Bernard  T.  Ferrari,  MD 

New  Orleans,  La 
colon  and  rectal  surgery 

Peter  J.  Fischinger,  MD,  PhD 

Washington,  DC 
cancer 

Martin  J.  Gaynes,  LLB 

Washington,  DC 
medicine  and  the  law 

Richard  J.  Glassock,  MD 

Torrance,  Calif 
nephrology 

Richard  L.  Goode,  MD 

Palo  Alto,  Calif 
otolaryngology 

Norman  E.  Hugo,  MD 

New  York,  NY 

plastic  and  reconstructive  surgery 

Kenneth  R.  Kenyon,  MD 

Boston,  Mass 
ophthalmology 

Gary  T.  Kinasewitz,  MD 

Shreveport,  La 
pulmonary  disease 


Hueston  C.  King,  MD 

Venice,  Fla 
otolaryngic  allergy 

Robin  A.  LaDue,  PhD 

Seattle,  Wash 
clinical  psychology 

Bernard  Levin,  MD 

Houston,  Tex 

gastrointestinal  oncology;  digestive  diseases 

Kenneth  Luskey,  MD 

Dallas,  Tex 
internal  medicine 

John  S.  Meyer,  MD 

Houston,  Tex 

neurology  and  cerebrovascular  disease 

George  A.  Ojemann,  MD 

Seattle,  Wash 
neurological  surgery 

Mercer  C.  Rang,  MB 

Toronto,  Ontario,  Canada 
othopaedic  surgery 

Robert  E.  Reisman,  MD 

Buffalo,  NY 

allergy  and  immunology 

Darrell  S.  Rigel,  MD 

New  York,  NY 
dermatology 

Jack  H.  Sheen,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 

Ira  A.  Shulman,  MD 

Los  Angeles,  Calif 
pathology  (blood  banking) 

Kenneth  M.  Singer,  MD 

Eugene,  Ore 

orthopaedic  surgery  (sports  medicine) 

Raymond  G.  Slavin,  MD 

St.  Louis,  Mo 

allergy  and  immunology 

Lee  E.  Smith,  MD 

Washington,  DC 
colon  and  rectal  surgery 

M.  Thomas  Summar,  MD 

Lombard,  III 

occupational  medicine  (otology) 

Kuros  Tabari,  MD 

Los  Gatos,  California 
plastic  surgery 

President,  National  Flying  Physicians  Association 

Michael  J.  Thorpy,  MD 

Bronx,  NY 

neurology  (sleep-wake  disorders) 

John  H.  Tinker,  MD 

Iowa  City,  Iowa 
anesthesiology 

Sarah  Weddington,  LLB 

Austin,  Tex 

law  (state-federal  relations) 

Robert  J.  White,  MD,  PhD 

Cleveland,  Ohio 

neurological  surgery  (brain  research) 


Specialty  Society  Programs — In  addition 


to  numerous  topics  of  general  interest, 
you  will  have  an  opportunity  for  an  up- 
date on  your  own  particular  specialty. 

Sports/Alumni  Events — Tennis  tourna- 
ment, golf,  fun  run,  alumni  parties,  class 
reunions. 

Auxiliary  Program 

"Mission:  San  Antonio"  will  be  the 
theme  of  the  TMA  Auxiliary's  70th  an- 
nual convention. 

The  opening  day,  Wednesday,  May  1 1, 
will  be  devoted  to  meetings  of  commit- 
tees and  councils,  followed  by  a gala 
welcoming  reception.  The  House  of 
Delegates  will  meet  and  county  auxil- 
iary achievement  awards  will  be  pre- 
sented on  Thursday  morning.  The 
Thursday  luncheon  speaker  will  be 
Coleen  Grissom,  Dean  of  Student  Af- 
fairs at  Trinity  University. 

The  1 988- 1 989  board  will  meet  on  Fri- 
day, and  installation  of  officers  will  take 
I place  during  luncheon,  which  will  fea- 
ture Amy  Freeman  Lee,  a well-known 
and  highly  visible  San  Antonio  humanist, 
artist,  writer  and  lecturer. 

A wide  array  of  special  optional  events 
will  be  available.  They  include  a seminar 
"Hassle-Free  Holidays," a cooking  dem- 
onstration by  Marina  Gonzalez  and  a 
tour  of  San  Antonio's  famous  missions. 

La  Tienda  Boutique,  which  features 
clothing,  jewelry,  gifts  and  accessories 
from  auxiliary  members  in  business,  will 
be  a feature  of  the  convention. 

For  additional  information,  contact  TMA 
Auxiliary,  1801  North  Lamar  Blvd.,  Aus- 
tin 78701  512/477-6704. 

Registration 

There  is  no  registration  fee  for  members 
of  the  Texas  Medical  Association,  for 
speakers  and  exhibitors  in  the  annual 
session  program,  and  for  nonmembers 
such  as  officially-invited  guests  of  the 
Association. 

Registration  fees  are  charged  for  some 
nonmember  categories,  and  these  are 
mentioned  below: 

Nomnember  Registration  Fees 


a.  Physicians  $100 

b.  Allied  Health  Disciplines — 

Nurses,  Technicians,  Medical 
Assistants  $10 

c.  In-Training — Interns, 

Residents,  Fellows  $10 

d.  Students  $10 

e.  Prospective  Exhibitors  and 

Approved  Visitors  $50 

f.  Spouses  of  Nonmember 

Physicians  $10 


One  Location  for  Registration 
for  Session 


San  Antonio  Convention  Center 

Gallery,  S.  Alamo  Street  Entrance 

Wednesday,  May,  11,9  am-5:30  pm 
Thursday,  May  12,  7 am-5:30  pm 
Friday,  May  13,  7 am-5:30  pm 
Saturday,  May  14,  7 am-3:30  pm 

You  may  register  in  advance  of  the  ses- 
sion by  completing  the  Advance  Regis- 
tration Form  printed  here.  Pick  up  badge 
and  registration  materials  during  above 
hours. 

Fiesta! 

Good  friends,  great  food,  and  the  Big 
Band  Sound — San  Antonio  style — all 
come  together  Friday,  May  13,  when 
Texas  Medical  Association  and  Auxiliary 
members  stage  Fiesta  Friday  in  the 
North  Banquet  Hall,  San  Antonio  Con- 
vention Center,  6:30  pm  to  midnight. 

Take  time  for  a fun  time  in  a relaxed, 
casual  atmosphere.  Enjoy  the  tastes, 
the  sound,  the  sights  of  ole  San  Antone. 
Fiesta  tickets  are  $35  per  person  and  in- 
clude cocktails  throughout  the  evening, 
a complete  Mexican  dinner  and  sundae 
bar.  The  Paul  Elizondo  Big  Band  will  be 
there,  playing  your  kind  of  music.  Cock- 
tails, 6:30  pm;  dinner,  8 pm;  dancing, 

9 pm  to  midnight. 

For  those  wishing  to  join  their  friends  for 
cocktails  only,  6:30-8  pm,  tickets  are 
$10  per  person. 

Get  a group  together,  and  order  your 
tickets  soon!  Use  the  ticket  order  form 
printed  here. 


Early  Bird  Party— 

Come  to  the  Cabaret! 

Texas  Medical  Association  welcomes 
members  and  guests  to  an  Early  Bird 
Party,  Thursday,  May  12,  5:30-6:30  pm, 
in  the  patio  near  the  lagoon  of  the  San 
Antonio  Convention  Center.  Cabaret 
S.A.,  a sharp  and  lively  local  group  of 
talented,  energetic  performers,  will 
present  a 30-minute  show  of  first-class 
stage  entertainment  featuring  singing, 
dancing  and  a salute  to  Broadway  and 
Texas.  Music  will  be  provided  through- 
out the  hour.  Complimentary  light  hors 
d'oeuvres  and  a cash  bar  for  cocktails 
will  be  offered.  Plan  to  attend  the  open- 
ing social  event  of  the  TMA  1 21  st  An- 
nual Session.  Come  to  the  Cabaret! 

General  Meeting 
Luncheons  Fecrture  Two 
Exciting,  Informative 
Speakers 

"You  Can  Make  a Difference"  is  Sarah 
Weddington's  topic  for  the  Friday,  May 
13,  General  Meeting  Luncheon  address. 
As  a lawyer  and  as  special  assistant  to 
President  Jimmy  Carter  for  Women's  and 
Minority  Affairs,  Weddington  has  been 
a pioneering  force  in  progress  in  the 
fields  of  law,  legislation  and  scholarship 
for  two  decades. 

She  served  as  a federal  lobbyist  for  the 
State  of  Texas  under  Governor  Mark 
White.  Weddington  has  been  named  an 
Outstanding  Young  American  Leader  by 
Time  magazine,  selected  as  one  of  the 
Ten  Outstanding  Women  in  America, 
and  named  Woman  of  the  Future  by 
Ladies  Home  Journal.  She  served  three 
terms  in  the  Texas  legislature. 

Jack  Anderson,  the  most  widely  syndi- 
cated columnist  in  the  world,  will  ad- 
dress "The  News  Behind  the  Headlines" 
in  his  General  Meeting  Luncheon  pre- 
sentation on  Saturday,  May  14.  A 
Pulitzer  Prize-winning  author  and  edi- 
torial writer,  he  has  explored  many 
issues — the  high  tech  challenge,  edu- 
cation and  the  21st  century  and  Ameri- 
can achievement. 

A patriot,  a futurist,  a premier  orator, 
Anderson's  influence  and  expertise  ex- 
tend beyond  the  role  of  journalist.  He 
is  Co-Chairman  of  the  National  Com- 
mission for  the  Prevention  of  Waste  in 
Government  Spending  (The  Grace 
Commission)  and  Chairman  of  the 
Young  Astronaut's  Council. 

Both  luncheons  are  scheduled  in  North 
Banquet  Hall,  San  Antonio  Convention 
Center,  12:15-1 :30  pm.  Purchase  tickets 
($20  each)  in  advance  by  completing 
the  form  here. 


1988  Annual  Session  Advance  Registration  Form  (please  print) 

I 


name 


address 


city 


state 


zip 


specialty 


Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fee 

□ Physician 

□ Speaker 

□ Speakers,  Exhibitors 

waived 

□ Inlern/Resident/Fellow 

□ Scientific  Exhibitor 

□ TMA  and  County  Medical  Society  Staff 

waived 

□ Medical  Student 

□ Satisfying  state  level  meeting  requirement 

and  Family 

□ TMA  Otficer 

□ 50  Year  Club 

□ Physicians 

$100 

□ TMA  Trustee 

□ Hospital  Medical  Staff  Section  Representative 

□ Interns,  Residents,  Fellows 

$10 

□ TMA  Delegate 

□ TEXPAC 

□ Medical  Students 

$10 

□ TMA  Alternate  Delegate 

□ TEXPAC  300  Club 

□ Allied  Health  Personnel 

$10 

□ TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitors,  Approved  Visitors 

$50 

□ TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ TMA  Council  Member  □ Chairman 

□ MSS  Chairman 

Nonmember's  Family 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ Family  of  Nonmembers  (over  age  21) 

$10 

□ TMA  Board  Member  □ Chairman 

□ RPS  Councilor 

□ AMA  Member 

□ RPS  Executive  Council 

□ AMA  Delegate 

□ YPS  Chairman 

□ AMA  Alternate  Delegate 

□ YPS  Governing  Council 

□ CMS  President 

Please  mail  check  and  registration  form  to:  Texas  Medical  Association  Finance  Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701 


Advance  Ticket  Reservation  Form 


name 


address 


city  state  zip  j 

Avoid  the  lines,  the  last  minute  rush  and  the  possibility  of  missing  out  on  j 

the  TMA  functions  listed  below.  Complete  the  advance  ticket  reservation  I 

order  form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registra-  j 

tion  area  by  4 pm  previous  day  of  event.  I 

Number  of  Function  and  Price  Amount  1 

Tickets  (Inclusive  of  Tax/Gratuity)  Enclosed  I 

Fiesta  j 

Cocktails/Dinner/Dance  I 

Paul  Elizondo  Big  Band  Sound  j 

Friday,  May  13,  6:30  pm-12  midnight  j 

$35  per  person  I 

Fiesta  j 

Cocktails  Only  I 

Friday,  May  13,  6:30-8  pm  j 

$10  per  person  j 

General  Meeting  Luncheon  j 

Sarah  Weddington  I 

Friday,  May  13,  12:15-1 :30  pm  I 

$20  per  person  [ 

General  Meeting  Luncheon  j 

Jack  Anderson  i 

Saturday,  May  1 4,  1 2:1 5-1 :30  pm  | 

$20  per  person  j 


Final  Program  Order  Form 


The  Program  and  Abstracts  of  the  121st  Texas  Medical  Associa 
tion  Annual  Session  will  be  available  in  early  April.  It  you  wish 
to  order  your  copy  in  advance,  please  return  this  coupon  with 
a check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  121st 
Annual  Session  to: 


name 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


TOTAL  $ 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  6. 
No  refunds  after  April  27. 


Please  complete  and  return  before  April  6 to:  Texas  Medical  Association, 
Finance  Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


I 


Make  Your  Reservations 
Now 

Requests  will  be  processed  first-come, 
first-served  by  the  Housing  Bureau,  Son 
Antonio  Convention  & Visitors  Bureau 
through  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 

San  Antonio  Convention 

& Visitors  Bureau 

P.O.Box  2277 

San  Antonio,  Texas  78298 

Do  not  send  housing  form  to  Texas 
Medical  Association.  This  will  only  de- 
lay your  request. 

Only  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
accepted.  Hotels  will  not  accept  reser- 
vations directly,  and  telephone  requests 
cannot  be  accepted. 

List  six  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  20 

Confirmations 

Room  confirmation  will  be  sent  to  you 
directly  from  the  hotel  within  three 
weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  care- 
fully to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  any  room  deposit  with 
Housing  Form.  Should  a deposit  be  re- 
quired, the  hotel  will  request  it. 
Reservations  will  be  held  until  6 pm  of 
the  arrival  date  unless  a later  arrival 
time  is  indicated.  If  a deposit  is  required 
to  hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
hotel.  The  deposit  should  be  mailed  di- 
rectly to  the  hotel. 

Changes  and  Cancellations 

Any  changes  in  room  reservations,  ar- 
rival or  departure  dates  should  be  sent 
in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your  no- 
tice of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  ar- 
rival or  your  deposit  cannot  be  re- 
funded. Don't  be  a no  show! 

Participating  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  20 


2.  The  Emily  Morgan  (TEM) 

705  East  Houston  Street 
(General  Housing) 

Single  $65 
Double  $75 

3.  The  Fairmount  (FRM) 

401  South  Alamo 
(General  Housing) 

Single  $95 
Double  $105 

4.  Four  Seasons  San  Antonio  (FSE) 

555  South  Alamo 
(General  Housing) 

Single  $90 
Double  $1 00 

*5.  Hilton  Palacio  del  Rio  (HPR) 

200  South  Alamo 

(Housing  for  Program  Participants; 
General  Housing) 

Single  $86 
Double  $98 

*6.  Hyatt  Regency  San  Antonio  (HYR) 

1 23  Losoya 

(Auxiliary  Headquarters;  Auxiliary 
and  General  Hausing) 

Single  $84 
Double  $95 


7.  La  Quinta-Convention  Center  (LQC) 

1001  East  Commerce 
(General  Housing) 

Single  $50 
Double  $60 

8.  St.  Anthony  Inter-Continental  (SAI) 

300  East  Travis 
(General  Housing) 

Single  $79 
Double  $89 

*9.  San  Antonio  Marriott  Riverwalk 
(SAM) 

71 1 East  Riverwalk 
(Boards,  Council,  Committee  Meet- 
ings; Delegates  Housing) 

Single  $84 
Double  $95 

A San  Antonio  Convention  Center 

200  East  Market 

(Scientific  Sessions,  House  of  Dele- 
gates Meeting,  Exhibits) 

The  above  room  rates  do  not  include 
13%  occupancy  tax  and  daily  parking 
fees. 

^Headquarters  Hotels 


1.  The  Crockett  (CRO) 

320  Bonham 
(General  Housing) 

Single  $65 
Double  $75 


FOR  HOUSING  BUREAU  USE  ONLY 


MAIL  TO: 


Texas  Medical  Association 
121st  Annual  Session 
May  12-15,  1988 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 


TMA  HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


TELEPHONE  REQUESTS  NOT  ACCEPTED. 

PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION 
HOTEL. 

PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


WILL  FOLLOW  FROM 

April  20,  1988 


(LAST  NAME)  (FIRST) 

(NAME  OF  COMPANY  OR  FIRM) 

(STREET  ADDRESS  OR  P O BOX  NUMBER) 


(CITY) 

(STATE) 

(ZIP  — USA) 

(COUNTRY) 

(AREA  CODE) 

(PHONE  NUMBER) 

INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  Request  will  not  be  processed  without  SIX  choices. 


FIRST  CHOICE 


□ □ □ 

(HOTEL  CODE) 


SECOND  CHOICE 


□ □ □ 

(HOTEL  CODE) 


THIRD  CHOICE 


□ □ □ 

(HOTEL  CODE) 


FOURTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


FIFTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


SIXTH  CHOICE 


□ □ □ 

(HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2 SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES 

3,  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST 

NOTE:  Rooms  are  assigned  on  "First  Come/First  Serve”  basis.  If  noneof  the  choices  listed  are  available,  another  facility  will  be  assigned  based  on 

referral  system  determined  by  your  association. 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check) 


(Type  of  card  AE.  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  ^Triple 

Double ^Ouad 

Twin  P * 1 

Dbl/Dbl_P  * 2 

ARR  DATE  DFP  DATE 

2 

ARR  TIME  n AM  n PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

1 

CHECK  ONE 

ROOM 

2 

Single  Triple 

Double Quad 

Twin  P • 1 

_X»bl/Dbl  _P  • 2 

NO.  2 

3 

4 

ARR  DATE 
ARR  TIME 


J3EP.  DATE 


□ AM  □ PM  (Check  one) 


NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


ROOM 
NO.  3 


1 


2 


3 


4 


CHECK  ONE 

Single  ^Triple 

Double Quad 

Twin  _P  ♦ 1 

_Dbl/Dbl  _P  • 2 


ARR  DATE  DEP.  DATE  

ARR  TIME  □ AM  □ PM  (Check  one) 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


fAedicine  and  the  Law 


Abortion  laws  in  Texas 

In  1973,  in  the  landmark  case  of  Roe  v Wade  ( 1),  the  United 
States  Supreme  Court  declared  unconstitutional  all  Texas 
abortion  statutes  that  provided  criminal  penalties  for  physi- 
cians and  others  who  perfortned  abortions  at  any  stage  of 
pregnancy’  except  to  save  the  life  of  the  mother.  A statute  cap- 
tioned “Destroying  unborn  child  ” which  was  in  the  same 
chapter  as  the  unconstitutional  abortion  statutes,  was  not 
attacked  and  remains  in  effect  in  Texas  (2).  This  statute 
imposes  a criminal  sanction  for  “those  people  who  during 
parturition  of  the  mother  destroy  the  vitality  or  life  in  a child 
in  a state  of  being  bom  and  before  actual  birth  which  child 
would  otheru’ise  have  been  bom  alive.  ” 

After  Roe  v Wade,  the  Texas  Legislature  neither  repealed 
nor  passed  new  abortion  statutes.  Thus,  the  1974  opiniori  of 
the  Texas  Attorney  General  stating  that  “there  are  no  laws  in 
this  state  regulating  abortion  per  se,  ” (3)  remained  current 
until  Sept  1,  1987,  when  the  70th  Texas  Legislature  barred 
third  trimester  abortions  of  viable  unborn  children  by  amend- 
ing the  Medical  Practice  Act  (4).  The  Texas  State  Board  of 
Medical  Examiners  may  sanction  a physician  who  violates 
these  prohibitions,  but  physicians  appear  to  be  exempt  from 
criminal  penalties.  Thus,  after  14  years,  a law  proscribing 
abortion  in  some  fashion  is  back  on  the  books  in  Texas.  The 
following  article  examines  this  law,  as  well  as  two  other 
laws,  which,  although  not  proscribing  abortions,  do  deal 
with  the  subject  The  article  also  discusses  the  landmark 
abortion  case  of  Roe  v Wade. 

Roe  V Wade 

In  1971,  Roe,  a pregnant,  single  woman,  filed  a class  action  suit 
challenging  the  constitutionality  of  Texas  criminal  abortion 
laws  that  proscribed  abortions  except  for  the  purpose  of  sav- 
ing the  mother’s  life  ( 1,  p 707).  In  her  suit,  Roe  alleged  that 
she  was  unmarried  and  pregnant  and  that  she  wished  to  termi- 
nate her  pregnancy  by  an  abortion  “performed  by  a compe- 
tent, licensed  physician,  under  safe,  clinical  conditions”  She 
further  stated  that  she  was  unable  to  get  a “legal”  abortion  in 
Texas  because  her  life  did  not  appear  to  be  threatened  by  the 
continuation  of  her  pregnancy  and  she  could  not  afford  to 
travel  to  another  jurisdiction  to  secure  a legal  abortion  under 
safe  conditions.  She  contended  that  the  Texas  statutes  were 
unconstitutionally  vague  and  they  abridged  her  right  of  per- 
sonal privacy,  protected  by  the  First,  Fourth,  Fifth,  Ninth,  and 
Fourteenth  Amendments  to  the  United  States  Constitution 
(1,  P 710). 

Before  addressing  Roe’s  claim,  the  court  reviewed  the  his- 
tory of  abortion  and  noted  that  the  restrictive  criminal  abor- 
tion laws  in  effect  at  that  time  in  a majority  of  states  were  of 
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relatively  recent  vintage.  The  majority  stated  that  in  common 
law,  an  abortion  performed  before  “quickening,”  the  first  rec- 
ognizable movement  of  the  fetus  in  utero,  was  not  an  indicta- 
ble offense.  They  noted  that  common  law  did  not  recognize 
such  an  abortion  as  a crime  because  earlier  philosophical, 
theological,  and  civil  and  canon  law  concepts  indicated  that 
life  had  not  begun  before  quickening.  These  disciplines  vari- 
ously approached  the  question  of  when  life  begins  in  terms  of 
the  point  at  which  the  embyro  or  fetus  became  “formed”  or 
recognizably  human,  or  in  terms  of  when  a “person”  came  into 
being,  that  is,  infused  with  a “soul”  or  “animated.”  Whether 
common  law  treated  abortion  of  a quick  fetus  as  a felony  or 
even  a lesser  crime  is  still  disputed,  the  court  commented. 

The  court  noted  that  England’s  first  criminal  abortion  statute 
was  enacted  in  1803-  It  made  abortion  of  a quick  fetus  a capital 
crime,  but  provided  lesser  penalities  for  the  felony  of  abortion 
before  quickening,  and  thus  preserved  the  quickening  distinc- 
tion. In  this  country,  the  pre-existing  English  common  law  was 
in  effect  in  all  but  a few  states  until  the  mid- 19th  century.  In 
1828,  New  York  enacted  legislation  that  in  two  respects  was  to 
serve  as  a model  for  early  anti-abortion  statutes.  Eirst,  it  barred 
destruction  of  either  an  unquickened  fetus  or  a quick  fetus,  but 
it  made  the  former  only  a misdemeanor,  and  the  latter  second- 
degree  manslaughter.  Second,  it  incorporated  a concept  of 
therapeutic  abortion  by  providing  that  an  abortion  was  ex- 
cused if  it  “shall  have  been  necessary'  to  preserv  e the  life  of 
such  mother,  or  shall  have  been  advised  by  two  physicians  to 
be  necessary  for  such  purpose.”  Gradually  the  quickening  dis- 
tinction disappeared  and  the  degree  of  the  offense  and  penal- 
ties were  increased.  By  the  end  of  the  1950s,  a large  majority' 
of  the  jurisdictions  banned  abortion,  however  and  whenever 
performed,  unless  done  to  save  or  preserve  the  life  of  the 
mother  (1,  pp  715—719). 

After  reviewing  the  history',  the  court  commented  that  the 
right  of  privacy  founded  in  the  Fourteenth  Amendment’s  con- 
cept of  personal  liberty  and  restriction  upon  state  action  w as 
broad  enough  to  encompass  a woman's  decision  whether  to 
terminate  her  pregnancy.  However,  the  court  stated  that  its 
previous  decisions  recognizing  a right  of  privacy  also  acknowl- 
edged that  some  state  regulation  in  areas  protected  by  that 
right  is  appropriate.  It  said  a state  may  intercede  to  safeguard 
health,  maintain  medical  standards,  and  protect  potential  life. 
At  some  point  in  pregnancy,  these  interests  can  compel  regula- 
tion of  the  abortion  decision.  ITie  privacy  right  involved  can- 
not be  said  to  be  absolute.  The  court  therefore  concluded  that 
the  right  of  personal  privacy  includes  the  abortion  decision, 
but  this  right  is  not  unqualified  and  must  be  weighed  against 
important  state  interests.  Fhe  court  added  that  the  state  has  an 
important  and  legitimate  interest  in  preserving  and  protecting 
the  health  of  the  pregnant  woman  and  still  another  important 
and  legitimate  interest  in  protecting  the  potentiality  of  human 
life.  Each  interest  grows  in  substantiality  as  the  woman  ap- 
proaches term,  and  at  a point  during  pregnancy,  each  becomes 
compelling. 

ITie  court  concluded  that  with  respect  to  the  state’s  impor- 
tant and  legitimate  interest  in  the  health  of  the  mother,  the 
“compelling”  point,  in  light  of  present  medical  knowledge,  is 
at  approximately  the  end  of  the  first  trimester.  The  court  based 
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this  conclusion  on  the  fact  that  until  the  end  of  the  first  tri- 
mester, mortality  in  abortion  may  be  less  than  mortality  in  nor- 
mal childbirth.  The  court  then  held  that  from  and  after  that 
point,  a state  may  regulate  the  abortion  procedure  to  the  ex- 
tent that  the  regulation  reasonably  relates  to  the  preservation 
and  protection  of  maternal  health.  With  respect  to  the  state’s 
important  and  legitimate  interest  in  potential  life,  the  “com- 
pelling” point  is  at  viability — the  point  at  which  the  fetus  pre- 
sumably has  the  capability  of  meaningful  life  outside  the 
mother’s  womb.  State  regulation  protecting  fetal  life  after 
viability  thus  has  both  logical  and  biological  justifications.  If 
the  state  is  interested  in  protecting  fetal  life  after  viability,  then 
it  may  go  so  far  as  to  proscribe  abortion  during  that  period,  ex- 
cept when  it  is  necessary  to  preserve  the  life  or  health  of  the 
mother. 

The  court  then  held  unconstitutional  the  Texas  abortion 
statutes  under  review.  A summary  of  the  deeision  states: 

(a)  For  the  stage  prior  to  approximately  the  end  of  the 
first  trimester,  the  abortion  decision  and  its  effectuation 
must  be  left  to  the  medical  judgment  of  the  pregnant 
woman’s  attending  physician. 

(b)  For  the  stage  subsequent  to  approximately  the  end  of 
the  first  trimester,  the  State,  in  promoting  its  interest  in  the 
health  of  the  mother,  may,  if  it  chooses,  regulate  the  abor- 
tion procedure  in  ways  that  are  reasonably  related  to  mater- 
nal health. 

(c)  For  the  stage  subsequent  to  viability,  the  State  in  pro- 
moting its  interest  in  the  potentiality  of  human  life  may,  if  it 
chooses,  regulate,  and  even  proscribe,  abortion  except 
where  it  is  necessary,  in  appropriate  medical  judgment,  for 
the  preservation  of  the  life  or  health  of  the  mother  ( 1 , pp 
724-731). 

Right  not  to  perform  abortions 

The  first  step  the  Texas  Legislature  took  regarding  abortions  in 
the  aftermath  of  Roe  v Wade  was  not  a proscriptive  one.  In- 
stead, the  legislature,  convening  in  1 977,  passed  a law  stating 
that  physicians  and  medical  personnel  of  a hospital  or  other 
health  care  facility  who  object  to  performing  abortions  may 
not  be  required  to  perform  or  participate  directly  or  indirectly 
in  an  abortion  procedure  (3).  Also,  private  hospitals  or  health 
care  facilities  may  not  be  required  to  make  their  facilities  avail- 
able for  the  performance  of  an  abortion  unless  a physician 
determines  that  the  life  of  the  mother  is  immediately  endan- 
gered. This  law  additionally  provides  that  hospitals  and  health 
care  facilities  may  not  discriminate  in  any  manner  against  phy- 
sicians and  health  care  personnel  who  refuse  to  participate  in 
abortions  or  who,  on  the  other  hand,  express  a willingness  to 
participate  in  abortion  procedures. 

Texas  Abortion  FacUity  Reporting  and  Licensing  Act 
The  next  law  on  the  subject  of  abortion  was  The  Texas  Abor- 
tion Facility  Reporting  and  Licensing  Act  passed  by  the  69th 
Texas  Legislature  in  1985  (6).  The  act  requires  that  each  facil- 
ity (defined  as  a place  where  abortions  are  performed)  must 


submit  an  annual  report  to  the  Texas  Department  of  Health  on 
each  abortion  that  is  performed.  Facilities  must  submit  reports 
by  January  31  of  the  next  year  for  the  preceding  calendar  year. 
This  reporting  requirement  applies  to  physicians’  offices  if 
abortions  are  performed  there  ( 7 ).  The  reports  are  confidential 
and  require  the  following  information: 

( 1 ) whether  the  facility  at  which  the  abortion  was  per- 
formed is  licensed  under  this  article; 

( 2 ) patient’s  year  of  birth,  race,  marital  status,  and  state  and 
county  of  residence; 

(3)  type  of  abortion  procedure; 

(4)  date  the  abortion  was  performed; 

( 5 ) whether  the  patient  survived  the  abortion  and,  if  not, 
the  cause  of  death; 

(6)  period  of  gestation  at  the  time  of  the  procedure  based 
on  the  best  medical  judgment  of  the  attending  physician; 

( 7 ) date,  if  known,  of  the  patient’s  last  menstrual  cycle; 

(8)  number  of  previous  live  births  to  the  patient; 

(9)  number  of  previous  abortions  performed  on  the  patient. 

In  addition  to  imposing  reporting  requirements,  the  act  re- 
quires licensure  of  all  places  where  abortions  are  performed 
except  for  facilities  licensed  under  the  Texas  Hospital  Licens- 
ing Law  or  a physician’s  office,  unless  such  office  is  used  pri- 
marily for  abortions.  A physician’s  office  is  used  “primarily”  for 
abortions  if  the  number  of  patients  having  abortions  represents 
5 1 % or  more  of  the  patients  treated  within  the  previous  calen- 
dar year  ( 8 ). 

Abortion  amendment  to  the  Medical  Practice  Act 

The  70th  Legislature  took  the  next  step  in  regulating  abortions 
in  1987,  when  it  amended  the  Medical  Practice  Act  to  pro- 
scribe third  trimester  abortions  of  viable  unborn  children  (4). 
This  amendment  proscribes  a person  from  intentionally  or 
knowingly  performing  an  abortion  on  a woman  who  is  preg- 
nant with  a viable  unborn  child  during  the  third  trimester  of 
pregnancy.  “Viability”  is  defined  as  the  stage  of  fetal  develop- 
ment when  in  the  medical  judgment  of  the  attending  physi- 
cian, based  on  the  particular  facts  of  the  case,  an  unborn  child 
can  live  outside  its  mother’s  womb  after  its  premature  birth  re- 
sulting from  any  cause.  The  term  does  not  apply  to  a fetus 
whose  biparietal  diameter  is  less  than  60  millimeters.  It  is  in- 
teresting to  note  that  the  Legislature  did  not  prohibit  second 
trimester  abortions  of  viable  unborn  children.  Such  a prohibi- 
tion would  be  constitutional  under  the  holding  in  Roe  v Wade 
since  viability,  not  the  third  trimester  stage,  is  the  point  when 
abortions  can  be  proscribed. 

If  a physician  violates  the  law,  then  this  new  provision  to  the 
Medical  Practice  Act  allows  the  State  Board  of  Medical  Exam- 
iners to  take  disciplinary  action,  refuse  admittance  to  licensure 
examination,  or  refuse  to  issue  or  renew  a license.  Criminal 
penalties  provided  by  the  act  appear  not  applicable  (9). 

There  are  some  exceptions  to  the  proscription  of  third  tri- 
mester abortions  of  viable  unborn  children.  Such  abortions  are 
legal  if  the  physician  concludes  in  good  faith,  according  to  his 
or  her  best  judgement,  that  the  abortion  is  necessary  to  pre- 
vent the  death  or  a substantial  risk  of  serious  impairment  to 
the  physical  or  mental  health  of  the  mother  or  if  the  fetus  has  a 
severe  and  irreversible  abnormality  as  identified  through  reli- 
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able  diagnostic  procedures.  If  a physician  performs  a third  tri- 
mester abortion  of  a viable  unborn  child  based  on  one  of  the 
above  exceptions,  the  physician  must  complete  a certificate 
promulgated  by  the  Texas  Department  of  Health  within  30 
days  of  the  abortion  and  return  it  to  the  department  (10).  The 
department  shares  these  certificates  with  the  State  Board  of 
Medical  Examiners.  Certificates  may  be  obtained  from  the 
Health  Facility  Licensure  and  Certification  Division,  Texas  De- 
partment of  Health,  1 100  West  49th  Street,  Austin,  TX  78756, 
(512)  458-7240. 

Ethical  considerations 

The  Council  on  Ethical  and  Judicial  Affairs  of  the  American 
Medical  Association  has  opined  on  the  issue  of  abortion,  stat- 
ing: “The  Principles  of  Medical  Ethics  of  the  AMA  do  not  pro- 
hibit a physician  from  performing  an  abortion  in  accordance 
with  good  medical  practice  and  under  circumstances  that  do 
not  violate  the  law  (11 ).” 

Conclusion 

Restrictions  once  again  exist  on  the  performance  of  abortion 
in  Texas.  Texas  physicians  should  be  mindftil  of  that  law 
should  they  wish  to  perform  abortions. 

HELENE  A.  ALT,  JD 

TMA  Associate  General  Counsel 
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l^eaths 


R.D.  Bates 

Richard  D.  Bates,  MD,  an  Irving  pediatrician,  died  Nov  23, 

198‘',  He  was  60. 

A native  of  Dallas,  Dr  Bates  was  a 1951  graduate  of  ITie  Uni- 
versity of  Texas  Southwestern  Medical  School,  He  served  an  in- 
ternship at  Baylor  University  Hospital  and  a residency'  in 
pediatrics  at  Children’s  Medical  Center  in  Dallas.  He  began  his 
practice  of  medicine  in  Irving  in  1952.  Dr  Bates  founded  the 
Medical  and  Surgical  Clinic  of  Irving  and  was  a former  chief  of 
pediatrics  at  Irving  Community  Hospital  and  St  Paul  Medical 
Center. 

Surviving  Dr  Bates  are  his  wife,  Norma  Bates,  Irving;  son, 
John  Bates,  Irving;  daughters,  Karen  Ives,  Avinger,  and  Beverly 
Frey,  Missouri;  parents,  O.D.  and  Estelle  Bates,  Dallas;  brother, 
John  Bates,  Oklahoma;  and  three  grandchildren. 

H.M.  Branch,  Jr 

H.  Mitchell  Branch,  Jr,  MD,  a radiologist  at  Lackland  Air  Force 
Base,  died  Nov  10,  1987,  at  age  34. 

Dr  Branch,  born  in  Flint,  Mich,  received  his  medical  degree 
in  1981  from  Wayne  State  University  School  of  Medicine  in 
Detroit.  He  served  a residency  in  radiology  at  St  Joseph  Mercy' 
Hospital  in  Pontiac,  Mich,  and  completed  a fellowship  in  ultra- 
sound at  Thomas  Jefferson  University  in  Philadelphia.  He 
joined  the  US  Air  Force  in  1 985  and  was  chief  of  ultrasound  at 
Wilford  Medical  Center.  Dr  Branch  also  was  a consultant  in 
ultrasound  to  the  Surgeon  General  of  the  US  Air  Force. 

He  is  survived  by  his  companion,  Nancy  Prior,  San  Antonio; 
parents,  Helen  and  Homer  Branch,  Wheaton,  111;  sisters,  Angela 
Branch-Roberson,  Wheaton,  111,  and  Kamla  Nessapour,  London; 
and  brother,  Michael  Branch,  New  Knoxville,  Ohio. 

H.W.  Cummings,  Jr 

Hatch  Whitfield  Cummings,  Jr,  MD,  a retired  Houston  internist 
and  honorary  Texas  Medical  Association  member,  died  Nov  1 , 
1987. 

Dr  Cummings,  83,  was  born  in  Hearne,  Tex.  He  was  a 1928 
medical  graduate  of  Tulane  University  in  New  Orleans,  and 
served  his  internship  at  Graduate  Hospital,  University  of  Penn- 
sylvania. Dr  Cummings  headed  the  medical  staff  at  Methodist 
Hospital  in  Houston  in  1938  and  again  in  1961-62.  During 
World  War  II,  he  was  a captain  in  the  US  Navy  and  chief  of 
medicine  on  the  hospital  ship  Relief.  From  1962  to  1978  he 
was  consulting  physician  for  the  Houston  Astros. 

Surviving  family  members  include  a daughter,  Huberta 
Wright,  Princeton,  NJ;  son,  Robert  R.  Nunn,  MD,  Seattle;  sisters, 
Mrs  A.B.  Swanson,  Austin,  Mrs  John  Barclay,  Austin,  Mrs  Ghent 
Graves,  Houston,  and  Mrs  Sue  Gibson,  Houston;  five  grand- 
children and  two  great-grandchildren. 

C.C.  Denton 

Charles  C.  Denton,  MD,  a Harlingen  ophthalmologist,  died  Nov 
13,  1987.  He  was  50. 

Born  in  Waldron,  Ark,  Dr  Denton  graduated  from  the  Uni- 
versity of  Arkansas  Medical  School  in  1 970.  His  internship  was 
at  St  Vincent’s  Infirmary  in  Little  Rock,  and  he  was  a resident  in 
ophthalmology  at  the  University  of  Tennessee  Affiliated  Hospi- 
tals in  Memphis.  He  did  postgraduate  work  at  Washington  Uni- 


versity and  Barnes  Hospital  in  St  Louis.  In  1976,  he  moved  to 
Harlingen  to  begin  his  medical  practice. 

Dr  Denton  is  survived  by  his  wife,  Jean  Denton,  Harlingen; 
daughters,  Melissa  Daniel,  Harlingen,  Piper  Thomas,  Los  An- 
geles, Carrie  Sultan,  Orlando,  Fla,  and  Mimi  and  Shannon  Den- 
ton, both  of  Harlingen;  sons.  Chuck  Denton,  Little  Rock,  Ark, 
and  Tyke  and  Rob  Hull,  both  of  Harlingen;  mother,  Pauline 
Denton,  Ft  Smith,  Ark;  sisters,  Leanne  Alexander  and  Sandi 
Womble,  both  of  Ft  Smith,  Ark;  and  four  grandchildren. 

F.B.  Faust 

Fredric  B.  Faust,  MD,  a retired  family  practitioner  in  Amarillo, 
died  Nov  9,  1987.  He  was  82. 

Dr  Faust  was  born  in  East  Vincent  Township,  Penn,  and  re- 
ceived his  medical  degree  in  1932  from  Temple  University 
School  of  Medicine,  Philadelphia.  He  served  his  internship  at 
Philadelphia  General  Hospital,  and  practiced  medicine  in  Phila- 
delphia from  1934  to  1948  when  he  moved  to  Littlefield,  Tex. 

He  also  practiced  in  Dimmitt  and  Earth  before  moving  to 
Amarillo  in  I960.  He  retired  in  1975. 

Surviving  Dr  Faust  are  his  wife,  Fran  Faust,  Amarillo;  son, 

Bruce  Faust,  MD,  Irv  ing;  daughter.  Faith  Helen  Farris,  Mesquite; 
sister,  Sarah  Brubaker,  Willow  Valley,  Penn;  and  three 
grandchildren. 

E.G.  Karasewich 

Eugene  G.  Karasewich,  MD,  an  Abilene  surgeon,  died  Nov  16, 

1987. 

Dr  Karasewich,  58,  was  a native  of  Shoal  Lake,  Manitoba, 

Canada.  He  received  his  medical  degree  in  1954  from  the  Eac- 
ulty  of  Medicine  University  of  Manitoba  and  served  a four-year 
general  training  residency  at  Winnipeg  General  Hospital,  Mani- 
toba, Canada.  He  also  completed  a four-year  surgical  residency 
in  cancer  and  allied  diseases  at  Memorial  Hospital  in  New 
York.  He  moved  to  Abilene  in  1978. 

Dr  Karasewich  is  survived  by  his  wife,  Corinne  Karasewich, 

Abilene;  sons,  Martin  Karas,  Victoria,  British  Colombia,  and 
Carl  Karas,  New  York  City;  daughters,  Deborah  Jones  and  Terry 
Karasewich,  both  of  Abilene;  mother,  Mrs  Stephen  Karasivich, 
Winnipeg,  Manitoba,  Canada;  sisters,  Minn  Lanoway  and  Anne 
Neufeld,  both  of  Winnipeg;  brother,  Ted  Kaye,  Ottawa,  On- 
tario; and  four  grandsons. 

R.G.  Lemon  57 

Robert  G.  Lemon,  MD,  a longtime  Fort  Worth  surgeon  and  life  

member  of  Texas  Medical  Association,  died  Nov  15,  1987.  He 
was  76. 

Dr  Lemon  was  born  in  La  Grange,  111,  and  moved  to  Fort 
Worth  in  1946.  He  received  his  medical  degree  from  the  Uni- 
versity of  Illinois  Medical  School  in  Chicago  in  1935.  He  in- 
terned at  Anker  Hospital  in  St  Paul,  Minn,  and  served  his 
residency  at  the  Mayo  Clinic  in  Rochester,  Minn.  He  received 
his  MS  in  surgery  from  the  University  of  Minnesota  in  Min- 
neapolis. From  1942  to  1946,  he  served  in  the  LIS  Air  Force. 

Survivors  include  his  wife,  Virginia  Tincher  Lemon,  Fort 
Worth;  sons,  James  M.  Lemon,  Nacogdoches,  and  Richard  G. 

Lemon,  Dallas;  daughter,  Jane  Lemon  Eifler,  Houston;  brothers, 

Glenn  Lemon,  Cicero,  111,  and  Dr  Donald  Lemon,  Longboat 
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Key,  Fla;  sister,  Margaret  Smiley,  Falls  Church,  Va;  and  four 
grandchildren. 

J.H.  Mayfield 

Jack  Hastings  Mayfield,  MD,  a retired  Houston  surgeon,  died 
Nov  30,  1987,  at  age  80. 

A native  of  Tyler,  he  graduated  in  1958  from  Tulane  Univer- 
sity School  of  Medicine  in  New  Orleans.  After  an  internship  at 
Grady  Charity  Hospital  in  Atlanta,  he  opened  a medical  prac- 
tice in  Houston  in  1939.  After  service  as  a medical  officer  in 
the  US  Army  Air  Corps  during  World  War  II,  he  completed  his 
residency  in  surgery  at  Baylor  University  College  of  Medicine 
and  resumed  his  medical  practice  in  Houston.  He  was  involved 
in  the  gro^vth  of  Hermann  Hospital  and  the  Houston  Medical 
Center  and  served  as  the  first  chief-of-staff  of  St  Luke’s  Hospital. 

Surviving  family  members  include  his  wife,  Nancy  Mc- 
Cleskey  Mayfield,  Houston;  son.  Jack  H.  Mayfield,  Jr,  Houston; 
daughters,  Nancy  Blythe  Mayfield  Bowyer,  Houston,  and  Pa- 
tricia Allison  Mayfield  Lassiter,  Weston,  Mass;  sister,  Isabel  May- 
field  Hill,  Houston;  eight  grandchildren  and  one  great- 
grandchild. 

FA.  Rainone,Jr 

Frank  A.  Rainone,  Jr,  MD,  an  Arlington  surgeon,  died  Nov  25, 
1987.  He  was  61. 

Dr  Rainone  was  born  in  Buffalo,  NV.  He  received  his  medical 
degree  from  The  University  of  Texas  Southwestern  Medical 
Branch  in  1953.  He  served  an  internship  at  Wayne  County 
General  Hospital  in  Eloise,  Mich,  and  a residency  in  general 
surgery  at  Parkland  Memorial  Hospital  in  Dallas.  He  began  his 
medical  practice  in  Lewisville,  Tex,  and  moved  to  Arlington  in 
1962. 

Dr  Rainone  is  survived  by  his  wife,  Jean  Rainone,  Arlington; 
son,  John  Rainone,  Cedar  Hill,  Tex;  and  sister,  Mary  Ellen 
Pierce,  Arlington. 

R.M.  Searcy 

Roland  M.  Searcy,  MD,  a retired  Bryan  internist  and  honorary 
Texas  Medical  Association  member,  died  Nov  16,  1987. 

Born  in  Bryan,  Dr  Searcy,  82,  received  his  medical  degree  in 
1930  from  the  University  of  Iowa  College  of  Medicine.  He 
served  an  internship  at  Parkland  Memorial  Hospital  in  Dallas, 
and  returned  to  Bryan  to  begin  his  medical  practice.  During 
World  War  II,  he  served  in  the  U.S.  Navy  and  reached  the  rank 
of  commander. 

He  is  survived  by  his  son,  Roland  Searcy,  Jr,  Bryan. 

J.G.  Terry 

Jay  Glenn  Terry,  MD,  a retired  Dallas  obstetrician  and 
gynecologist,  died  Nov  10,  1987.  He  was  77. 

Dr  Terry  was  born  in  Richland  Springs,  Tex.  In  1943,  he 
graduated  from  Baylor  University  College  of  Medicine,  Dallas. 
His  internship  and  residency  in  obstetrics  and  gynecology 
were  served  at  Baylor  University  Hospital.  After  military  ser- 
vice during  World  War  II,  he  began  his  medical  practice  in 
Dallas  in  1946.  In  1975  he  retired  to  Richland  Springs. 

Survivors  include  his  wife,  Frances  F.  Terry,  Richland  Springs; 
sons,  Glenn  Coughran  Terry',  MD,  Columbus,  Ga,  and  Arthur 


Terry,  MD,  Denton;  daughters,  Carolyn  Miller,  Dallas,  and  Fran- 
ces Urquhart,  Houston;  and  1 1 grandchildren. 

H.L.  Weaver 

Harold  L.  Weaver,  MD,  a Corpus  Christ!  ophthalmologist,  died 
Nov  18,  1987,  at  age  56. 

A native  of  Concordia,  Kan,  Dr  Weaver  served  in  the  US  Aft- 
Force  from  1950  to  1952,  and  in  the  US  Army  from  1952  to 
1954.  He  received  his  medical  degree  from  The  University  of 
Texas  Southwestern  Medical  School  in  1959.  He  served  an  in- 
ternship at  Baylor  University  Medical  Center  and  a residency  at 
Parkland  Memorial  Hospital  in  Dallas.  Dr  Weaver  began  his 
medical  practice  in  Corpus  Christ!  in  1963. 

Surviving  family  members  include  his  daughter,  Laura  G. 
Crawford,  Manteca,  Calif;  son,  David  Weaver,  Corpus  Christ!; 
and  mother,  Nellie  Weaver,  Corpus  Christ!. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


R.  D.  BATES 
Irving,  1927-1987 

H.  M.  BRANCH,  JR 
San  Antonio,  1953-1987 

H.  W.  CUMMINGS,  JR 
Houston,  1903-1987 

C.  C.  DENTON 
Harlingen,  1937-1987 

F.  B.  FAUST 
Amarillo,  1905-1987 

E.  G.  KARASEWICH 
Abilene,  1929-1987 


R.  G.  LEMON 

Fort  Worth,  1910-1987 

J.  H.  MAYFIELD 
Houston,  1907-1987 

F.  A.  RAINONE,JR 
Arlington,  1926-1987 

R.  M.  SEARCY 
Bryan,  1905-1987 

J.  G.  TERRY 
Dallas,  1910-1987 

H.  L.  WEAVER 
Corpus  Christi,  1931-1987 
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TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  STANDARD  HAS  BEEN  SET 


Statewide  Service  Center:  1'800-252'91 79/P.O.  Box  14746,  Austin,  Texas  78761 


fAedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000 -volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 


In  the  TMA  Library 

Berci  G,  Cuschieri  A:  Practical  Laparoscopy.  Philadelphia, 
Bailliere  Tindall,  1986. 

Dalessio  DJ  (ed):  Wolff  s Headache  and  Other  Head  Pain.  New 
York,  Oxford  University  Press,  1987. 

Dutta  SK,  Kowalewski  EJ  (eds):  Flexible  Sigmoidoscopy  for 
Primary  Care  Physicians.  New  York,  Alan  R Liss,  Inc,  1987. 

Facts  About  Family  Practice.  American  Academy  of  Family 
Physicians,  1987. 

Fulmer  TT,  O’Malley  TA:  Inadeqtuite  Care  of  the  Elderly:  A 
Health  Care  Perspective  on  Abuse  and  Neglect  New  York, 
Springer  Publishing  Co,  1987. 

Gant  TD,  Vasconez  LO  (eds):  Postmastectomy  Reconstruction, 
ed  2.  Baltimore,  Williams  & Wilkins,  1988. 

Gise  LH  (ed):  The  Premenstrual  Syndromes.  New  York, 
Churchill  Livingstone,  1988. 

The  Health  Consequences  of  Involuntary  Smoking:  A Report 
of  the  Surgeon  General.  US  Department  of  Health  and  Human 
Services,  1986. 

Higgins  CB,  Hricak  H:  Magnetic  Resonance  Imaging  of  the 
Body.  New  York,  Raven  Press,  1987. 

James  AE  Jr  (ed):  MedicallLegal  Issues  for  Radiologists.  Chi- 
cago, Precept  Press,  1987. 

Kahn  J:  Principles  and  Practice  of  Electrotherapy.  New  York, 
Churchill  Livingstone,  1987. 

Kirk  RM,  Williamson  RCN  (eds):  General  Surgical  Operations. 
New  York,  Churchill  Livingstone,  1987. 

Kurman  RJ  (ed):  Blaustein’s  Pathology  of  the  Female  Genital 
Tract,  ed  3.  New  York,  Springer-Verlag,  1987. 

Leitman  MW:  Manual  for  Eye  Examination  and  Diagnosis,  ed 
3.  Oradell,  NJ,  Medical  Economics  Books,  1988. 


Matthias  FR:  Blood  Coagulation  Disorders:  Hemorrhagic  Di- 
atheses and  Thromboembolic  Diseases.  New  York,  Springer- 
Verlag,  1987. 

Mellion  MB  (ed ):  Office  Management  of  Sports  Injuries  and 
Athletic  Problems.  Philadelphia,  Hanley  & Belfus  Inc,  1988. 

Mowat  AP:  Liver  Disorders  in  Childhood,  ed  2.  Boston,  Butter- 
worths,  1987. 

Nathan  DG,  Oski  FA  (eds):  Hematology  of  Infancy  and  Child- 
hood, ed  3,  vols  1 — 2.  Philadelphia,  WB  Saunders  Co,  1987. 

Pak  CYC  (ed):  Renal  Stone  Disease:  Pathogenesis,  Prevention, 
and  Treatment  Boston,  Martinus  Nijhofif  Publishing,  1987. 

Patterson  JW,  Blaylock  WK:  Dermatology.  New  York,  Medical 
Examination  Publishing  Co,  1987. 

Rudolph  AM  Pediatrics,  ed  18.  Norwalk,  Conn,  Appleton 
& Lange,  1987. 

Schwarz  MI,  King  TE  Jr:  Interstitial  Lung  Disease.  Philadelphia, 
BC  Decker  Inc,  1988. 

Silber  EN:  Heart  Disease,  ed  2.  New  York,  Macmillan  Publish- 
ing Co,  1987. 

Skinner  DG,  Lieskovsky  G:  Diagnosis  and  Management  of 
Genitourinary  Cancer.  Philadelphia,  WB  Saunders  Co,  1988. 

Stein  JH  (ed):  Internal  Medicine,  ed  2.  Boston,  Little  Brown 
and  Co,  1987. 

Stern  L,  Vert  P (eds ):  Neonatal  Medicine.  New  York,  Masson 
Publishing  USA  Inc,  1987. 

Waltman  SR,  Keates  RH,  Hoyt  CS,  et  al  (eds):  Surgery  of  the 
Eye.  New  York,  Churchill  Livingstone,  1988. 

White  AH,  Rothman  RH,  Ray  CD:  Lumbar  Spine  Surgery:  Tech- 
niques & Complications.  St  Louis,  The  CV  Mosby  Co,  1987. 

Zuckerman  AJ,  Banatvala  JE,  Pattison  RJ  (eds):  Principles  and 
Practice  of  Clinical  Virology.  New  York,  John  Wiley  & Sons, 
1987. 


Texas  Medicine 


Freedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 


Vicodin® provides  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSriPADON 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . .and  ionger  iasting  pain  reiief- 
uptoGhours. 

♦ Vicodin  containshydrocodonenotcodeine.ln 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  reliefthanSOmg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  S mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 

The  original  hydrocodone  analgesic. 


Specify  "Dispense  as  written"  for  the  original 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 


WARNINGS:  „ . , 

Dru9  Abuse  and  Dependence:  VICODIN*  is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  111).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  adrnin- 
istered  with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing.  Xi  < 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  rnarkedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  m 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS; 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatIc  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  In  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dpse  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  Inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  (^loids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  rnilk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  Importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  . 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  arid  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  In  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  seventy  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  ' 5685 

1.  Hopkinson  JH  111:  CurrTherRes  24;  503-516, 1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981. 
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hydrocodone  bitartrate  5 mg.  (Warning  ; May  be  habit 
forming)  with  acetaminophen  500  mg. 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEG;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Chrlsti,  Texas  78405 
Telephone  512  888-6782 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 

Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterologv,  Hematology  and  Oncology 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


ANESTHESIOLOGY  COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

Pain  Management  Nerve  Blocks:  Cervical,  Thoracic  & Lumbar 
Epidural  Steroid  & Neurolytic;  Differential  Spinal  & 

Epidural;  Cervical  & Lumbar  Sympathetic,  Celiac  Plexus, 
Peripheral  Neurolytics;  Diagnostic  & Therapeutic 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 

THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 
Mohs  Surgery 
Cutaneous  Oncology 
Dermatologic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
Presbyterian  ill,  8230  Walnut  Hill  Lane 
Suite  808,  Dallas,  Texas  75231 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Aye;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note:  24  hr.  Emergency  Services  Available 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 


Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ENDOCRINE  CLINIC  OF  LUBBOCK 

Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 
Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 

2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  FJenry,  MD,  PA 
Michele  D.  Reynolds,  MD 

Diplomates,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  691-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 


Texas  Medicine 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgerv 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN, 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  EACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microyascular  and  Replantation  Seryice 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  Uniyersity  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microyascular  and  Replantation  Seryice 
Hermann  Hospital;  Assistant  Professor,  Diyision  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-LIFE 
6431  Eannin  Street,  Houston,  Texas  77030 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Ayenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 
Surgery  of  the  Hand 

30th  & Red  Riyer,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  j.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Aye.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blyd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 
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NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center 

6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic 
Radioactive  Tests  In:  Hematology,  Thyroidology,  Endocrinology, 
Gastroenterology.  Cardiology,  Neurology,  Neurosurgery,  Urology, 
Ophthalmology,  Obstetrics-Gynecology  and  Non-Invasive 
Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM 
Director  — 713  790-0540 

Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surget7  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


ERIC  G.  COMSTOCK,  MD 


HAROLD  GRANEK,  MD 


Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  lost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 

Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 

JUDITH  T.  FEIGON,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

VITREORETINAL  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Van  W.  Teeters,  MD 

Plaza  Medical  Center,  1200  Binz,  Suite  1290,  Houston,  Texas  77004 
Phone  713  524-3434;  WATS  1-800-833-5921 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  )r.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  ).  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol,  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
lames  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L,  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 

ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

G.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio, 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  CROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Asenue,  lorl  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 
Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  7820S;  Telephone  512  226-2424 
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THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 


In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 


care  for  persons  disabled  by 
outpatient  services. 

Spinal  Cord  Injury 

Head  Injury 

Amputee 

Stroke 

Pediatric 

Neurophysiology 


injury  or  disease.  Inpatient  and 


Polytrauma 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neuromuscular 


Accredited  by:  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 


For  referrals  call  713-797-5922  or  in  Texas  1 -800-44REHAB.  Ask  for  the  825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 

Patient  Services  Coordinator. 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  EACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  EACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  lames  B.  Stafford,  W,  MD,  FACS 

Jonathan  j.  Dora,  MD,  FACS  David  A,  Lee,  MD 

David  j.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  bee 

patients.  Care  for  every  phase  o 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD 


n organized  to  provide  care  for  burned 
f burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructiye,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Excellence  in  Form  & Function 

Neal  R.  Reisman,  MD,  FACS 

William  B.  Riley,  Jr.,  MD,  FACS 

Richard  K.  Vanik,  MD 

Diplomates  American  Board  Plastic  Surgery 

West  Houston  Doctors  Center,  12121  Richmond,  Suite  211,  Houston,  Texas 
77082;  713  558-5353 

Creenpark,  Memorial  Health  Center/Sugar  Land,  Memorial  Southwest  Pro- 
fessional Building,  The  Houstonian 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


JOHN  E.  CARTER,  MD,  PA  TMA  Physician  Membership  Directory 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229  . . 

Telephone;  Office  512  696-2390;  Medical  Exchange  512  227-6331  . . . Another  Service  Of  yOUr  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 


Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adoiescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 

Paul  M.  Hamilton,  MD 

Doyle  1.  Carson,  MD 

Jerry  M.  Lewis,  III,  MD 

Keith  H.  Johansen,  MD 

Tom  G.  Campbell,  MD 

James  K.  Peden,  MD 

Jeffrey  Class,  MD 

Charles  G.  Markward,  MD 

Grover  M.  Lawlis,  MD 

Byron  L.  Howard,  MD 

Conway  McDanald,  MD 

Roy  H.  Fanoni,  MD 

Gary  L.  Malone,  MD 

Mark  P.  Unterberg,  MD 

Edgar  P.  Nace,  MD 

John  G.  Looney,  MD 

Ernest  N.  Brownlee,  MD 

Kathleen  B.  Erdman,  MD 

Michael  Madigan,  MD 

Don  C.  Payne,  MD 

Perry  Talkington,  MD 

Mark  J.  Blotcky,  MD 

Joseph  D.  Caspar!,  MD 

L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 

214  381-7181 

GONZALO  A.  AILLON, 

MD 

Psychiatry-Bilingual 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


)ohn  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Sloop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 

Diplomates  of  American 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 

Dallas,  Texas  75237;  214  296-6241  RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedaie,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Cretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Wiliiam  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dailas,  7777  Forest  Lane,  Suite  B411, 

Dailas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dailas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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UROLOGY 


THE  UROLOGY  CLINIC 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadlev  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


Advertising  Directory 


KIRBY  B.  TARRY,  MD,  FACS 

Diplomate,  American  Board  of  Urology 

Adult  and  Pediatric  Urology 
Impotence  with  Prosthesis-Vasovasostomy 

1405  West  Illinois,  Midland,  Texas  79701 
915  687-4553 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD  Kenneth  I.  Licker,  MD 

Diplomates  of  American  Board  of  Urology 
221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Deputy  Commissioner  (or  Mental  Health  Services — 
The  Texas  Department  of  Mental  Health  and  Mental 
Retardation  seeks  a high  level  mental  health  ad- 
ministrator to  direct  the  management  of  the  depart- 
ment's MH  services  program  which  includes  the 
supervision  of  eight  state  mental  hospitals  and  three 
specialized  units  and  the  programmatic  direction  to 
34  community  MHMR  centers.  Must  be  a physician 
licensed  to  practice  in  Texas  and  have  completed  a 
three  year  residency  in  psychiatry  approved  by  the 
ABPN.  Three  years  experience  in  responsible  man- 
agement positions  in  MH  programs  with  demon- 
strated proficiency  in  program  management  re- 
quired. Salary  consists  of  $63,540  base,  plus  $4,000 
for  board  certification,  and  up  to  $6,000  additional 
compensation  and  $25,000  salary  augmentation.  Ex- 
cellent fringe  benefits.  Please  submit  resume  to 
Carolyn  Kuenstler,  C.O.  Personnel  Director,  Texas 
Department  of  Mental  Health  and  Mental  Retarda- 
tion, P.O.  Box  12668,  Austin,  Texas  78711.  EEO/ 
AAE. 

Wanted,  Dallas  metro  area  physicians,  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state  to  help  with  pre-enlistment  physicals.  Full- 
time pays  $36,899  to  $45,367  with  government 
benefits.  Part-time  pays  daily  rate  of  $125  for 
morning  work.  214  421-1312/2520. 

Medical  specialists,  $4925  or  general  physician, 
$4738  plus  up  to  $250  additional  compensation 
subject  to  approval.  Croup  health  insurance  plus 
all  state  benefits  including  retirement.  Must  be 
licensed  in  Texas.  Contact  Mexia  5tate  5chool,  P.O. 
Box  1132,  Mexia,  Texas  76667.  An  equal  oppor- 
tunity/affirmative action  employer  and  does  not  dis- 
criminate against  the  handicapped. 

Psychiatrist — Salary  $5192  plus  $250  additional  com- 
pensation subject  to  approval.  Opening  for  a full- 
time or  part-time  psychiatrist.  Valid  Texas  license. 
Three  years  residency  in  psychiatry.  If  interested, 
contact  Mexia  5tate  5chool,  P.O.  Box  1132,  Mexia, 
Texas  76667.  EOE.  817  562-2821. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-fime.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  5uite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-seryice 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  ayailable.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  5vstem.  Physician 
compensation  is  based  on  fee-for-seryice  which 
proyides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  5outhwest 
Freeway,  5uite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  aboye  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  5hamrock  Clinics,  4208 
College  Hills,  5an  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACES 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Full  time  position  ayailable  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact:  Helen  Meyer,  8700  Crown- 
hill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Abilene;  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,000-1- 
year.  Contact:  Helen  Meyer,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 
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Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,000-1-  year  with  paid  malpractice  insurance. 
Contact:  Helen  Meyer,  8700  Crownhill  Road,  Suite 
600,  San  Antonio,  Texas  78209;  1-800-999-3728. 

Texas:  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo— Full-time  positions  ayailable  with  EmCare,  a 
progressiye  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
yolume,  Leyel  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  yery  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitiye 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  ayailable  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  ayailable  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Houston  Suburb — A full-time  emergency  department 

opportunity  and  a medical  director  position  are 
currently  ayailable  at  client  hospital  located  in 
suburb  east  of  Houston.  This  is  a full  seryice,  208- 
bed  facility  with  an  annual  emergency  department 
yolume  of  12,000.  Guaranteed  hourly  rate  of  reim- 
bursement and  potential  quarterly  oyerage  based 
on  patient  yolume,  occurrence  malpractice  insur- 
ance coyerage,  CME  allowance,  reimbursement  of 
EM  board  fees  upon  successful  completion  of  test. 
Director  is  offered  annual  administratiye  stipend 
and  health  benefits.  For  additional  information,  con- 
tact Don  Kruessel,  Spectrum  Emergency  Care,  P.O. 
Box  27352,  St.  Louis,  Missouri  63141;  1-800-325- 
3982. 

Texas:  Immediate  full-time  and  part-time  positions 
in  hospital  affiliated  family  practice  clinic.  Located 
north  of  Dallas.  Attractiye  hours  and  guaranteed 
hourly  compensation.  Malpractice  insurance  pro- 
yided.  Contact  Emergency  Consultants,  Inc.,  2240 
South  Airport  Road,  Room  29,  Trayerse  City,  Michi- 
gan 49684;  1-800-253-1795  or  in  Michigan  1-800- 
632-3496. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 


put  iuto^  WO 

• locum  tenens 

• practice  trials 

• permanent  placements 

1-800-531 -11 22 

PRN,  Ltd.  Physician  Staffing 
1000  N.  Walnut  St.,  (Suite  B) 

New  Braunfels,  Texas  78130 


Family  physician  wanted  to  associate  with  family 
physician  in  a rural  town  located  85  miles  south  of 
Midland-Odessa.  Excellent  professional  and  financial 
opportunity.  Contact  Paul  Harper,  Administrator, 
Iraan  General  Flospital,  P.O.  Box  665,  Iraan,  Texas 
79744;  915  639-2871. 

Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentiye 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-seryice  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833. 

Tulsa,  Oklahoma — Seeking  BC  family  physician  to 

assume  established  practice.  OB  optional.  Shared 
call  coyerage.  Practice  location  adjacent  to  full 
seryice  221 -bed  family  practice-oriented  hospital. 
Competitive  incentive  packages  available.  Contact; 


Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Tulsa  Vicinity — Seeking  BC  family  physician  to  as- 
sume established  practice  in  family-oriented  com- 
munity of  17,000  (county  population  approximately 
56,000).  OB  optional.  Practice  located  next  door  to 
modern  100-bed  community  hospital.  Incentiye 
package  ayailable.  Contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Medical  Director — F/T  family  practitioner  with  Tex- 
as license;  BE/BC  preferred.  Must  proyide  ambula- 
tory care  including  OB.  Hospital  in-patient  care. 
Very  competitiye  salary.  The  facility  is  located  in  a 
yery  pleasant  community  85  miles  southwest  of  San 
Antonio,  Texas,  at  the  foot  of  the  Texas  Hill  Coun- 
try. Send  CV  with  references  to:  Executiye  Director, 
Uyalde  County  Clinic,  Inc.,  1009  Garnerfield  Road, 
Uyalde,  Texas  78801. 

Attractive  family  practice  opportunity  located  in 
Whitney,  Texas,  directly  adjacent  to  beautiful  Lake 
Whitney.  Area  offers  excelient  hunting,  fishing,  wa- 
ter sports,  camping,  and  many  other  recreational 
activities.  Clinic  vacancy  created  by  physician  re- 
tirement. 72-bed  hospital  located  next  to  clinic.  Call 
1-800-722-5098  for  information  or  write  Lake  Whit- 
ney Memorial  Hospital,  P.O,  Box  458,  Whitney, 
Texas  76692,  attention  Administrator. 

Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 
emergency  practice  with  some  surgery.  Salary  plus 
incentiye.  Partnership  possible.  ).  E.  McCoy,  MD, 
120  Medical  Driye,  Boerne,  Texas  78006;  512  249- 
9307. 

Attention  Family  Practitioners — Work  for  me,  1st 
year  $80,000,  plus  bonus,  plus  two  weeks  vacation, 
plus  malpractice;  2nd  year  $90,000,  plus  bonus, 
plus  one  month  yacation;  3rd  year  $100,000,  plus 
bonus,  plus  one  month  yacation.  Serious  inquiries 
for  friendly  West  Texas  town  should  send  curricu- 
lum yitae  to  Texas  Doctors  Croup,  P.O.  Box  177, 
Austin,  Texas  78767,  PRONTO. 

Family  Practice — Baptist  Hospital  Urgent  Care  Center 

is  seeking  a third  physician.  The  right  physician 
must  haye  successfully  completed  a residency  pro- 
gram approyed  by  Accreditation  Council  for  Grad- 
uate Medical  Education.  No  OBG.  This  yery  actiye, 
high  yolume,  primary  care  out-patient  clinic  has 
light  call,  set  hours,  guaranteed  salary  with  ex- 
cellent benefits  plus  possibility  of  a bonus.  Ex- 
cellent location  for  a family,  with  hunting,  fishing, 
and  skiing  close  for  recreation.  Send  CV  to  Mr. 
Thomas,  Employment  Manager,  High  Plains  Baptist 
Hospital,  1600  Wallace  Blyd.,  Amarillo,  Texas  79106. 

Family  Practice — A group  of  four  physicians  in 

Amarillo  is  looking  for  a fifth.  Must  haye  family 
residency.  Partnership  open,  financial  relationship 
negotiable.  Excellent  salary,  benefits  and  incentiye. 
Office  space  ayailable.  Three  hospitals  with  com- 
bined 605-1-  beds  Fiaye  open  staff  and  all  special- 
ties are  represented  in  this  community.  Amarillo  Is 
a progressive  growing  community  near  mountains 
for  recreation,  excellent  schools,  great  place  to 
raise  a family.  Send  CV  to  Mr.  Thomas,  Employ- 
ment Manager,  1600  Wallace  Blvd.,  Amarillo,  Texas 
79106. 

Board  certified  family  practice  physician  needed 

for  busy  growing  practice.  Presently  one  physician's 
practice  is  growing  so  rapidly,  he  needs  help.  This 
could  possibly  work  into  a partnership  for  the  right 
physician.  Office  space  ayailable.  Excellent  salary, 
benefits,  etc.  Must  haye  completed  a residency 
program  approyed  by  Accreditation  Council  for 
Graduate  Medical  Education.  Excellent  location  to 
raise  a family,  good  stable  economy  with  mod- 
erately low  cost  of  liying.  Send  CV  to  Mr.  Thomas, 
Employment  Manager,  1600  Wallace  Blvd.,  Amarillo, 
Texas  79106. 

Family  physician  needed  to  work  in  Dallas  area  to 

provide  comprehensive  medical  care  for  all  sexes 
and  all  ages  of  patients.  Practice  style  may  be 
based  on  ambulatory  only  or  ambulatory  care  and 
inpatient  care.  The  family  practitioner  evaluates  the 
patient's  total  health  needs,  provides  personal  med- 
ical care  within  one  or  more  fields  of  medicine 
and  refers  patients  when  indicated.  Clinical  skills 
should  include  but  not  be  limited  to  areas  of  in- 
ternal medicine,  medical/surgical  services,  pedi- 
atrician, OBG,  surgery,  psychiatry  and  behayioral 
science.  Must  hold  current  Texas  medical  license 
and  submit  a curriculum  yitae.  Must  haye  MD 
diploma  and  two  years  internship/residency.  Salary 
$61,548  per  year,  40  hours  per  week,  8 am  to  5 
pm.  Apply  in  person  at  the  Texas  Employment 
Commission,  TEC  Building,  1117  Trinity  Street,  Aus- 
tin, Texas  78778.  Refer  to  lob  Order  #5163714.  Ad 
paid  for  by  an  equal  employment  opportunity  em- 
ployer. 


Rural  and  urban  communities  in  Texas  looking  for 
doctors  for  both  single  specialty  and  multispecialty 
groups.  Guaranteed  salary  plus  incentive.  Call  col- 
lect, Jerry  Lewis,  817  776-4121,  The  Lewis  Group, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710. 

Small  Panhandle  community  located  on  Interstate 
Highway  seeks  one  or  two  FPs  to  assume  practice 
of  retiring  physician.  Service  area  population  10,000. 
OB  required.  Office  adjacent  to  45-bed  hospital. 
Call  coverage  and  time  off  no  problem.  Generous 
incentive  package.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Northeast  Texas — Near  D/FW  Metroplex.  Immediate 
need  for  BE/BC  family  physicians  in  rural  com- 
munities. University  environment.  Solo  with  cover- 
age or  associate  practice.  Modern  hospitals.  Many 
lakes  and  recreational  activities.  Easy  access  to 
amenities  of  Dallas/Fort  Worth.  Incentive  package. 
Please  contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Small  FP  group  seeks  recently  trained,  BC  associate 
for  practice  in  family  oriented  community  of  25,000 
(SAP  75,000).  Modern  101-bed  hospital.  Lucrative  in- 
come potential.  Competitive  incentive  package. 
Many  area  social  and  recreational  amenities.  Easy 
access  to  larger  city/airport.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 


Internal  Medicine 

Austin  Vicinity — Busy  internal  medicine  practice 
available  in  popular  community.  Fourway  shared 
call  coverage.  Established  practice  with  proven 
capability  to  generate  lucrative  income  in  a desir- 
able community  offering  an  excellent  lifestyle.  In- 
cludes all  equipment  and  furnishings.  Reasonable 
price  and  terms.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson.  Jacksonville,  Texas  75766. 

Regional  medical  center  in  NE  Texas  (service  area 
population  150,000)  seeks  recently  trained,  BE/BC 
internist.  Shared  call  with  other  BC  internists.  Office 
next  door  to  175-bed  hospital.  Family  oriented 
community  with  strong,  diversified  economy;  good 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBC  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Fort  Worth  Vicinity — Immediate  need  for  BE/BC 
OBC.  Attractive,  affluent  community;  strong  econ- 
omy. Recreational  mecca.  Modern  hospital.  Share 
call  with  young,  American-trained,  BC  OBC.  Com- 
petitive incentive  package.  Easy  access  to  D/FW. 
For  information,  without  cost  or  obligation,  con- 
tact: Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Dallas — OBC  office,  1,500  sq.  ft.  newly  finished 
out.  Fully  equipped.  Active  OBG  practice,  gross 
$250-$300K/year.  For  sale-lease,  very  flexible  terms 
available.  This  is  a turnkey  opportunity.  Call  eve- 
nings 214  221-4055  or  write  OB  Associates,  309 
Tanglewood,  Lewisville,  Texas  75067. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC.  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 


Orthopedic  Surgery 

Orthopedic  Surgeon — Immediate  need  for  BE/BC 
physician  to  serve  two  adjacent  Central  Texas  com- 
munities. Croup  or  solo  with  call  coverage.  Modern 
hospital  equipment  and  facilities.  Competitive  in- 
centive package,  including  income  guarantee,  offce 
space,  etc.  Progressive  communities.  Great  schools. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380 


Panhandle  community  of  25,000  seeks  orthopedic 
surgeon  for  associate  practice  or  solo  with  shared 
call  arrangement.  Modern,  101-bed  hospital;  75,000 
service  area  population.  Family  oriented  community 
with  many  social  and  recreational  opportunities. 
Excellent  schools.  45-minutes  from  Amarillo  airport. 
Contact  Physician  Resource  Network,  P.O.  Box 
37012,  Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Dallas  Area — Established  general  pediatric  practice 

for  sale.  Grossing  in  excess  of  $270,000  per  year. 
Shared  call  coverage.  Includes  all  equipment  and 
furnishings.  Reasonable  price  and  terms.  Across 
street  from  modern  hospital.  For  information  with- 
out cost  or  obligation  contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126, 


Radiology 

BC/BE  general  diagnostic  radiologist  with  skills  In 
CT  and  ultrasound  for  multispecialty  clinic  and  re- 
gional clinic  system  in  Central  Texas.  No  invasive 
procedures  Salary  plus  good  fringe  benefit  pack- 
age. Contact  Dr.  John  L.  Montgomery,  Chairman, 
Department  of  Radiology,  Scott  & White,  2401 
South  31st  Street,  Temple,  Texas  76508.  Or  call  817 
774-2415. 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physician  to  associate  with  estab- 
lished radiology  group  serving  busy  regional  medi- 
cal center  (SAP  150,000).  All  modalities,  including 
MRI  and  interventional.  Family  oriented  communi- 
ty; strong  economy;  good  schools.  Early  partnership. 
Easy  access  to  D/FW.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Sunbelt — Our  clients  seek  physicians  of  all  dis- 
ciplines throughout  the  sun  country.  For  more 
information  call  or  send  CV  to  Joyce  Staffel,  Medi- 
cal Division,  JSI,  P.O.  Box  710733,  Houston,  Texas 
77271-0733.  Phone  713  721-2536. 

Immediate  Opening;  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  In- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munitv  hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  Conzaba 
Medical  Croup,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  Service?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  stale.  Send  inquiries  to  Physicians 
Placement  Service,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

South  Texas  (Upper  Rio  Grande  Valley)  excellent 
and  immediate  opportunity  for  BC  or  BE  physicians 
in  the  following  specialties:  urology  and  orthoped- 
ics. A 106-bed,  JCAH  accredited  hospital  seeks 
these  specialties.  This  Rio  Grande  Valley  community 
which  is  located  within  10  minutes  of  the  Texas- 
Mexico  border  and  one  hour  from  South  Padre 
Island  resort  provides  an  excellent  opportunity  for 


these  physicians.  Pan  American  University  located 
within  city.  Send  CV  to  Dora  Valverde,  Interim 
Chief  Executive  Officer,  Edinburg  General  Hospital, 
P.O.  Box  2000,  Edinburg,  Texas  78539;  512  383-1481. 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBG,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.Q.  Box  1804,  Scottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west  Houston,  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  In  addition  to  benefits  with 
no  first  year  expenses.  Send  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720. 

Otolaryngologist — Immediate  opportunity  for  BE/BC 
physician  in  Northeast  Texas  community  of  27,000 
(service  area  pop.  150,000)  regional  medical  center. 
Quality  lifestyle  in  area  with  strong  economy;  easy 
access  to  D/FW  Metroplex.  Shared  call  coverage; 
incentive  package  available.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Prosperous,  expanding  multispecialty  group  in 

choice  rural  area  of  Central  Texas  is  seeking  an 
additional  general  surgeon.  Salary  with  incentiye 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park, 
Brenham,  Texas  77833. 

Invasive  Cardiologist — A practice  opportunity  is 
available  in  beautiful  vivacious  Nacogdoches.  Coun- 
ty population  in  excess  of  50,000  in  the  Piney 
Woods  of  East  Texas.  Assistance  is  available  for 
establishing  a practice.  If  interested,  contact  Ken- 
neth Worley  at  409  564-4611. 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  additional  BE/BC  physicians: 
internal  medicine  and  subspecialties,  OBG,  family 
practice,  orthopedic  surgery,  general  surgery, 
anesthesiology,  dermatology,  psychiatry,  urology 
and  radiology.  Competitive  salary.  Extensive  bene- 
fits. Direct  inquiry  and  CV  to  Medical  Director, 
Permanente  Medical  Association  of  Texas,  12720 
Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Physician  Opportunity — PHP  Healthcare  Corpora- 
tion, a leader  in  healthcare  management  serylces 
has  projected  a need  for  physicians  to  staff  our 
primary  care  clinics  located  in  Burke,  Fairfax,  and 
Woodbridge,  Virginia.  We  also  have  a projected 
need  for  physicians  to  staff  primary  care  clinics  lo- 
cated In  Killeen,  Texas,  Tucson,  Arizona,  Qmaha, 
Nebraska,  Norfolk,  Virginia,  Columbus,  Georgia, 
Fayetteville,  North  Carolina,  Charleston,  South 
Carolina,  and  several  locations  in  California.  Quali- 
fications are:  Board  certification  or  eligibility,  a 
state  license  where  you  would  be  located,  and  a 
minimum  of  one  year  experience.  Preference  will 
be  given  to  those  candidates  in  family  practice, 
pediatrics,  internal  medicine,  and  emergency  med- 
icine. Our  company  offers  an  outstanding  incentive 
pay  plan  with  the  opportunity  to  earn  $90,000-1- 
annually.  PHP  offers  physicians  the  opportunity  to 
participate  in  health  insurance,  life  insurance,  and 
disability  insurance  programs.  PHP  also  provides 
paid  malpractice  insurance  and  a pleasant  work 
environment.  We  would  be  pleased  to  discuss  po- 
tential position  and  site  descriptions  with  you.  If 
interested  and  qualified,  please  call  or  send  CV  to 
Leigh  Robbins,  PHP  Healthcare  Corporation,  125 
Belle  Forest  Circle,  Suite  200,  Nashville,  Tennessee 
37221;  615  662-1310. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  iy2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Colorado  and  Houston;  Immediate  need  for  medical 
ophthalmologists  to  join  thriving  practices,  develop 
glaucoma,  little  surgery.  Also  excellent  opportuni- 
ties throughout  the  country  for  general  ophthalmol- 
ogists, and  all  subspecialtles.  For  information  call 
collect  Doug  Yeiser,  817  772-4006  or  776-4121,  The 
Lewis  Group,  1227  N.  Valley  Mills,  Suite  200,  Waco, 
Texas  76710. 

West  and  Southwest — Locum  tenens  and  permanent 

positions  are  now  being  offered  to  qualified  family 
practitioners  and  other  .specialists  in  a wide  variety 
of  community  and  practice  settings.  Practice  trials 
also  an  option.  For  more  information  and  no  obli- 
gation, contact  your  colleagues  at  physician-owned 

Texas  Medicine 


PRN  Limited,  one  of  America's  besl-estabiished  and 
most  respected  physician  search  firms.  1-800-531- 
1122.  Ken  Teufel,  MD,  PRN,  Ltd.,  1000  N.  Walnut 
St.,  Suite  B,  New  Braunfels,  Texas  78130. 

Medical  Oncologist — Opportunity  for  board  certi- 
fied/board eligible  oncologist  to  join  established 
practice  in  the  Tampa  Bay  area  of  Florida.  Sup- 
ported by  ACOS  accredited  cancer  center  affiliated 
with  a 750-h  bed  tertiary  care  community  hospital. 
Guaranteed  salary  and  insurance  to  start  with  part- 
nership potential.  Contact  Jim  Davis,  Tyler  & 
Company,  9040  Roswell  Road,  Atlanta,  Georgia 
30350;  call  404  641-6411. 

Texas,  Oklahoma,  Louisiana — Considering  a change 
or  coming  out  of  a residency  program?  If  you  are 
interested  in  locating  the  right  practice  opportunity 
in  Texas,  Oklahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Baylor 
Physician  Placement  Service,  3201  Worth  Street, 
Dallas,  Texas  75226;  1-800-999-5460. 

Cardiologists — Invasive/noninvasive,  BC/BE  to  join 
two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two 
years.  Send  CV  to  P.  McKenzie,  1919  Landmark, 
Richmond,  Texas  77469. 

Midwest  Opportunity — Marshfield  Clinic  is  seeking 
BE/BC  specialists  in  family  practice,  general  internal 
medicine,  and  OBG  for  Marshfield  and  a growing 
network  of  13  regional  centers  located  in  surround- 
ing communities  in  central  and  northern  Wiscon- 
sin. Positions  available  offer  a variety  of  unique 
rural  settings  with  excellent  educational  and  cul- 
tural opportunities,  research,  and  medical  school 
affiliation  and  an  outstanding  salary  and  fringe 
benefit  package.  Interested  parties  should  contact 
Mr.  David  Draves,  Marshfield  Clinic,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449,  or  call 
collect  715  387-5376. 

Psychiatrist — Deyelop  practice  outside  of  Fort  Worth 
in  pleasant  mid-sized  community.  Supported  by 
new,  160-bed  hospital  with  impressive  13-bed  psy- 
chiatric unit.  Excellent  compensation  package.  Many 
referring  physicians  and  coverage  available.  Contact 
Mary  Wynkoop.  Tyler  & Company,  9040  Roswell 
Road,  Atlanta,  Georgia  30350.  Call  404  641-6411. 

Excellent  Texas  opportunities  in  cardiology,  cardio- 
vascular surgery,  family  practice,  general  surgery, 
internal  medicine,  OBG,  occupational  medicine, 
oncology,  orthopedic  surgery,  otolaryngology,  pedi- 
atrics, pulmonary,  urology.  Excellent  quality  of  life, 
first  year  guarantee,  etc.  Other  Texas  opportunities 
available  also.  Reply  with  CV  or  call  Armando  L. 
Frezza,  Medical  Support  Services,  8806  Balcones 
Club  Dr.,  Austin,  Texas  78750;  512  331-4164. 

Board  certified  internist  and  family  physician 
needed  to  work  for  another  physician  in  Morton, 
Texas  to  provide  medical  care  to  patients.  Salary 

550.000  per  year,  40  hours  work  week.  Interested 
applicants  should  contact  Dr.  N.  Dubberly,  806 
266-5565  or  send  curriculum  vitae  to  201  E.  Grant 
St.,  Morton,  Texas  79346. 

Neurosurgeon — Major  regjonal  medical  center  in 
NE  Texas  seeks  BE/BC  neurosurgeon.  Large  referral 
base;  most  subspecialists  available.  Quality  life- 
style in  community  with  strong,  diversified  econo- 
my; good  schools;  easy  access  to  D/FW  Metroplex. 
Competitive  incentive  package.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128, 

Urologist — Busy  regional  medical  center  serving 

150.000  in  Northeast  Texas  seeks  BE/BC  urologist. 
Family  oriented  town  of  27,000  with  strong  diversi- 

I tied  economy;  many  recreational  activities;  good 
schools.  Easy  access  to  D/FW  Metroplex.  Call 
coverage,  competitive  incentive  package  available. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


OPPORTUNITIES  SOUGHT 


We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin.  Texas  78701.  512  477-6704,  ext.  263. 

OBG — US  graduate  with  Texas  residency  in  OBC. 
Board  certified  and  fellow  in  ACOG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 

Forty-two  year  old  general  surgeon  seeking  a re- 
search position  in  surgery,  tumor  immunology  or 
surgical  oncology.  Would  consider  a position  as  a 
general  surgeon  in  any  size  town  where  there  is  a 
need  for  a general  surgeon.  Have  Texas  license,  six 
years  residency  training  in  USA  and  Canada.  Speak 
fluent  English  and  Spanish.  Interested  inquiry  should 
write  P.O.  Box  177,  Austin,  Texas  78767. 

Board  certified  internist,  board  eligible  in  pulmo- 
nary medicine  seeking  a position  in  Texas.  Forty- 
eight  years  old,  willing  to  relocate  to  any  area 
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where  there  is  a need  for  my  services.  Inquiries 
should  write  P.O.  Box  177,  Austin,  Texas  78767. 

Locum  tenens — coverage  or  assignments.  Profes- 
sional services  provided  whether  you  are  short- 
staffed.  need  vacation  coverage  or  want  to  travel 
and  enjoy  a flexible  schedule.  We  offer  non-exclu- 
sive agreements  for  both  short  and  long  term 
coverage  for  all  specialties.  For  information  contact 
Physician  International,  4-TM  Vermont  Street, 
Buffalo,  New  York  14213;  716  884-3700. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

S0%  off  previously  owned  medical,  laboratory, 
x-ray,  ultrasound  equipment.  We  buy,  sell,  broker, 
repair.  Medical  Equipment  Resale  & Repair,  Inc., 
24026  Haggerty  Road,  Farmington  Hills,  Michigan 
48018.  1-800-247-5826  or  313  477-6880. 

Save  $$$  on  your  medical  equipment  needs!!! 
Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  P.O.  Box  18164,  Dallas, 
Texas  75218;  214  369-3960;  Metro  229-9253. 

Medical  Office  Equipment  For  Sale — Complete. 

Three  exam  rooms,  treatment  room,  x-ray,  auto- 
matic processor,  lab,  audio  and  booth.  Supplies 
bonused  to  single  purchaser.  214  386-2969. 

For  Sale — 1 GE  Polarix  2E  C-Arm,  S40,000.  Two 
mammography  MMX  M units.  S15,000  and  $17,000 
each.  One  urology  Hydrajust  Unit  with  tomography, 
$20,000.  We  specialize  in  buying,  selling  or  leasing 
the  following  medical  x-ray  and  imaging  equip- 
ment— Radiographic  Units,  R/F  Units,  Mobile  C- 
Arm  Units,  Mammo  Units,  Ultrasound,  and  Urology 
Units.  All  equipment  guaranteed,  and  delivery  avail- 
able to  any  location.  Call  or  write  B&D  X-Ray 
Company,  P.O.  Box  14330,  Fort  Worth,  Texas  76117; 
817  831-1285. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
512  346-2100,  KRT  Management,  P.O.  Box  9802-138, 
Austin,  Texas  78766. 

56  Acres  North  of  Dallas — Near  Pilot  Point  in  great 
horse  country.  County  road  and  two  sides  with  wa- 
ter, electricity  and  telephone  service  to  the  prop- 
erty. Beautiful  trees  with  rich  sandy  loam  soil. 
$3,000  per  acre  with  terms.  Harry  Cray,  817  686- 
2526  or  214  416-5735  (after  6 pm). 

Physicians — For  sale  or  lease.  Walk-in  clinic  lo- 
cated in  fastest  growing  area  in  Virginia.  50  miles 
south  of  Washington,  DC.  Average  30-40  patients 
daily.  Complete  modern  facility.  Send  inquiries  to 
Spotswood  Medical  Center,  4103  Lafayette  Blvd., 
Fredericksburg,  Virginia  22401,  attention  Linda. 

Austin,  For  Sale — 1200  square  foot  office  in  internal 
medicine  clinic.  Ideal  for  IM  subspecialist.  Across 
street  from  South  Austin  Medical  Center.  X-ray 
facilities  in  building.  Three  exam  rooms,  lab  space, 
large  consultation  area,  business  area,  recently  re- 
modeled reception  area.  Shared  receptionist,  copier. 
Plenty  of  free  parking.  512  328-1853  evenings. 


Practices 

Practice  For  Sale — Dallas,  Casa  Linda/White  Rock 
East  area.  Doctor  retiring.  Well  established  practice, 
excellent  for  internal  medicine  or  family  practice. 
Contact  PMA,  Gary  Clinton,  Medical/Dental  Ap- 
praisor.  Consultant,  Practice  Broker.  214  327-7765. 

For  Sale — Family  practice.  West,  Texas,  yery  large 
clinic,  room  for  two  family  practice  doctors.  Higti 
gross,  excellent  net.  Six  treatment  rooms,  well 
eouipped.  Osteopathic  practice.  Contact  Cary  Clin- 
ton, PMA,  214  327-7765.  Practice  Appraisals/Sales. 
Health  care  professional  consultant  for  14  years. 

Internist  (MD) — Excellent  opportunity  to  purchase  a 
fully  equipped  office  (building,  equipment,  and 
practice)  in  Central  Texas.  Facility  can  accommo- 
date three  to  six  doctors.  Two  minutes  from  new 
109-bed  hospital.  Terms  possible.  Call  Clarence 
Miller,  512  353-1125,  leave  word. 

Retiring  34  year  old  internal  medicine  practice  free. 

Equipment  almost  free  (less  than  20%  replacement 
cost).  1,700  sq.  ft.  building  for  sale  at  mutually 
agreed  market  value  or  cheap  lease.  Fully  equipped. 
Good  location  for  FP  also.  Available  now.  Roy 
Daugherty,  MD,  4006  W.  33rd,  Amarillo,  Texas 
79109;  806  355-7447. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

For  physicians  and  residents,  start-up  practitioners, 

and  established  physicians — Unsecured  signature 
loans  $5,000-560,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deferred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal,  Dept.  114. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
brokerage  consulting  services.  We  can  help  you 
make  the  right  decisions.  For  a free  brochure  call 
or  write  Practice  Dynamics,  P.O,  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911, 


CONTINUING  EDUCATION 


1988  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska.  China/Orient,  Europe,  New  England/Canada, 
Trans  Panama  Canal,  South  Pacific.  Approved  for 
24-28  CME  Cat.  1 credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Registration 
limited.  Prescheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences, 
189  Lodge  Avenue,  Huntington  Station,  New  York 
11746.  516  549-0369. 

FLEX  Preparation — May  1988  intensive  one  week  re- 
view course  in  Norfolk,  Virginia  by  professors,  MDs 
and  PhDs,  medical  authors.  Prepare  yourself 
thoroughly  and  professionally  in  the  basic  sciences 
and  clinical  disciplines.  This  course  is  designed 
specifically  for  this  exam.  Study  notes  provided. 
USNBE  Review  Center,  P.O.  Box  767,  Friendswood, 
Texas  77546;  713  482-8597. 


Attention  Primary  Care  Physicians 

Increase  Your  Skills  • Increase  Your  Income 
Learn  : Allergy  testing,  audiometry,  cryosurgery, 
colposcopy,  dermatologic  techniques,  flexible 
sigmoidoscopy,  holter  monitoring,  joint  injection 
techniques,  nasopharyngoscopy,  pulmonary 
function  testing,  vascular  flow  testing,  and  more. 
Where  : Hyatt  Regency  DFW,  Dallas 
When '.April  9 -10, 1988 
Fee  : $375 

Accredited  - Limited  Registration 
Contact : Current  Concept  Seminars 
3301  Johnson  St. 

Hollywood,  FL  33021 
(305)  966-1009 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street.  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Continuing  Education  director}’ 


COURSES 


APRIL 

Cardiovascular  Disease 
April  7-9,  1988 

ANNUAL  SPRING  AUSCULTATION  SESSION.  Marriott  Medical  Center, 
Houston.  Fee  $275.  Category  1,  AMA  Physician's  Recognition  Award; 

16  hours.  Contact  Susan  Murray,  Texas  Heart  Institute,  Office  of  Medi- 
cal Director,  PO  Box  20345,  Houston,  TX  77225  (713)  791-2157 

April  25-27,  1988 

NEW  STRATEGIES  IN  CARDIOLOGY  Hotel  Inter  Continental,  Hilton 
Head  Island,  SC.  Fee  $340  members  of  American  College  of  Car- 
diology, $405  nonmembers,  $225  residents,  fellows.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 3 hours.  Contact  Registration  Secre- 
tary, Extramural  Programs  Dept,  American  College  of  Cardiology,  9111 
Old  Georgetown  Rd,  Bethesda,  MD  20814  (800)  253-4636 

Family  Medicine 

April  12-17,  1988 

4TH  ANNUAL  FAMILY  MEDICINE  REVIEW  Austin,  Tex.  Fee  $350 
Category  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 

April  18-22,  1988 

2ND  ANNUAL  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston, 
Tex.  Fee  $450,  Category  1,  AMA  Physician’s  Recognition  Award;  40 
hours.  Contact  Gail  Norris,  Office  of  Continuing  Education,  The  Uni- 
versity of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route 
J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

General  Medicine 

April  9-10,  1988 

PROCEDURAL  SKILLS  FOR  PRIMARY  CARE  PHYSICIANS  Hyatt  Re 
gency  at  the  Dallas-Ft  Worth  Airport,  Dallas.  Fee  $375.  Credit  TBA. 
Contact  Donald  Berman,  MD,  3301  Johnson  St,  Hollywood,  FL  33021 
(305)966-1009 

April  23,  1988 

ST  PAUL  DAY  IN  RHEUMATIC  DISEASES.  Grand  Kempinski  Hotel, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical 
Education,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  879-3789 

Health  Law 

April  7-8,  1988 

HEALTH  CARE  QUALITY  IN  AN  AGE  OF  COST  CUTTING.  Hyatt  Re 
gency  Hotel,  Houston.  Fee  $295.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  AAFP  prescribed.  Contact  Mark  Rothstein, 
Director,  Health  Law  Institute,  University  of  Houston  Law  Center,  4800 
Calhoun,  Houston,  TX  77004  (713)  749-3872 

Ophthalmology 


AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Barbara 
Grayson,  A.  Webb  Roberts  Center,  Baylor  Medical  Center,  3500  Gas- 
ton, Dallas,  TX  75246  ( 2 1 4 ) 820-23  i 

Orthopedic  Surgery 

April  7-9,  1988 

BLOODLESS  CARE  FOR  THE  PAINRH.  BACK:  JUSTIFICATION  AND 
TECHNIQUE  OF  ACTIVE  TREATMENT.  Loews  Anatole  Hotel,  Dallas. 
Fee  $300  physicians,  $190  residents,  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  19  hours.  Contact  Ann  Carlton,  Dept  of 
Orthopedic  Surgery,  The  llniversity  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-3525  or 
(214)688-2166 

April  13-17,  1988 

INTERNATIONAL  SOCIETY  FOR  THE  STUDY  OF  THE  LUMBAR  SPINE. 
Sheraton  Bal  Harbour,  Miami.  Fee  TBA.  Credit  TBA.  Contact  Division  of 
Continuing  Medical  Education,  D23— 3,  University  of  Miami  School  of 
Medicine,  PO  Box  016960,  Miami,  FL  33101  (305)  547-6716 

Pediatrics 

April  6-9,  1988 

SYMPOSIUM  ON  RESPIRATORY  TRACT  INFECTION  IN  CHIL- 
DREN/8TH  ANNUAL  NATIONAL  PEDIATRIC  INFECTIOUS  DISEASE 
SEMINAR.  Hilton  Hotel,  New  Orleans.  Fee  Symposium  free,  $315  semi- 
nars, $235  house  staff  and  fellows.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  7 hours  for  symposium,  18  hours  for  seminars.  AAFP 
prescribed.  Contact  Marian  Troup,  Dept  of  Pediatrics,  Southwestern 
Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3439  or  (214) 688-2166 

April  15-16,  1988 

PEDIATRIC  POSTGRADUATE  S’VMPOSIUM/1988  Marriott-Medical 
Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner  or  Vicki 
Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

April  21-22,  1988 

CANCER  IN  THE  VERY  YOUNG.  Clark  Clinic  Bldg  Auditorium,  The 
University  of  Texas  M.  D.  Anderson  Hospital  and  Tumor  Institute, 
Houston.  Fee  $35  advance.  $50  on-site.  Category  1,  AMA  Physician’s 
Recognition  Award;  13  hours.  Contact  UT  M.  D.  Anderson  Hospital, 
Conference  Services,  HMB-131,  1515  Holcombe  Blvd,  Houston,  TX 
77030 

Physical  Medicine  and  Rehabilitation 

April  8-9,  1988 

SALVAGING  THE  DIABETIC  FOOT.  Room  D 1.600,  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  $400.  Category  1 , 

AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Ann  Parchem, 
Division  of  Continuing  Education,  The  University  of  Texas  Health 
Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

April  22,  1988 

OCCUPATIONAL  AND  REHABILITATIVE  MEDICINE.  Temple,  Tex.  Fee 
$65.  Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76508  (817)  774-4083 


April  23.  1988 

EXCIMER  LASER  ANTERIOR  SEGMENT/SYMPOSIUM  AND  DEMON 
STRATION.  Plaza  of  the  Americas  Hotel,  Dallas.  Fee  $600.  Category  1 , 


Texas  Medicine 


Plastic  Surgery 
April  U-n,  1988 

t;t)NTRt)VERSlES  IN  I HK  MANACiKMENT  OF  SK.1N  TllMt)RS  Kiawali 
Island  Resort,  Kiawali,  SC.  Fee  $5"’S  member  of  American  Society  of 
Plastic  and  Reconstructive  Surgeons,  Seif’S  guest  physician.  C'ategori-  1 , 
AMA  Physician's  Rectignition  Award;  18  hours.  Contact  Plastic  Surgeri’ 
Educational  Foundation,  Exchange  Natitinal  Bank,  PO  Box  74l4(),  Chi- 
cago 60690  (312)  836-  1818 

Psychiatry 

April  9,  1988 

UPDATE  ON  CHEMICAL  DEPENDENCE  Location  TBA  Fee  TBA 
CTedit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul 
Medical  Center.  3909  Harri’  Hines  Blvd,  Dallas,  TX  "^3233  (214) 
879-3789 

April  23-24,  1988 

THE  CUTTINC;  EDGE  1988/lNNOVATlONS  IN  PSYCHOTHERAPY  : 
HEDGING  1ND1VIDUAI2^  AND  COUPLES  TO  CHANGE  Hotel  Del  Coro 
nado,  San  Diego.  Fee  8275  physicians,  8173  residents,  8123  fulltime  or 
nonpracticing  students.  Categoiy  1 , AMA  Physician’s  Recognition 
Award;  13  hours.  Contact  Office  of  Continuing  Medical  Education,  Uni- 
versity of  California  at  San  Diego,  School  of  Medicine,  La  Jolla,  CA 
92093  (619)  334-3940 

Quality  Assurance 

April  8-10.  1988 

ADVANCED  MEDICAL  STAFF  STRATEGIES  FOR  LEADERSHIP  IN 
QUALITY  ASSURANCE.  Dallas.  Fee  8425.  Category  1,  AMA  Physician's 
Recognition  Award;  1 1 hours.  Contact  Nancy  Ebert,  Director  of  Educa- 
tional Services,  Texas  Hospital  Association,  PO  Box  13387,  Austin,  TX 
78761-5387 (512) 232-9403 

Surgery 

April  1,  DEADLINE  1988 

1988  SELF-ASSESSMENT  EXAMINATION.  Mailed  directly  from  the 
American  College  Testing  (ACT).  Self-education  exercise  by  the  Ameri- 
can Society  for  Surgery  of  the  Hand,  applicable  to  all  surgety-  profes- 
sions. Deadline  for  receipt  of  requests  is  April  1,  1988,  examination 
will  be  mailed  April  15.  Deadline  for  return  of  answer  sheet  is  June  10, 
discussion  book  will  be  mailed  in  mid  July.  Fee  870.  Categoiy  1,  AMA 
Physician's  Recognition  Award;  20  hours.  Contact  American  Society  for 
Surgery  of  the  Hand.  3025  South  Parker  Rd,  Suite  65,  Aurora,  CO 
80014 

April  5-9,  1988 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Sheraton  Royal  Waikoloa 
Hotel,  Kona,  Hawaii.  Fee  8600  physicians,  8350  surgical  residents. 
Category  1,  AMA  Physician’s  Recognition  Award;  23  hours.  Contact 
June  Bovill,  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  ( 214 ) 
688-2166 

April  13-16,  1988 

COMPREHENSIVE  REVIEW  COURSE  IN  HAND  SURGERY  Chicago 
Marriott  Downtown,  Chicago.  Fee  8685.  Category  1,  AMA  Physician’s 
Recognition  Award;  30.5  hours.  Contact  the  American  Society  for  Sur- 
gety' of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  ( 303) 
755-4588 

April  21-22,  1988 

BIOTECHNOLOGY  OF  THE  BRAIN;  FUNDAMENTAL  DISCOVERIES/ 
CLINICAL  APPLICATIONS.  The  University  of  Texas  Medical  School, 
Houston.  Fee  8250.  Credit  TBA.  Contact  Marjorie  Kraft.  UT  Medical 
School,  Office  of  Continuing  Education,  6431  Fannin  St,  G.  104,  Hous- 
ton, TX  77030  (713)  792-5346 

MAY 

Cardiovascular  Disease 

May  28-30,  1988 

MASTER  APPROACH  TO  CARDIOVASCl  iLAR  PROBLEMS.  Contempo 
raty'  Resort  Hotel,  Walt  Disney  World,  Orlando,  Fla  Fee  IDA.  tYedit 
TBA.  Contact  Yolanda  Barcena,  Division  of  Cardiology',  University'  of 


Miami  School  of  Medicine,  PO  Box  016969,  Miami,  FL  33101  (305) 
549-7124  or  ( 305)  549-6975 

Family  Medicine 

May  16-20,  1988 

12TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE  Astro  Village 
Hotel  Complex,  Houston.  Fee  8490  physicians,  8325  residents  and  fel- 
lows. (Category'  1,  AMA  Physician’s  Recognition  Award;  43  hours.  AAFP 
prescribed.  Contact  Vicki  Forgac  or  Carol  Soroka,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

General  Medicine 

May  1988 

HEAR'E  DISEASE  IN  OFFICE  PRACTICE.  Grand  Kempinski  Hotel, 

Dallas.  Fee  TBA.  Credit  EBA.  Contact  Diane  Pitkin,  Dept  of  Medical 
Education,  St  Paul  Medical  Center,  5909  Harrv'  Hines  Blvd,  Dallas,  TX 
75233  (214)879-3789 

May  12-14,  1988 

AMERICAN  BACK  SOCIETY'  SPRING  SYMPOSIUM  ON  BACK  PAIN 
Grosvenor  Resort,  Orlando,  Fla.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  18  hours.  Contact  Aubrey  Swartz,  MD,  Executive 
Director,  American  Back  Society,  2647  E 14th  St,  Suite  401,  Oakland, 
CA  94601  (413) 536-9929 

Internal  Medicine 

May  16-20,  1988 

UPDATES  IN  INTERNAL  MEDICINE  Location  TBA.  Fee  TBA  Credit 
TBA.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Health  Science  Center,  5323  Harrv  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

May  23-27,  1988 

ADVANCES  IN  INTERNAL  MEDICINE.  Sheraton  Palace  Hotel,  San 
Francisco.  Fee  8440  before  April  1 , 8485  after  April  1 . Category  1 , 

AMA  Physician’s  Recognition  Award;  hours  TBA.  AAFP  prescribed. 
Contact  Postgraduate  Programs,  Dept  of  Medicine,  University  of  Cali- 
fornia, 505  Parnassus,  M979,  San  Francisco,  CA  94143—0120  (415) 
476-5208 

Ophthalmology 

May  27,  1988 

YAG/ ARGON  WORKSHOP  FOR  OPHTHALMOLOGISTS  Location  TBA. 
Fee  TBA.  Credit  TBA.  Contact  Lela  Breckenridge,  Continuing  Medical 
Education,  Presbyterian  Hospital,  8200  Walnut  Hill  Ln,  Dallas,  TX 
75231  (214) 696-8458 

Orthopedic  Surgery 

May  4-5,  1988 

CARE  OF  SPORTS  INJURIES.  Baylor  University  Medical  Center,  Dallas. 
Fee  850.  Category  1 , AMA  Physician’s  Recognition  Award;  3 hours. 
Contact  Barbara  Grayson,  Continuing  Education,  Baylor  University 
Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214)  820-2317 

May  6-8,  1988 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  8425.  Credit  TBA.  Contact  June  Bovill,  Division  of 
Continuing  Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688—2166 

May  24-25,  1988 

ANNUAL  CONFERENCE  ON  INNOVATIONS.  Learning  Center,  The  Uni- 
versity' of  Texas  Medical  Branch,  Galveston,  Tex.  Fee  8150.  Category  1, 
AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Gail  Norris, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782 (409) 761-2934 

Pathology 

May  19-21,  1988 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VII.  Dallas.  Fee  8600 
complete  course/slides,  8450  complete  course/no  slides,  8350  basic 
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course,  S125  partial  course,  8125  residents,  fellows,  medical  students. 
Category  1 , AMA  Physician’s  Recognition  Award;  24  hours.  Contact 
Ann  Parchem,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Risk  Management 

May  13-June  3,  1988 

RISK  MANAGEMENT  AND  COMPARATIVE  MEDICOLEGAL  ISSUES. 
Royal  Viking  Star  Cruise  ship,  Hong  Kong,  China,  and  Japan.  Fee  not 
available.  Category  1 , AMA  Physician’s  Recognition  Award;  28  hours. 
AAFP  prescribed.  Contact  International  Conferences,  1 89  Lodge  Ave, 
Suite  C,  Huntington  Station,  NY  1 1746  (800)  521—0076 

Surgery 

May  26-29,  1988 

AIDS,  HEPATITIS,  AND  BLOOD  TRANSFUSION:  IMPACT  ON  SUR- 
GICAL PRACTICE.  Omni  at  Charleston  Place,  Charleston,  SC.  Fee  8350. 
Category’  1 , AMA  Physician’s  Recognition  Award;  1 8 hours.  Contact  Pat 
Curl,  Meeting  Coordinator,  Cardiothoracic  Research  and  Education 
Foundation,  PO  Box  33185,  San  Diego,  CA  92103  (619)  692—91 15 

JUNE 

Cardiovascular  Disease 

June  27-29,  1988 

STRESS  AND  THE  HEART:  BEHAVIORAL,  ENVIRONMENTAL  INFLU- 
ENCES/ADVANCES IN  DIAGNOSIS,  MANAGEMENT,  Jackson  lake 
Lodge,  Grand  Teton  National  Park,  Moran,  Wyo.  Fee  8290  members  of 
American  College  of  Cardiology,  8355  nonmembers.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 3 hours.  Contact  the  Registration  Sec- 
retary', Extramural  Programs  Dept,  American  Cktllege  of  Cardiology, 

91 1 1 Old  Georgetown  Rd,  Bethesda,  MD  20814  (800)  253-4636 

Family  Medicine 

June  4,  1988 

FAMILY  PRACTICE  CLINICAL  ENCC4UNTERS  1988  The  University  of 
Texas  Health  Science  Onter,  Room  D 1.600,  Dallas.  Fee  895.  Category 
1 , AMA  Physician’s  Recognition  Award;  9 hours.  Contact  Linda  Spino, 
PhD,  Dept  of  Family  Practice  and  Community  Medicine,  The  Univer- 
sity' of  Texas  Southwestern  Medical  School,  5323  Harry’  Hines  Blvd, 
Dallas,  TX  75235  (2  U)  688-2134  or  ( 214 ) 688-2166 

General  Medicine 

June  11,  1988 

13TH  ANNUAL  INFECTIOUS  DISEASES  SEMINAR.  Location  TBA.  Fee 
TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St 
Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

June  15-18,  1988 

2ND  ANNUAL  WOMEN’S  HEALTH  ISSUES.  South  Padre  Island,  Tex.  Fee 
8300.  Category’  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st 
St,  Temple,  IX  76508  (817)  774-4083 

June  15-18,  1988 

AIDS  AND  INFECTIOUS  DISEASE  UPDATE.  South  Padre  Island,  Texas. 
Fee  8300.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours. 
Contact  Susan  larson,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple, 
TX  76508 (817) 774-4083 

Geriatrics 

June  10-12,  1988 

GERIATRIC  S3TV1POSIUM  FOR  PHYSICIANS  AND  OTHER  HEALTH 
PROFESSlONAUs.  Drake  Hotel,  Chicago.  Fee  8220  members  American 
Geriatrics  Society  before  May  10,  8240  nonmembers,  8265  on-site. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  the 
Health  and  Education  Council,  7201  Rossville  Blvd,  Baltimore,  MD 
21237  ( 301 ) 686-3610 


Obstetrics  and  Gynecology 

June  2-5,  1988 

WORKSHOPS  IN  GYNECOLOGICAL  MICROSURGERY/LASER  AND 
OPERATIVE  LAPAROSCOPY.  Presbyterian  Hospital,  Dallas.  Fee  TBA. 
Credit  TBA.  Contact  Lela  Breckenridge,  Continuing  Medical  Education, 
Presbyterian  Hospital,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

Ophthalmology 

June  12-17,  1988 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Fee  TBA.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  AAFP  prescribed.  Contact  Carol 
Soroka  or  Vicki  Forgac,  Office  of  Continuing  Medical  Education,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Otolaryngology 

June  15-16,  1988 

LASER  SURGERY  AND  SAFETY  IN  OTOLARYNGOLOGY,  Learning  Cen- 
ter, The  University'  of  Texas  Medical  Branch,  Galveston,  Tex.  Fee 
81,000.  Category’  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Martha  Berlin,  Office  of  Continuing  Education,  The  University 
of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Gal- 
veston, TX  77550-2782  (409)  761-2934 

June  15—  16,  1988 

ENDOSCOPIC  SINUS  SURGERY.  Learning  Center,  The  University  of 
Texas  Medical  Branch,  Galveston,  Tex.  Fee  8500.  Category  1,  AMA 
Physician's  Recognition  Award;  1 2 hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  The  University'  of  Texas  Medical  Branch,  3rd 
Floor  Learning  Center,  Route  J-34,  Galveston,  TX  77550—2782  (409) 
761-2934 

JUNE  17-18,  1988 

ENDOSCOPY.  San  Luis  Hotel,  Galveston,  Tex.  Fee  8250.  Category  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  'Ihe  University’  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

Pediatrics 

June  12-17,  1988 

ACUTE  CARE  PEDIAIRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Fee  8340  before  April  1;  8375  after 
April  1;  8240  residents,  fellows  before  April  1;  8275  residents,  fellows 
after  April  1 . Category  1 , AMA  Physician’s  Recognition  Award;  24 
hours.  AAFP  prescribed.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor 
College  of  Medicine,  Texas  Medical  (Center,  Houston,  TX  77030  (713) 
799-6020 

June  23-25,  1988 

1988  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis  Hotel,  Gal- 
veston, Tex.  Fee  8275.  Category’  1,  AMA  Physician’s  Recognition 
Award;  1 5 hours.  AAFP  prescribed.  Contact  Gail  Norris,  Office  of  Con- 
tinuing Education,  The  University’  of  Texas  Medical  Branch,  3rd  Floor 
Learning  Center,  Route  J-34,  Galveston,  TX  77550—2782  (409) 
761-2934 

Physical  Medicine  and  Rehabilitation 
June  21,  1988 

HEAD  INJURY:  FUNCTIONAL  OUTCOMES  AND  COMMUNITY  RE- 
ENTRY. St  David’s  Community  Hospital,  Austin,  Tex.  Fee  865.  Category 
1,  AMA  Physician’s  Recognition  Award;  3 hours.  Contact  Collin  Barnes 
or  Mark  Salmonson,  919  E 32nd  St,  Box  4039,  Austin,  TX  78765  (512) 
397-4114 

Sports  Medicine 

June  24-25,  1988 

6TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI- 
CINE. Learning  Center,  The  University  of  Texas  Medical  Branch,  Gal- 
veston, Tex.  Fee  8150.  Category’  1,  AMA  Physician’s  Recognition 
Award;  1 3 hours.  C;ontact  Gayle  Norris,  Office  of  Continuing  Edu- 
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cation.  Room  3 324,  The  l.carning  CxntcT,  li  I'MH,  (iaiveston,  I X 
■"■’S3()-2-782  (409)  761-2934 

JULY 

Internal  Medicine 

July  24-29,  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island,  lex. 
C:ontact  Susan  Lar.son,  Scott  and  White  Memorial  Ho.spital,  240 1 South 
31st  St,  Temple,  I'X  ‘"6308  (81'’)  774-4083 

AUGUST 

General  Medicine 
Aug  6,  1988 

CANCER:  PREVENTION  AND  EARLY  DETECn  iON.  Location  TBA.  Con 
tact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center. 
3909  Harr)'  Hines  Blvd,  Dallas,  I'X  73233  (214)  879-3789 

Obstetrics  and  Gynecology 

Aug  8- 12,  1988 

MATERNAL  FETAL  MEDICINE.  Copper  Mountain,  Colo.  Contact  Susan 
Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 
Temple,  TX  76308  (817)  774-4083 

SEPTEMBER 

Endocrinology 

Sept  23-24,  1988 

MANAGEMENT  OE  THE  COMPLICATIONS  OP  DIABETES.  Location 
TBA.  Contact  Lila  Lerner  or  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Obstetrics  and  Gynecology 

Sept  30- Oct  1,  1988 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY,  Houston.  Contact 
Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston 
TX  77030 (713) 799-6020 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday- Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  ( Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Pee  8430.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi 
cine.  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday — Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  8600.  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184  A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month  ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 


Thursdays,  8 am 

IN  TERNAL  MEDICINE  (iRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, lex.  (.ategory  1,  AMA  Physician's  Recognition  Award;  1 hour 
weekly.  Cktntact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 300  East  Avc,  Austin,  TX  ^8"’0 1 (312)  480-  1 869 

Thursday- Friday 

POSTfiRADlIATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA 
SONOGRAPHY.  (Date  a.ssigned  by  individual  request. ) Jefferson  Davis 
Ho.spital,  Houston,  Fee  8373.  Category  I,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
C.ontinuing  Education  184-A,  Bav'lor  C.ollege  of  Medicine,  One  Baylor 
Plaza,  Houston,  I'X  ■7"’030  (^13)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

I EAf.HING  (iASE  CONFERENCE.  Park  Place  Ho,spital,  Port  Arthur,  Tex. 
f.ategor)'  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur  TX  77640  (409) 
983-4931 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  I-he  Methodist  Hospital,  Houston.  Fee 
81,000  physicians;  8300  residents  and  fellows.  Categor)  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurger)  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  8 1 ,000  physicians  for  40  hours;  8 1 ,600 
physicians  for  80  hours;  8800  residents  and  fellows  for  40  hours; 

81,200  residents  and  fellows  for  80  hours.  Categor)-  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  l,ab.  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713) 
799-4336 

Feb-April  1988/April  23-May  6,  1988 

29  TH  ANNUAL  POSTGRADUATE  INSTITUTE  FOR  PA  THOLOGISTS 
IN  CLINICAL  C'VTOPATHOLOGY/SUBSPEf:iAi;TY  RESIDENCY  IN 
CLINICAL  OTOPATHOLOGY.  Home  Study  Course  A,  Feb-April;  In- 
Residence  Course  B,  April  23-May  6,  1988.  Johns  Hopkins  Medical  In- 
stitutions, Baltimore,  MD.  Pre-registration  must  be  accomplished  be- 
fore March  23,  1988.  Contact  John  Frost,  MD,  604  Patholog)-  Bldg,  The 
Johns  Hopkins  Hospital,  Baltimore,  MD  21205  ( 301  ) 933-3522 


TELECONFERENCE  NETWORK  OF  TEXAS 


Ever)’  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence C;enter,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
833  program,  hospital  subscription  program.  Categor)-  I,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284 (512) 691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi 
cian’s  Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  As.so- 
ciation,  1801  N I,amar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

MARCH 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION— 4 hours 

HOW  TO  IMPROVE  YOUR  THIRD  PARTY  REIMBURSEMENT— 

2 hours 

March  16,  1988,  Beaumont  Hilton,  Beaumont 
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March  17,  1988,  Marriott  Hotel — Galleria,  Houston, 

March  18,  1988,  Holiday  Inn — Hobby  Airport,  Houston 

March  24,  1988,  Embassy  Suites,  Austin 

March  25,  1988,  Sheraton  Tyler  Inn  and  Towers,  Tyler 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 6 hours 

March  23,  1988,  Location  TBA,  San  Antonio 

March  24,  1988,  Sheraton  Central  Park  Hotel,  Arlington 

APRIL 

PLANNING  FOR  RETIREMENT— hours  TBA 
April  9,  1988,  Dallas  Marriott  Quorum,  Dallas 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 6 hours 
April  14,  1988,  Location  TBA,  Austin 
April  15,  1988,  Location  TBA,  Houston 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


MARCH 

■RURAL  OR  SMALL  HOSPITAL  SPRING  FORUM,  San  Antonio,  March 
10-11,  1988.  Contact  John  BoflF,  Texas  Hospital  Association,  PO  Box 
15587,  Austin,  TX  78761  (512)465-1020 

■SERIES  IN  CHRONIC  PAIN  MANAGEMENT/THE  LATEST  IN  TREAT- 
MENT FOR  HEADACHES  AND  STRESS,  Houston,  March  26,  1988.  Con- 
tact Mike  Klaybor,  PhD,  Texas  Pain  and  Stress  Center,  6550 
Mapleridge,  Suite  206,  Houston,  TX  77081  (713)  661-5999 

APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  SPRING  MEETING,  Palm  Beach,  Fla,  April  28-30,  1988. 
Contact  Joyce  Neill  or  Judy  Woods,  AAFPRS,  1101  Vermont  Ave,  NW, 
Suite  404,  Washington,  DC  20005  (202)  842-4500 

AMERICAN  CLEFT  PALATE  ASSOCUTION  45TH  ANNIVERSARY 
MEETING,  Williamsburg,  Va,  April  26—29,  1988.  Contact  the  American 
Cleft  Palate  Association,  331  Salk  Hall,  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261  (412) 681-9620 

■NATIONAL  STUDENT  RESEARCH  FORUM  29TH  NATIONAL  MEET- 
ING, The  University  of  Texas  Medical  Branch,  Galveston,  April  6-8, 
1988.  Contact  National  Student  Research  Forum,  PO  Box  54,  Sta  1, 
UTMB,  Galveston,  TX  77550  (409)  761-3762 

MAY 

AMERICAN  GERIATRICS  SOCIETY  45TH  ANNUAL  MEETING/9TH  AN 
NUAL  MEETING  OF  THE  AMERICAN  FEDERATION  FOR  AGING  RE 
SEARCH,  Anaheim,  Calif,  May  19-22,  1988.  Contact  Kelly  DeAngelis, 
AGS,  770  Lexington  Ave,  Suite  400,  New  York,  NY  10021  (212) 
308-1414 

■AMERICAN  RHEUMATISM  ASSOCIATION/52ND  ANNUAL  SCIEN- 
TIFIC MEETINGS,  Houston,  May  23—28,  1988.  Contact  Lynn  Forbes, 
Director  of  Communications,  American  Rheumatism  Association,  1 7 
Executive  Park  Dr  NE,  Suite  480,  Atlanta,  GA  30329  (404)  633-3777 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN 
TATION  23RD  ANNUAL  MEETING,  Washington,  DC,  May  14-18, 

1988.  Contact  AAMI,  1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  VA 
22209-1699  (703)  525-4890 

NATIONAL  INSTITUTES  OF  HEALTH  CONSENSUS  DEVELOPMENT 
CONFERENCE:  COCHLEAR  IMPLANTS,  Bethesda,  Md,  May  2-4,  1988, 
Contact  Conference  Registrar,  Prospect  Associates,  Suite  500,  1801 
RockvUle  Pike,  Rockville,  MD  20852  C301 ) 468-MEET 

■TEXAS  MEDICAL  ASSOCIATION  ANIVUAL  SESSION,  San  Antonio, 
May  11  — 15,  1988.  Contact  Robert  Mickey,  Executive  Vice  President, 
1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 


HELP YOUR 
COLLEAGUES 
HELP 

THEMSELVES 

It’s  a fact.  A shortage  of  funds  can  prevent  an 
impaired  physician  from  getting  the  help  he  or 
she  needs  and  wants. 

The  Physician  Health  and  Rehabilitation  Assis- 
tance Fund  was  established  by  the  Texas  Medi- 
cal Association  Committee  on  Physician  Health 
and  Rehabilitation  primarily  to  provide  assis- 
tance to  impaired  physicians  who  cannot  afford 
treatment  for  substance  abuse  or  other 
problems. 

Financial  assistance  is  provided  in  the  form  of  a 
loan,  with  funds  usually  sent  directly  to  providers 
of  care. 

Please  help  TMA  help  your  colleagues.  Support 
the  TMA  Physician  Health  and  Rehabilitaton 
Assistance  Fund.  Your  contribution  is  tax 
deductible. 

If  you  would  like  to  know  more  about  how  the 
fund  assists  indigent,  impaired  physicians,  call 
TMA  at  512/477-6704,  ext.  141. 


TMA  PHYSICIAN  HEALTH 
AND  REHABILITATION 
ASSISTANCE  FUND 

I want  to  support  the  Physician  Health  and  Re- 
habilitation Assistance  Fund.  Enclosed  is  my  tax 
deductible  contribution  in  the  amount  of: 

$25  $100 

$50  $ 

Name 

Address 


Please  return  this  form  to:  Texas  Medical  Asso- 
ciation, Physician  Health  and  Rehabilitation  As- 
sistance Fund,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


auto  leasing  company 
endorsed  by  the  Tarrant 
County  Medical  Society, 
with  good  reason.  Call 
our  toll-free  number  for 
more  information. 


1-800-332-6137 


NORTHSTAR  LEASING 


4101  West  Plano  Parkway 
Plano,  TX  75075 
214-964-5885 


SCOTr&>?^lIITE 


Texas  A&M  University 
College  of  Medicine 


Fourth  Annual 
FAMILY  MEDICINE  REVIEW 

Selected  Topics  With  Testing  Techniques 

for  Board  Exams 
Hyatt  Regency  Hotel 
AUSTIN,  TEXAS 

April  12-17,  1988 


For  more  information  or  to  register  contact:  Office  of  Continuing  Medical  Education,  Scott  and  White, 
Temple,  Texas  76508,  (817)  774-4073- 


Timberlawn  Psychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services  v 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

Admissions:  P.O.  Box  11288  Dallas, 


• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program  . 
Residential  After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 
•J(]AH  Approved 

75223;  214/381-7181;  1-800426-4944 
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Our  team  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessuer,  Houston,  Te.\m  77080  (713)  462-4000 


We  are  looking  for  dedicated  physi- 
cians, physicians  who  want  to  be,  not 
salesmen,  accountants,  and  lawyers, 
but  physicians.  For  such  physicians, 
we  offer  a practice  that  is  practically 
perfect.  In  almost  no  time  you  experi- 
ence a spectrum  of  cases  some  physi- 
cians do  not  encounter  in  a lifetime. 
You  work  without  worrying  whether 
the  patient  can  pay  or  you  will  be 
paid,  and  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the 


physicians  who  have  joined  the 
Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-rang- 
ing opportunities  for  the  student, 
the  resident,  and  the  practicing 
physician. 

Army  Medicine  offers  fully  accred- 
ited residencies  in  virtually  every 
specialty.  Army  residents  generally 
receive  higher  compensation  and 
greater  responsibility  than  do  their 
civilian  counterparts  and  score 
higher  on  specialty  examinations.  If 


you  are  currently  in  a residency 
program  such  as  Orthopedics,  Neuro- 
surgery, Urology,  General  Surgery, 
or  Anesthesiology,  you  may  be  eligi- 
ble for  the  Army’s  Sponsorship 
Program. 

Army  Medicine  offers  an  attractive 
alternative  to  civilian  practice.  As  an 
Army  Officer,  you  receive  substan- 
tial compensation,  extensive  annual 
paid  vacation,  a remarkable  retire- 
ment plan,  and  the  freedom  to  prac- 
tice without  endless  insurance  forms, 
malpractice  premiums,  and  cash 
flow  worries. 


Army  Medicine: 

The  practice  that’s 
practically  all  medicine. 


AMEDD  Personnel  Counselor 
Dallas,  Texas  (214)767-0818 

San  Antonio,  Texas  (512)  826-6530 


YOUR  ROCHE  REPRESENTATIVE 
WOULD  LIKE  YOU  TO  HAVE 
SOMETHINGTHATWILL... 


. . . improve  patient  satisfaction  with  office  visits 
. . . improve  patient  compliance  with  your  instructions 
. . . reduce  follow-up  calls  to  clarify  instructions 


The  new  Roche  product  books 


• Offer  a supplement  to,  not  a substitute  for,  patient  contact 

• Support  your  specific  instructions  to  the  patient 

• Provide  a long-term  reinforcement  of  your  oral  counseling 

Because  you  are  the  primary  source  of  medical  information  for  your  patients, 
we  invite  you  to  look  over  the  Roche  Product  Booklets  shown  below  and  ask 
your  Roche  representative  for  a complimentary  supply  of  those  applicable  to 
your  practice. 


BACTRIM" 

br»nd  of  thmcthopnm 
•nd  luiftmethouttolWRoeh^ 


ROCHE 

MEDICATION 

ME 

EDUCATION 


Medicines  that  matter  from  people  who  care 


COPITTEOTO,  p™™ 

EXCELLENCE  tACHIEVEMENT 


AWARD 


Presenting 
the  winners  of  the  1988 
Roche  President’s  Achievement  Awards 


Roche  Laboratories  is  proud  to  honor  these  outstanding  sales  representatives, 
chosen  for  their  unparalleled  dedication  to  the  health-care  field,  professionalism 
and  consistent  high  level  of  performance.  Please  join  us  in  congratulating  these 
exceptional  individuals. 


Rebecca  A.  Boyd 


Arthur  D.  McGee 


Lisa  S.  Brown 


Lisa  F.  McGlone 


Susan  M.  Erskine 


Smith  L.  Miller 


B.  Leon  Horton 


Jack  L.  Morrison 


Turn  to  the  preceding  page  and  find  out  how  your  award-winning 
Roche  representative  can  help  both  you  and  your  patients. 


Texrts'  f^edicine 


VOLUME  8-4  APRIL  1988 


De%oted  to  the  interest  of  the  medical 
profession  ;ind  public  health  in  Texas 
BOARD  OF  PUBLICATION 
William  Gordon  McGee.  MD.  El  Paso 
Chairman 

Drue  O.  D.  Ware,  MD.  Fon  Wonh 
Vice  Chairman 
J.  Forrest  Fitch.  MD,  McAllen 
Secretarv’ 

James  M.  Graham.  MD.  Austin 
Harold  R High.  MD.  Cuero 
Joseph  T.  Painter.  MD,  Houston 
Elgin  W Ware.  Jr.  MD.  Dallas 
TMA  OFFICERS 
David  Vanderpool.  MD.  Dallas 
President 

E.  Rubin  Bernhard,  MD.  San  Antonio 
Vice  President 

Val  F.  Borum.  MD.  Fon  Worth 
President  Elea 

Bern*  P.  Stephenson,  MD,  Houston 
Treasurer 

Margie  B.  Peschel,  MD,  Fort  Worth 
Secretary 

Robert  G.  Micke\’.  Austin 
Executive  Vice  President 

EDITORIAL  STAFF 
1801  N Lamar  Blvd,  Austin  "'8701 
Telephone  (512)  477-6704 
Rae  Vajgert,  Managing  Editor 
Jim  Busby,  Articles  Editor 
Donna  B.  Jones,  News  Editor 
Kathy  Trombatore,  Produaion  Manager/ 
Editorial  Assistant 

PatU'  lllich,  Administrative  Secretary’/ 
Production  Assistant 

ADVERTISING  STAFF 

1801  N Lamar  Blvd,  Austin  78701 

Anne  Grubbs,  Advertising  Manager 

EDITORIAL  COMMITTEE 

John  A.  Mangos,  MD,  San  Antonio 

Chairman 

Peter  C.  Cianizaro,  MD.  Lubbock 
William  J.  deGroot.  MD,  Galveston 
Don  E.  Flinn,  MD.  Lubbock 
Marvin  Forland,  MD,  San  Antonio 
Frank  H Gardner.  MD.  Galveston 
Glen  E,  Joumeay.  MD,  Austin 
Norman  M.  Kaplan,  MD,  Dallas 
Irw'in  Krakoff.  MD.  Houston 
Kenneth  L.  Mattox,  MD.  Houston 
L.  Charles  Powell.  Jr.  MD,  Galveston 
Irving  A.  Ratner,  MD,  San  Antonio 
Alice  L.  Smith.  MD.  E>allas 
Giro  V.  Sumaya.  MD.  San  Antonio 
David  A.  Swanson.  MD.  Houston 
Luther  B Travis.  MD.  Galveston 
Paul  R Young.  MD,  Galveston 

SUBSCRIPTIONS 

1801  N Lamar  Blvd,  Austin  78701 

do  Business  Office 

Texas  Medicine  (ISSN  0040-4470)  is  pub- 
lished monthly  by  the  Texas  Medical  Asso- 
ciation. 1801  N Lamar  Blvd,  Austin.  TX 
78701 

Subscription  rates  are:  Members.  $16  per 
year;  nonmembers  and  institutions,  $20 
per  year;  foreign,  $24  US  currenq’;  single 
copy.  $2  plus  $.16  sales  tax. 

Second  class  post^e  paid  at  Austin.  Texas, 
and  additional  mailing  office 
Postmaster;  Send  address  changes  to 
Texas  Medical  Association,  do  Member- 
ship Department.  1801  N Lamar  Blvd,  Aus- 
tin. TX  78701. 

The  articles  published  in  Texas  Medicine 
represent  the  opinions  of  the  authors,  and 
do  not  necessarily  reflea  the  official  pol- 
icy of  the  Texas  Medical  Association 
Publication  of  an  advertisement  is  not  to 
be  considered  an  endorsement  or 
approval  by  the  Texas  Medical  Association 
of  the  produa  or  service  involved. 
Copyright  © 1988  by  the  Texas  Medical 
Association.  Owned  and  issued  monthlv 
by  the  Association. 

Postmaster  Please  direa  correspondence 
to  Rae  Vajgen.  Managing  Editor,  1801  N 
Lamar  Blvd.  Austin.  TX  78701. 


Contents 

ARTICLES 

29  Occupational  pesticide  poisoning:  reportable  disease  in  Texas 

Jean  D,  Brender,  RN.  PhD;  Patricia  A.  Honchar,  MS,  PhD;  Charles  E.  Alexander,  MD. 
Dr  PH;  Richard  A.  Beauchamp,  MD 

39  The  preparticipation  sports  examination  in  Special  Olympics  athletes 

David  P.  McCormick,  MD;  Frank  M.  Ivey,  Jr,  MD;  Daniel  M.  Gold,  MD; 

Donna  M.  Zimmerman,  RPT;  Susan  Gemma,  MSRD;  MaryJ.  Owen,  MD 

44  Review  of  mesothelioma  incidence  and  mortality  in  Texas 

Nanc\’  S.  Weiss,  MPH;  Lucina  Suarez,  MS;  Patricia  A.  Honchar,  MS,  PhD; 

Jeanne  Martin,  PhD 

50  Coding  and  audits — an  opinion 

Frederick  L.  Merian,  MD 

58  Texas  Cancer  Data  Center:  now  online 

Kathleen  A.  Pfalzgraf,  Dr  PH;  Diana  Brooks,  MS;  Stephanie  Dubinsky,  MPH; 

Carolyn  E.  Giusti,  BA;  Mark  J.  Stine,  MPH;  Jack  L.  Franklin,  PhD 

EDITORIALS 

4 Physicians  need  to  analyze,  document  MAAC  profile  data 

Louis  J.  Goodman,  PhD 

4 Texas  Cancer  Registry  revisited 

Martin  N.  Raber,  MD 

FEATURE 

73  Annual  session  in  San  Antonio:  Be  there! 

Donna  B.  Jones 

MEDICINE 

AND  THE  LAW 

78  Credentialling  the  new  applicant 

Cindy  A.  Orsund,  CMSC;  Donald  P.  ' 

— practical  advice 

■Rocky " Wilcox,  ID 

NEWS 

TMA  in  action 

9 Board  previews  proposals  that  go  to 
delegates  in  May 

9 Physicians  determine  future  of 
medicine.  Dr  John.son  says 

11  TMA  sponsors  conference  for  CME 
administrators 

1 1 Cruise  takes  TMA  members  through 
Dutch  waterways 

12  1988  Annual  Session  features  more 
exhibits  than  ever 

Health  line 

12  TSBP  seeks  regulation  of  some  mail- 
order pharmacies 

12  Sylvatic  plague  epizootic  reponed  in 
West  Texas 

14  TDH  adopts  rules  about  reporting 
HLV  infection 

14  Texas  Diabetes  Control  Project 
targets  diabetic  health  care 
Socioeconomic  news 

15  Patients  equally  satished  with 
foreign,  US  physicians 

15  JCAHO  changes  standards  regarding 
autopsies 

15  CHAMPUS  expands  coverage  of  in- 
home  monitors  for  infants 

Capital  comments 

21  Physicians  join  state  boards, 
appointments  committee  reports 

21  Choose  honest,  qualihed  judges. 

Chief  Justice  Phillips  urges 

22  Newsmakers 

DEPARTMENTS 

7 Letters 

70  More  on  the  subjects 

72  Information  for  authors 

76  Clinical  abstracts 

83  Deaths 

85  Medicine  in  literature 

99  Continuing  education  directory' 

ON  THE  COVER 

This  month's  cover  article,  "Occupational 
pesticide  poisoning:  reportable  disease  in 
Texas,  " focuses  on  the  incidence, 
recognition,  and  control  of  acute 
occupational  pesticide  poisoning  The 

anicle,  page  29,  is  written  by  Jean  D. 
Brender,  RN,  PhD;  Patricia  A.  Honchar, 

MS,  PhD;  Charles  E.  Alexander,  MD, 

Dr  PH;  and  Richard  A,  Beauchamp,  MD. 
Cover  design  by  Ed  Triggs. 

COMING 

NEXT  MONTH 

Anicles  scheduled  for  the  May  issue 
of  Texas  Medicine  deal  with  the  history 
of  drug  abuse  treatment  in  Texas, 
comprehensive  care  for  hemophiliacs 
in  South  and  West  Te.xas,  neuroleptic 

malignant-like  sy’ndrome,  diabetic 
retinopathy,  mass  screening  for  breast 
cancer,  and  the  increase  in  the  cost  of 
health  insurance. 

Editorials 


Physicians  need  to  analyze, 
document  MAAC  profile  data 

Procedure  coding  for  third-party  reimbursements  may  be  the 
most  misunderstood  part  of  the  Medicare  program.  The  Bud- 
get Reconciliation  Act  of  1987  does  not  call  for  an  increase  in 
the  Maximum  Allowable  Actual  Charge  levels  (MAAC),  nor 
will  the  reasonable  charge  screens  for  physician  and  nonphysi- 
cian services  be  updated. 

The  major  update  in  payments  for  physician  services  will 
take  place  after  March  31,  1988,  when  the  Medicare  Economic 
Index  is  increased  for  both  participating  and  nonparticipating 
physicians.  There  are  other  provisions  of  the  new  tax  law  built 
upon  previous  Omnibus  Budget  Reconciliation  Acts,  with  vari- 
ous complex  formulas  for  calculating  customary  and  prevailing 
charges  for  physician  services.  To  assist  physicians  in  1987,  the 
Texas  Medical  Association  developed  a computerized  software 
program  to  calculate  the  MAACs  based  on  a physician’s  own 
prevailing  and  customary  data. 

In  his  article  on  coding  and  audits  (p  50),  Dr  Frederick  Mer- 
ian  has  evaluated  his  practice  with  respect  to  the  types  of 
review  and  audits  conducted  by  the  Health  Care  Financing  Ad- 
ministration and  its  Medicare  carrier.  Blue  Cross/Blue  Shield  of 
Texas.  He  has  compiled  a list  of  common  and  frequently  used 
CPT  codes  together  with  the  required  documentation  needed 
to  provide  sufficient  information  to  meet  the  carrier’s  docu- 
mentation requirements. 

Dr  Merian’s  article  provides  an  important  review  and  first 
step  in  developing  a baseline  for  physicians  in  determining 
what  documentation  is  required  and  how  the  word  “docu- 
mentation” is  defined  for  a carrier  by  CPT  code. 

It  is  important  to  point  out — based  on  Dr  Merian’s  analy- 
sis— that  providing  too  much  information  is  probably  just  as 
problematic  as  providing  too  little  information,  since  the  car- 
rier is  unable  to  sort  through  substantial  amounts  of  informa- 
tion efficiently.  It  is  also  important  that  all  physicians  obtain 
their  customary  and  prevailing  charge  reports  so  that  they  can 
be  checked  for  errors  and  to  determine  whether  they  reflect 
the  practice’s  charges  for  the  period  the  data  were  collected.  If 
there  are  errors  in  the  profile,  they  are  probably  the  result  of 
poorly  submitted  claims,  poorly  coded  claims,  or  uncoded 
claims;  physicians  should  analyze  this  information  carefully 
with  respect  to  their  billing  statements.  Corrections  should  be 
directed  to  the  Medicare  carrier:  Medicare  Part  B,  Blue  Cross/ 
Blue  Shield  of  Texas,  Inc,  PO  Box  660031,  Dallas,  TX 
75266-0031. 

The  Texas  Medical  Association  sponsors  a series  of  work- 
shops that  address  such  topics  as  “Improving  Third  Party  Re- 
imbursement,” “Insurance  Claims  Preparation  and  Coding,” 
and  “Maximizing  MAAC  in  1988.”  These  workshops  are  sched- 
uled throughout  the  state  each  year.  For  more  information, 
contact  the  TMA  Office  of  Practice  Management  at  ( 5 1 2 ) 
477-6704,  ext  262. 

Additional  information  on  this  topic  should  be  forwarded  to 
the  Texas  Medical  Association’s  Division  of  Medical  Economics 


for  the  compilation  of  a “documentation  coding  manual”  to  in- 
crease physicians’  understanding  of  procedure  coding  and  car- 
rier audits. 

LOUIS  J.  GOODMAN,  PhD 

Director,  TMA  Division  of  Medical  Economics,  1 80 1 N Lamar  Blvd,  Austin,  TX 
78701. 


Texas  Cancer  Registry  revisited 

The  article  by  Weiss  and  associates  in  this  issue  of  Texas  Medi- 
cine (p  44)  addresses  the  incidence  of  mesothelioma  in  Texas. 
It  is  based  on  data  collected  by  the  Texas  Cancer  Registry.  As 
most  readers  are  aware,  funding  for  the  registry  was  vetoed  by 
Gov  William  P.  Clements  in  August  1987,  and  the  registry 
ceased  to  function  in  October.  Fortunately,  after  months  of  ne- 
gotiations, the  Texas  Cancer  Council  (TCC)  and  the  Texas  De- 
partment of  Health  (TDH)  have  reached  agreement  on  the 
scope  and  funding  of  the  cancer  registry. 

Following  the  opinions  of  an  advisory  panel  and  a realistic 
assessment  of  the  resources  of  the  Texas  Cancer  Council,  the 
TDH  has  reinstituted  a registry  which  will  collect  cancer  inci- 
dence data  from  hospitals  across  the  state.  Texas  will  finally 
have  a truly  statewide  reporting  system  as  mandated  in  the 
Texas  Cancer  Control  Act  of  1979. 

At  a recent  meeting  of  the  Texas  Medical  Association  Com- 
mittee on  Cancer,  members  of  the  committee  were  reassured 
that  the  new  system  is  already  in  operation  and  no  data  from 
the  period  when  the  registry  was  closed  will  be  lost. 

Both  the  TCC  and  TDH  should  be  congratulated  for  having 
averted  a serious  breach  in  the  fight  against  cancer.  However,  it 
is  important  that  hospitals  and  physicians  understand  both  the 
advantages  and  limitations  of  the  new  registry.  While  the  regis- 
try will  collect  data  on  a statewide  basis,  only  a “minimum  data 
set”  will  be  recorded.  This  will  provide  limited  patient  demo- 
graphics, the  site  and  cell  type  of  cancer,  and  date  of  diagnosis. 
More  detailed  data  should  be  kept  by  the  tumor  registry  of  the 
reporting  hospital.  This  provides  for  a two-tiered  system  in 
which  the  state  registry  will  provide  cancer  incidence  data, 
allowing  investigators  to  identify  areas  of  increased  incidence 
or  interest  for  more  focused  research,  which  will  depend  on 
the  records  of  the  local  hospitals  involved.  Clearly  this  de- 
mands that  all  hospitals  develop  and  maintain  effective  tumor 
registries.  The  TCC  and  the  TMA  Committee  on  Cancer  con- 
sider local  tumor  registration  a vital  part  of  the  state’s  program 
for  cancer  control,  and  both  are  available  to  help  hospitals  in 
the  state  develop  and  maintain  such  registries. 

MARTIN  N.  RABER,  MD 

Guest  Editor,  “Cancer  Update,”  Texas  Medicine.  Division  of  Medicine,  The 
University  of  Texas  Cancer  Center,  M.D.  Anderson  Hospital  and  Tumor  Institute, 
1515  Holcombe  Blvd,  Houston,  TX  77030. 
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Slow-K 

potassium  chloride 
slow-relecise  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chibride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations.  ! 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 
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CIBA 


The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12-year  record  of  efficacy' 

□ It’s  safe— unsurpassed  by  any  other  KCl  tablet  or  capsule^* 

□ It’s  acceptable  vs  liquids— greater  palatability  fewer  Gl  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mtq- in  low-dosage  supplementation^^ 

□ It’s  economical— less  expensive  than  all  other  leading  KCl  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Slow-K^ 

potassium  chloride 
slow'release  tablets  8mEq(6ooms) 


For  patients  who  can't  or  won't  tolerate  liquid  KCl. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  pottissium  following  oral  administration  of  30  mtq  K-Tab 
compared  to  24  mtq  Slow-K  in  diuretic-treated  hypertensives  (n  = 20)  over  8 weeks. 

C I B A 


References:  1.  Data  on  file.  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchiardo  SR.  Wojciechowski  NJ,  et  al:  Liquid  and  solid  potassium 
chloride.  Bioavailability  and  safety  POarmacor/rerapy  1980, 4(6):392-397 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics.  Drug  Inlell  Clin  Pharm 
1987:21  436-440 


Slow-K* 

otassium  cfiloride  USP 
low-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATfONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  ANO 
BLEEDING  WITH  SLDW-RELEASE  PDTASSIUM  CHLDRIDE  PREPARA- 
TIDNS.  THESE  DRUGS  SHDULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIOUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis:  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions:  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure:  hepatic  cirrhosis  with  ascites: 
states  of  aldosterone  excess  with  normal  renal  function:  potassium-losing 
nephropathy:  and  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  reoeiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  it  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CRNTRAINDfCATfONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g.,  spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

eatients  with  esophageal  compression  due  to  an  enlarged  left  atrium 
fARNINGS 

Hyperkalerrria  (See  OVERDOSAGE), 

In  patients  with  impaired  mechahisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
erkalemia  can  develop  rapidly  and  be  asymptomatic 
he  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 

potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 

triamterene),  since  the  simultaneous  administration  of  these  agents  can 

produce  severe  hyperkalemia 

Gasiroinleslinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  cohcentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,900  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  lOO.OOO  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States,  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  humber  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs 
Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Informafion  lor  Palienis 

Physicians  should  consider  reminding  the  patient  of  the  following: 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astrointestinal  bleeding  is  noticed 

aborafory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  ot 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Inferacfions 

Potassium-sparing  diuretics:  see  WARNINGS, 

Carcinogenesis.  (Mutagenesis,  Impairment  of  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity,  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Siow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  ot  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGE).  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS): other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely, 

DVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excreto^ 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia IS  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  ot  T waves,  (oss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  ot  potassium- 
sparing diuretics:  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml:  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate:  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  beeh  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMtNISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  thetotal  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  the 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion  Large  numbers  of 
tablets  should  be  given  in  divided  doses. 

Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed, chewed,  or  sucked. 

HOW  SUPPLIED 

Tablets— 600  mg  of  potassium  chloride  (equivalent to  8 mEq)  round,  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack -One  Unit 

12  Bottles— 100  tablets  each NDC  0083-0165-65 

Accu-Pak"*'  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10)  NDC  0083-0165-32 

Do  not  store  above  86”F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


Dist.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CI8A-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev.  8/87) 

CIBA  128-3568-A 


Vmetters 


Grassroots  effort 

The  AMA  Council  on  Scientific  Affairs  (CSA)  seemed  about 
ready  to  make  a serious  blunder  by  publishing  an  incomplete 
article  on  thermography.  The  warning  was  an  announcement 
in  a marketing  letter  by  a company  selling  infrared  testing  ma- 
chines. “AMA  approves!  Order  before  the  official  publication 
in  JAMA.” 

Our  hero  is  an  AMA  member  with  vast  knowledge  of  ther- 
mography, Jack  Edeiken,  MD,  professor  of  radiolog)'  at  The 
University  of  Texas  System  M.D.  Anderson  Hospital  and  Tumor 
Institute.  He  had  used  and  researched  the  test  for  25  years  ( in- 
cluding 10  years  on  breast  thermography),  and  he  knew  its  se- 
vere limitations.  As  a test  for  breast  cancer,  it  was  less  accurate 
than  a physical  examination. 

Edeiken  arranged  a meeting  with  the  CSA,  which  had  named 
the  panel  to  write  the  article.  The  council  failed  to  understand 
his  objections  and  continued  their  plans  to  release  the  report. 

Edeiken  had  been  professor  of  radiology  at  the  University  of 
Pennsylvania  School  of  Medicine  for  a decade  and  then  at  the 
Jefferson  Medical  School  for  ten  more  years.  Now,  as  a new 
Texan,  vintage  1986,  he  turned  to  a Texas  AMA  delegate.  Dr 
Sam  Nixon,  in  a letter  written  on  Nov  1 1,  1987.  Dr  Nixon  re- 
acted at  once,  taking  the  problem  to  Dr  Mylie  Durham,  chair- 
man of  the  Texas  Delegation  to  the  AMA.  They  arranged  an 
emergency  meeting  of  the  delegation  in  Austin  on  Nov  1 4 
(after  TMA’s  interim  meeting)  to  discuss  Dr  Edeiken’s  con- 
cerns. The  group  voted  to  take  an  emergency  resolution  on 
thermography  to  the  AMA’s  interim  session  at  Atlanta  on  Dec 
6—9,  1987,  and  support  Edeiken’s  viewpoint. 

The  Texas  delegation  has  a committee  of  four  that  regularly 
monitors  the  AMA  Council  on  Scientific  Affairs  and  its  Refer- 
ence Committee  E.  As  committee  captain,  1 was  asked  to  lead 
debate  on  Texas  Resolution  108.  1 had  a stack  of  reprints  on 
thermography  from  Dr  Edeiken  and  got  a few  more  from  the 
Texas  Medical  Center  library  in  Houston.  1 learned  that  Galileo 
had  invented  the  first  thermoscope  in  1575.  Dr  Edeiken  taught 
me  much  more  in  Atlanta  before  the  session  began. 

Reference  Committee  E considered  76  items  of  business 
on  Dec  7.  The  very  last  was  Texas’. 

I made  the  following  points: 

1 . The  thermography  article  was  incomplete  and  should 
not  be  published  as  such. 

2.  Cost  of  the  test  ( $300  to  $1,000  each)  had  not  been 
discussed  so  that  users  could  make  cost-effective  decisions. 

3.  Relative  accuracy  and  value  of  thermography  in  relation 
to  recognized  tests  by  x-ray,  CT  scan,  and  MRI  was  not  ade- 
quately clarified. 

4.  Recognition  that  thermography  was  widely  used  in  work- 
men’s compensation  and  liability  court  cases  was  not  acknowl- 
edged. There  was  a real  danger  that  the  legal  profession  might 
choose  to  substitute  a thermogram  for  the  more  reliable  tests, 
or  for  the  clinical  judgment  of  an  expert  physician.  An  unin- 
formed jury  recognizing  the  hot  and  cold  colors  of  a ther- 
mogram as  similar  to  those  of  a television  weather  report 


could  possibly  be  misled,  to  the  detriment  of  the  public 
interest. 

5.  finally,  an  official  AMA  discourse  on  a test  unproven  at 
the  clinical  level  would  nonetheless  dignify  and  give  some 
credence  to  its  value.  This  would  be  undesirable  at  this  time. 

Following  my  discussion  a long  line  of  leaders  in  the  fields  of 
neurology,  neurosurgery,  orthopedics,  and  radiology,  some  of 
them  presidents  of  their  specialty  societies,  stood  at  the  micro- 
phones in  Reference  Committee  E.  All  supported  the  Texas 
position. 

At  the  AMA  House  of  Delegates  on  Dec  9,  the  vote  for  Texas 
Resolution  1 08  was  unanimous.  Texas  praised  Reference  Com- 
mittee E and  the  CSA  for  their  help.  Thermography,  an  ancient 
test,  was  sent  back  still  unrecognized  as  an  appropriate  clini- 
cal tool. 

Dr  Edeiken,  AMA  member,  had  achieved  his  purpose  at  the 
national  level  in  less  than  one  month  after  turning  to  the  TMA 
delegation.  We  owe  him  our  thanks. 

L.  RODNEY  RODGERS,  MD 

Hermann  Professional  Bldg,  Suite  1232,  Houston,  TX  77030. 
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Medlnc  brings 

diagnostic  ima^g 

center  benefits  into 
focus 


Medlnc  has  made  the  benefits  of  free- 
standing imaging  centers  sharp  and  clear 
in  100%  of  the  centers  we  have  developed. 

A Medlnc  developed  center  can  provide 
physicians  with  a distributable  cash  flow, 
and  the  potential  for  equity  appreciation. 

A general  or  limited  partnership  in  a 
Medlnc  developed  center  can  deliver  these 
same  benefits  to  you. 

Medlnc  sees  more  patients  in  diagnos- 
tic imaging  centers  than  any  other  such 
company.  We  can  develop  comprehensive, 
MRI  or  limited  specialty  centers  under 
physician  ownership  and  control.  Our 
expertise  includes  feasibility  analyses, 
financing,  joint  venture  structuring,  part- 
nership syndication,  design  and  construc- 
tion, operational  systems  (including  proprie- 
tary imaging  center  software),  marketing, 
and  management. 

A Medlnc  center  provides  the  highest 
standard  of  compassionate  and  professional 
personal  care  for  patients. 

Call  519-758-1525  and  ask  for  Ben 
Pate,  Regional  Director  of  Development. 
And  get  the  clear  picture  on  the  benefits 
of  a physician-owned  diagnostic  imaging 
center. 

Medlnc 

Southwestern  Regional  Office,  P.O.  Box  575,  Aransas  Pass,  Tfexas  78336 
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niA  IN  ACTION 


Board  previews  proposals 
that  go  to  delegates  in  May 

Meeting  in  conjunction  with  Texas  Medi- 
cal Association’s  Leadership  Conference, 
the  TMA  Executive  Board  previewed  sev- 
eral proposals  that  the  House  of  Dele- 
gates will  consider  during  the  annual 
session  in  May,  including  a dues  in- 
crease, revised  membership  guidelines, 
and  expanded  duties  for  the  Physician 
Advocacy  Committee. 

With  the  goal  of  ensuring  Texas  Medi- 
cal Association’s  financial  stability,  the 
Board  of  Trustees  will  propose  to  the 
House  of  Delegates  that  TMA  dues  be  in- 
creased $30  effective  Jan  1,  1989-  The 
additional  funds  will  enhance  the  associa- 
tion’s representational  efforts  and  sup- 
port other  priority  activities.  Dues  for 
regular  and  provisional  members  would 
be  placed  at  $265.  The  Board  of  Trustees 
indicated  its  intention  to  hold  dues  at 
that  level  in  1990  and  1991.  Delegates 
will  consider  the  proposal  in  light  of  a 
comprehensive  statement  on  the  associa- 
tion’s finances,  the  planning  and  budget- 
ing process,  and  program  priorities. 

A joint  report  of  the  Board  of  Coun- 
cilors, Council  on  Constitution  and  By- 
laws, and  Committee  on  Membership 
will  offer  recommendations  on  member- 
ship qualifications,  due  process  for  appli- 
cants, and  provisional  membership.  The 
three  groups  will  recommend  that  a 
Board  of  Councilors  opinion  regarding 
membership  qualifications  and  due  pro- 
cess be  incorporated  into  the  Bylaws  and 
that  the  category  of  provisional  member- 
ship be  abolished.  Under  the  proposed 
process,  membership  applications  will 
not  be  considered  complete  until  the  ap- 
plicant has  completed  an  ethics  orienta- 
tion program.  Other  recommendations 
address  the  mechanics  of  transferring 
membership  from  one  county  society 
to  another. 

Another  recommendation  to  go  before 
the  delegates  would  make  the  Physician 
Advocacy  Committee  a standing  commit- 
tee with  expanded  responsibilities.  The 
committee  presently  serves  as  an  ad  hoc 
committee  of  the  Executive  Board.  In  ad- 
dition to  addressing  medical  peer  review 


activities,  the  proposed  Physician  and  Pa- 
tient Advocacy  Committee  for  Quality 
Assurance  and  Utilization  Review  would 
study  and  recommend  legislative,  regula- 
tory, and  legal  approaches  to  improving 
the  quality  of  patient  care.  The  nine- 
member  committee  would  report  to  the 
Council  on  Socioeconomics.  Acting  on  a 
suggestion  from  TMA  President  David 
Vanderpool,  MD,  Dallas,  the  Physician 
Advocacy  Committee  and  the  Council  on 
Socioeconomics  brought  the  recommen- 
dation to  the  Executive  Board. 

Another  report  presented  to  the 
Executive  Board  Feb  7 in  Austin  recom- 
mended increased  fees  for  reviewing 
continuing  medical  education  programs 
for  accreditation  and  cosponsoring  CME 
programs.  The  Board  of  Trustees  re- 
ported the  formation  of  an  informal 
council  of  TMA’s  past  presidents  to  serve 
as  an  advisory  group  to  the  trustees  and 
the  president.  And,  council  reports  rec- 
ommended the  continuation  of  the  asso- 
ciation’s standing  committees,  according 
to  the  Bylaws’  requirement  that  com- 
mittees undergo  “sunset”  review  every 
two  years. 


Physicians  determine  future 
of  medicine,  Dr  Johnson  says 

Physicians  will  determine  what  the  fu- 
ture holds  for  the  medical  profession,  ac- 
cording to  Daniel  H.  Johnson,  Jr,  MD, 

New  Orleans.  Dr  Johnson  is  vice  speaker 
of  the  American  Medical  Association’s 
House  of  Delegates.  He  was  in  Austin 
Saturday,  Feb  6,  to  address  Texas  Medi- 
cal Association’s  Winter  Leadership 
Conference. 

Joining  Dr  Johnson  on  the  program 
were  physicians  and  other  experts  dis- 
cussing TMA’s  finances  and  membership 
growth,  the  Texas  judiciary,  tort  reform, 
state  politics,  patient  advocacy,  and 
physician  reimbursement. 

Dr  Johnson’s  presentation,  the  keynote 
address,  focused  on  “Our  Profession’s 
Challenges  and  the  Role  of  the  Practicing 
Physician.”  He  defined  those  challenges 
as  AIDS;  treatment  of  the  aging  popula- 
tion; substance,  child,  spouse,  and  elderly 
abuse;  a poor  professional  image;  and 
“the  socioeconomic  moment  of  truth.” 
The  final  challenge  on  the  list  is  Dr  John- 
son’s euphemism  for  the  moment  when 


professional  liability  and  other  socioeco- 
nomic factors  make  it  impossible  to  re- 
cover the  cost  of  providing  care, 
resulting  in  the  rationing  of  services. 

Together  we  can  meet  these  chal- 
lenges, Dr  Johnson  told  the  audience.  He 
encouraged  his  listeners  to  make  their 
patients  their  friends.  He  also  encouraged 
them  to  examine  their  own  motives  and 
actions  and  interact  better  with  orga- 
nized medicine,  the  community,  and 
political  leadership.  “Every  elected  offi- 
cial ought  to  have  a physician  who  is 
a friend,”  he  said. 

TMA  Board  of  Trustees  Chairman 
William  Gordon  McGee,  MD,  El  Paso, 
took  the  podium  to  update  attendees  on 
TMA’s  financial  status.  The  association’s 
1988  operating  budget  of  $7  million  ex- 
ceeds the  1987  budget  by  0.92%  and  re- 
flects the  smallest  expense  increase  in 
more  than  30  years.  It  projects  a surplus 
of  $124,000,  Dr  McGee  said.  He  also  re- 
ported that  in  an  effort  to  contain  costs 
and  assure  that  the  association  remains 
within  budget,  the  board  has  adopted 
three  “spending  principles”  that  apply 
to  requests  for  funds  not  contained  in 
the  budget:  ( 1 ) spending  proponents 
must  document  that  either  (a)  an  emer- 


Daniel  H.  Johnson,  Jr,  MD,  New  Orleans,  discusses 
"Our  Projession’s  Challenges  and  the  Role  of  the 
Practicing  Physician. " Dr  Johnson,  vice-speaker 
of  the  AMA  House  of  Delegates,  was  the  keynote 
speaker  during  TMA’s  Leadership  Conference 
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THE  THING 
SPEAKS 
FOR  ITSELF 


Why  do  physicians  enroll  in  the  Texas  Medical  Association 
Insurance  Program? 

We  surveyed  those  who  enrolled  in  1987  and  received  the 
following  response: 

11%  . . . “It  was  part  of  my  working 

agreement  with  my  associates.” 

5%  . . . “An  insurance  agent  urged  me  to 
enroll.” 

62%  . . . “My  comparison  of  TMA  rates  and 
benefits  with  other  offerings  favored 
the  TMA  Plans.” 

22%  . . . “None  of  the  above,  it  was  merely 
my  decision.” 


/ 


For  brochure  and  enrollment  form, 

/ / 1 

CALL  1-800-252-9318 
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INSURANCE  PROGRAM 
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1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 
underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 
a subsidiary  of  The  Prudential 
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gency  exists  or  (b)  a significant  program 
opportunity  will  be  lost  if  funds  are  not 
provided;  ( 2 ) the  board  will  assure  that 
spending  amendments  not  exceed  the 
budgeted  operating  surplus;  and  (3)  if  no 
surplus  exists,  the  board  must  determine 
the  spending  request  to  be  “critical” 
before  utilizing  reserve  funds. 

Following  Dr  McGee  on  the  program 
was  Robert  M.  Tenery,  Jr,  MD,  Dallas, 
chairman  of  TMA’s  Committee  on  Mem- 
bership. Dr  Tenery  reported  that  the  as- 
sociation’s membership  now  exceeds 
28,000.  The  committee  is  working  to- 
ward increasing  representation  among 
women  and  young  physicians.  “Every  as- 
sociation program  should  advance  mem- 
bership growth,”  Dr  Tenery  advised. 

Nancy  Dickey,  MD,  Richmond,  a mem- 
ber of  the  AMA  Council  on  Ethical  and 
Judicial  Affairs,  discussed  the  physician’s 
role  as  the  patient’s  advocate.  While 
technical  advances  have  changed  the 
physician-patient  relationship,  “the  pa- 
tient still  wants  a friend,”  she  reminded 
the  audience.  She  examined  physicians’ 
obligations  relating  to  three  issues.  Eirst, 
she  urged  physicians  to  preserve  the 
rights  of  patients  who  are  HIV  positive, 
while  remaining  an  advocate  for  society 


as  well.  Second,  she  advised  them  to  “do 
their  homework”  and  be  aware  of  what 
patients  want  when  they  face  death. 

“Talk  to  young  and  healthy  patients 
about  this,  not  just  those  who  already  are 
near  death,”  she  said.  Third,  Dr  Dickey 
addressed  “the  area  where  there  is  the 
most  pressing  need  for  patient  advo- 
cacy”— managed  health  care.  She  sup- 
ported the  view  that  the  physician 
should  take  care  of  patients  and  worry 
about  the  paperwork  and  cost  later. 

TMA  sponsors  conference 
for  CME  administrators 

The  Eirst  Annual  Statewide  Conference  of 
Continuing  Medical  Education  (CME) 
Coordinators  and  Chairmen  is  April 
14—15  at  the  Driskill  Hotel  in  Austin. 

Sponsored  by  the  Texas  Medical  Asso- 
ciation’s Committee  on  Continuing  Edu- 
cation and  Physician  Oncology  Education 
Program,  the  conference  has  three  goals: 

( 1 ) to  provide  a forum  for  the  exchange 
of  information  leading  to  a better  un- 
derstanding of  CME  in  Texas,  ( 2 ) to 
strengthen  the  CME  network  in  Texas 
and  prepare  for  future  challenges,  and 


(3)  to  provide  information  on  resources 
that  can  enhance  and  further  the  quality 
and  availability  of  CME  in  Texas. 

Registration  for  the  conference  begins 
at  noon,  Thursday,  April  l4.  ITie  confer- 
ence begins  at  2 pm.  It  continues  on  Fri- 
day, April  1 5,  at  7 am  and  concludes  at 
3:30  pm.  A registration  fee  of  S25  in- 
cludes the  cost  of  conference  materials 
and  lunch  on  Friday. 

Further  information  on  the  conference 
is  available  from  Linda  Timmons  or  Gayle 
Thomas,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)  477-6704. 


Cruise  takes  TMA  members 
through  Dutch  waterways 

Texas  Medical  Association  members  are 
invited  to  set  sail  on  a Dutch  Waterways 
Adventure  May  29-June  1 1.  Travelers  will 
board  in  Amsterdam  and  wind  their  way 
through  the  waterways  of  Holland.  Other 
stops  on  the  tour  are  Montreaux,  Switzer- 
land, and  Paris.  The  trip  is  the  first  in 
TMA’s  summer  and  fall  travel  program, 
which  offers  exotic  excursions  at  attrac- 
tive prices. 


Harold  Whittington  ( right)  answers  questions 
following  a practice  management  workshop  on 
"The  New  Medicare  Law — Participation  and  the 
MAAC. " The  workshop  was  offered  free  of  charge  in 
conjunction  with  TMA's  Leadership  Conference 


George  Conomikes,  Conomikes  Associates,  Inc,  leads 
a seminar  on  "How  to  Improve  Your  Practice 
Management  Skills"  during  TMA's  Leadership 
Conference,  Feb  6,  in  Austin 
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Ten  other  tours  begin  during  June 
through  September.  The  Midnight  Sun 
Express  and  Alaska  Passage,  June  21— July 
3,  combines  train  travel  with  a seven- 
night  cruise.  Europe  East  and  West,  June 
21 -July  5,  takes  adventures  to  West 
Berlin;  Dresden,  East  Germany;  Prague; 
Budapest;  and  Vienna.  Rome,  Florence, 
Venice,  and  Zurich  are  included  in  the 
Italy  and  Swiss  Alps  Adventure,  July  3- 
1 5.  A cruise  taking  in  the  Scandinavian 
countries  is  scheduled  June  22-July  5.  A 
tour  scheduled  July  25-Aug  5 features  a 
visit  in  Paris  and  Monte  Carlo  and  a four- 
night  cruise  aboard  the  Sea  Goddess  II. 

The  Journey  of  the  Czars,  Aug  2-15, 
begins  with  a tour  of  Moscow.  Following 
is  a Volga  River  Cruise  from  the  Russian 
city  Volograd,  past  Devushkin  Island, 
Togliatti,  and  Ulyanovsk,  and  ending 
in  Kazan.  From  there,  travelers  will  fly 
to  Leningrad.  A five-night  trans-Atlantic 
crossing  aboard  the  QE2  and  four  nights 
in  London  are  featured  in  a travel  pack- 
age scheduled  Aug  21-30.  The  Danube 
River  Adventure,  Aug  17-31,  takes 
cruise  passengers  from  Istanbul  to  Vienna 
with  stops  in  Giurgiu/Bucharest,  Nikopol/ 
Pleven,  Belgrade,  Budapest,  and  Brati- 
slava. The  Yorktoum  Clipper  is  the  car- 


The  Cathedral  of  the  Resurrection  sits  on  the  bank 
of  the  Griboedov  Canal  in  Leningrad,  one  of  the 
featured  cities  in  TMA's  summer/fall  tour  schedule 


rier  of  choice  for  a New  England/Hudson 
River  Valley  Cruise,  Sept  24 -Oct  1.  The 
cruise  begins  in  New  York  and  stops  in 
Garrison/West  Point,  Kingston/Hyde  Park, 
Poughkeepsie,  Newport,  Nantucket,  and 
Boston.  Completing  the  schedule  is  the 
China  Adventure,  Sept  24— Oct  10.  The 
itinerary  includes  visits  to  Tokyo,  Shang- 
hai, Beijing,  Xian,  Guilin,  Canton,  and 
Hong  Kong. 

Further  information  on  TMA’s  travel 
program  is  available  from  Jeanette  Pren- 
tice, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704. 


1988  Annual  Session  features 
more  exhibits  than  ever 

The  278  exhibits  to  be  featured  at  the 
Texas  Medical  Association  Annual  Ses- 
sion, May  12  - 15  in  San  Antonio,  repre- 
sent a record  high  number.  The  exhibits 
fall  into  two  categories:  technical  (224 
booths)  and  scientific  and  allied  health 
(54  booths). 

The  1 988  session  will  feature  approxi- 
mately 25  more  exhibits  than  the  1987 
annual  session  featured.  Most  of  the 
growth  is  in  the  area  of  technical  ex- 
hibits, which  are  sponsored  by  com- 
mercial enterprises.  Among  the  new 
exhibitors  are  Campbell  Soup  Company, 
Camden,  NJ,  and  a number  of  computer 
companies.  The  technical  exhibits  also 
will  spotlight  management  systems, 
medical  equipment,  and  pharmaceutical 
products.  Exhibit  Manager  Dale  Werner 
notes  that  a growing  number  of  technical 
exhibits  focus  on  the  business  side  of 
medicine. 

To  help  physicians  and  other  annual 
session  registrants  enjoy  and  benefit  from 
the  exhibits,  the  annual  session  program 
will  include  a list  that  describes  commer- 
cial exhibitors’  products  or  services.  Ad- 
ditionally, scientific  program  descriptions 
will  direct  registrants  to  related  exhibits. 

Annual  session  visitors  are  encouraged 
to  visit  the  exhibit  area  in  the  North  Ex- 
hibit Hall  of  the  San  Antonio  Convention 
Center  Thursday,  May  12,  8 am  to  5:30 
pm;  Friday,  May  13,  8 am  to  5:30  pm;  and 
Saturday,  May  14,  8 am  to  3:30  pm.  “The 
exhibits  provide  very  important  financial 
support  to  the  annual  session,”  Mr  Werner 
noted. 


HEALTH  UNE 


TSBP  seeks  regulation 
of  some  mail-order  pharmacies 

Some  out-of-state  mail-order  pharmacies 
are  urging  patients  to  ask  physicians  to 
prescribe  medication  for  up  to  a 90-day 
supply  plus  refills.  Because  such  prescrib- 
ing may  not  be  in  the  best  interest  of  a 
patient  and  because  it  directly  interferes 
with  the  physician-patient  relationship, 
the  Texas  Medical  Association  asked  the 
Texas  State  Board  of  Pharmacy  (TSBP) 
for  assistance  in  curbing  the  practice. 

The  TSBP  has  informed  these  phar- 
macies that  they  must  be  licensed  in 
Texas  and  are  thus  subject  to  Texas  law 
and  regulation  regarding  the  practice  of 
pharmacy.  Soliciting  patients  to  have 
physicians  prescribe  in  bulk  may  be  a 
violation  of  TSBP’s  regulations  regarding 
professional  conduct. 

There  has  been,  however,  some  dis- 
pute about  whether  TSBP  has  authority 
to  regulate  out-of-state  mail-order  phar- 
macies because  of  what  appears  to  be  a 
clerical  error  in  the  Texas  Attorney  Gen- 
eral opinion  that  stated  the  TSBP  has 
such  authority.  A clarification  of  that 
opinion  has  been  requested  by  the  TSBP. 

Texas  physicians  are  reminded  to  pre- 
scribe in  the  best  interest  of  their  pa- 
tients, especially  regarding  the  number  of 
doses  to  be  dispensed  at  one  time  and 
the  number  of  refills  authorized.  Texas 
physicians  are  not  obligated  to  prescribe 
in  an  inappropriate  manner  if  requested 
to  do  so  by  an  out-of-state  mail-order 
pharmacy. 

Sylvatic  plague  epizootic 
reported  in  West  Texas 

According  to  the  Texas  Department  of 
Health,  an  epizootic  of  plague  {Yersinia 
pestis)  has  been  occurring  in  the  Per- 
mian Basin  area  of  West  Texas  since  late 
November,  1987.  At  press  time,  one 
possible  case  of  human  plague  in  Pecos 
County  had  been  reported  to  authorities. 

The  disease  was  initially  discovered  in 
wood  rats  {Neotoma  Sp)  and  cotton  rats 
{Sigmodon  Sp).  Other  animals  affected 
include  prairie  dogs  {Cynomys  Sp)  and 
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The  current  litigation  explosion  means  that  Texas 
physicians  must  cope  in  a volatile  liability  arena. 
Never  before  have  reliable  insurance  services  been  so 
important  nor  selection  of  your  insurance  carrier 

more  meaningful. 

INTEGRITY  . . . the  most  critical  ingredient  in 
choosing  appropriate  protection.  It  means  your  insur- 
ance  policy  is  backed  by  a genuine  intent  to  keep  the 

odds  in  your  favor. 

TMLT  has  set  a standard  of  medical  liability  proteC' 
tion.  Our  very  concept  of  insurance  means  integrity. 
Call  us.  The  Texas  Medical  Liability  Trust - 
exclusively  for  Texas  physicians. 


TEXAS 

MEDICAL 

LIABILITY 

TRUST 


THE  STAHUARD  HAS  BEEH  SET 


Statewide  Service  Center:  1'800'252'9179/RO.  Box  14746,  Austin,  Texas  78761 


rabbits  {Sylvilagtis  Sp).  Rodent  and  lago- 
morph  “die  offs”  have  been  observed  and 
reported  in  Borden,  Crane,  Dawson, 
Ector,  Glasscock,  Howard,  Martin,  Mid- 
land, Pecos,  and  Upton  counties. 

Physicians  whose  patients  present 
symptoms  compatible  with  plague,  and 
who  reside  or  have  a history  of  travel  in 
the  affected  area,  should  be  aware  of  the 
possibility  of  Yersinia  pestis  infection. 

TDH  adopts  rules  about 
reporting  HIV  infection 

Although  AIDS  has  been  a reportable 
condition  since  1983,  HB  1829  made 
Iirv  infections  reportable  as  of  Sept  1 , 
1987.  The  rules  to  implement  this 
change  were  adopted  by  the  Board  of 
Health  on  Dec  5,  1987. 

HIV  infection  is  reportable  when 
diagnosed  by  a physician  with  support- 
ing laboratory  evidence  of  one  of  the  fol- 
lowing: (a)  a serum  specimen  that  is  re- 
peatedly reactive  for  HIV  antibody  by  a 


licensed  screening  test  ( eg,  ELISA ) and 
the  same  or  an  additional  serum  speci- 
men that  is  positive  by  a subsequent  test 
(eg.  Western  blot,  immunofluorescence 
assay  );  or  ( b ) a positive  test  for  serum 
antigen;  or  (c)  a positive  lymphocyte  cul- 
ture confirmed  by  specific  HIV  antigen 
test  (not  just  reverse  transcriptase  detec- 
tion ) or  by  in  situ  hybridization  using  a 
DNA  probe. 

ITie  department’s  publication.  Identifi- 
cation and  Confirmation  of  Reportable 
Diseases,  was  adopted  by  reference.  It 
should  be  used  to  determine  when  a 
reportable  disease  should  be  reported 
under  these  rules  based  on  a specific 
diagnosis,  test  procedure,  and/or  con- 
firmatory test.  Copies  of  the  publication 
are  available  upon  request  to  the  Mate- 
rials Acquisition  and  Management  Divi- 
sion (Warehouse),  Texas  Department  of 
Health,  1100  West  49th  Street,  Austin, 

TX  78756. 

A physician  should  report  to  his  or 
her  local  health  department  HIV  infec- 
tions, asymptomatic  and  symptomatic. 


for  which  there  is  supporting  laboratory 
evidence  as  indicated  above  only  once 
after  initial  diagnosis  is  made.  According 
to  the  TDH,  there  has  been  confusion 
about  what  to  report.  While  it  is  true  that 
an  individual  must  have  a positive  test  to 
be  reportable,  one  individual  may  have 
multiple  tests  over  the  course  of  his  or 
her  life;  a repeatedly  reactive  ELISA  alone 
is  not  enough  to  make  a diagnosis  of  HIV 
infection.  As  an  example,  cases  of  hepati- 
tis B or  shigellosis  are  reportable  only 
after  the  initial  diagnosis,  not  every  time 
the  patient’s  blood  or  stool,  respectively, 
tests  positive. 

Reporting  of  HIV  infections  requires  a 
physician’s  diagnosis;  it  is  not  intended 
that  laboratories  report  positive  tests, 
rather  that  physicians  report  the  number 
and  sex  of  infected  individuals.  Do  not 
report  HIV  cases  by  name.  If  you  have 
questions  about  AIDS  or  HIV  infection 
reporting,  call  your  local  health  depart- 
ment or  the  AIDS  division  of  the  TDH 
at  (512)  458-7504. 


TMA  Presidetit  David  Vanderpool,  MD,  Dallas, 
(seated)  stars  in  a public  service  announcement 
that  TMA  will  distribute  to  television  stations 
throughout  Texas 


Texas  Diabetes  Control  Project 
targets  diabetic  health  care 

The  Texas  Diabetes  Control  Project 
(TDCP)  was  established  in  1986  to  re- 
duce the  morbidity  and  mortality  from 
diabetes  in  Texas.  The  project  is  a co- 
operative effort  of  the  Texas  Department 
of  Health,  the  Centers  for  Disease  Con- 
trol (CDC),  and  volunteers  representing 
the  Texas  Ophthalmological  Association, 
the  American  Diabetes  Association,  the 
Texas  Dietetic  Association,  the  Texas  Dia- 
betes Council,  and  the  Texas  Commis- 
sion for  the  Blind.  Currently,  it  is  funded 
by  a grant  from  the  CDC. 

One  of  the  main  goals  of  the  TDCP  Ad- 
visory Committee  is  to  develop  a system 
of  eye  care  for  diabetic  eye  disease  that 
would  be  applicable  at  public  health  de- 
partments throughout  the  state.  In  1987, 
the  TDCP  worked  with  two  pilot  sites,  in 
Houston  and  Laredo;  over  a ten-month 
period,  900  diabetics  at  high  risk  re- 
ceived a sensitive  eye  examination  by 
primary  care  physicians  at  the  Houston 
site  and  1 57  at  the  Laredo  site. 

Last  July,  the  state  received  notification 
from  the  CDC  that  the  TDCP  would  be 
funded  for  another  fiscal  year.  Implicit  in 
the  renewal  was  that  the  project  would 


Texas  Medicine 


be  funded  for  an  additional  three  years, 
at  which  time  all  federal  funds  would 
cease.  At  that  point,  the  state  would  as- 
sume total  responsibility  for  the  imple- 
mentation of  a state  wide  plan  to  identify 
diabetics  who  are  at  high  risk  for  diabetic 
complications,  particularly  eye  disease, 
hypertension,  lower  extremity  amputa- 
tions, and  adverse  outcomes  of  diabetic 
pregnancies.  The  plan  would  seek  to 
modify'  public  and  private  health  care  sys- 
tems to  reduce  the  morbidity  and  mor- 
tality’ from  these  diabetic  complications. 

The  TDCP  Advisory  Committee  is  de- 
veloping guidelines  for  the  referral  of  pa- 
tients for  each  of  the  complications  of 
diabetes.  Standards  for  patient  and  pro- 
fessional education  also  are  being  devel- 
oped. In  cooperation  with  the  Texas 
Diabetes  Council,  the  committee  will 
make  recommendations  for  a State  Diabe- 
tes Plan  to  be  distributed  to  state  agen- 
cies this  year,  in  time  for  those  agencies 
to  incorporate  the  plan  into  their  re- 
quests for  programs  and  budgets  to  be 
presented  to  the  Texas  Legislature  for  the 
1989  session. 

Physicians  who  want  further  informa- 
tion about  the  project  or  who  wish  to 
make  suggestions  to  the  committee 
should  contact  Brian  B.  Berger,  MD, 
Chairman,  Texas  Diabetes  Control 
Project  Advisory  Committee,  Retina 
Clinic  of  Austin,  Austin  Medical  Plaza, 
3705  Medical  Parkway,  Suite  410,  Austin, 
TX  78705. 


SOCIOECONOMIC  NEWS 


Patients  equally  satisfied 
with  foreign,  US  physicians 

There  is  no  difference  between  satisfac- 
tion scores  given  by  patients  of  US-born 
and  foreign-born  physicians,  according  to 
a recent  SRI  Hospital  Market  Research 
telephone  poll. 

Despite  the  high  level  of  overall  satis- 
faction, 18%  of  the  respondents  ex- 
pressed dissatisfaction  with  the  amount 
of  time  spent  with,  or  the  personal  atten- 
tion received  from,  their  doctor.  Poor  or 
unclear  diagnoses  and  long  waits  are 
problems  for  8%  each  of  consumers,  the 


poll  shows.  Other  complaints  from  con- 
sumers revolve  around  the  long  wait  for 
an  appointment  (6%  ),  high  prices  (6%  ) 
or  poor  performance  (5%  ). 

SRl’s  research  also  shows  that  79%  of 
Americans  have  ties  to  someone  whom 
they  would  call  their  family  or  personal 
doctor.  Those  most  likely  to  have  a fam- 
ily doctor  are  female  (83%  ),  55  years  or 
older  (84%  ),  upper  income  (84%  ),  or 
married  (82%  ).  In  most  cases,  SRI  says, 
their  doctor  will  be  a general  or  family 
practitioner  (65%  ),  but  an  additional 
10%  have  ties  to  an  internist. 


JCAHO  changes  standards 
regarding  autopsies 

Effective  Jan  1,  1989,  medical  staffs  in 
accredited  hospitals  will  be  required  to 
establish  criteria  to  determine  when  au- 
topsies should  be  performed,  the  Joint 
Commission  on  Accreditation  of  Health- 
care Organizations  reports.  Effective  the 
same  date,  the  commission  will  require 


ValF.  Borum,  MD,  (center)  accepts  TMA’s  award  for 
increasing  the  number  of  the  association 's  AMA 
members  for  the  eleventh  consecutive  year  Dr 
Borum  is  TMA's president  elect  With  him  are 


completed  autopsy  protocols  to  be  part 
of  a deceased  patient’s  medical  record 
within  60  days  of  the  autopsy,  unless 
the  medical  staff  establishes  exceptions 
for  special  studies. 

“The  joint  commission  has  always  em- 
phasized the  importance  of  the  autopsy 
as  a valuable  aid  in  evaluation  of  the 
quality  of  care  and  in  continuing  profes- 
sional education,”  said  Dennis  O’Leary, 
MD,  joint  commission  president.  “But 
since  1970  there  has  been  a progressive 
decline  in  the  frequency  of  autopsies  on 
patients  dying  in  the  hospital.  These  re- 
vised standards  are  expected  not  only  to 
increase  the  number  of  autopsies,  but 
also  to  increase  the  relevance  of  autopsy 
findings.” 

CHAMPUS  expands  coverage 
of  in-home  monitors  for  infants 

The  Civilian  Health  and  Medical  Program 
of  the  Uniformed  Services  (CHAMPUS) 
has  expanded  its  coverage  of  in-home 


William  Hotchkiss.  MD,  (left)  president  of  the  AMA, 
and  Alan  Nelson,  MD.  chairman  of  the  AALA  Board 
of  Trustees. 
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New  this  year . . . 

One  more  reason  to  join 
the  AM  A 


Special  benefit  packages  available  with 
1988  membership 


A diverse  membership  has  diverse  needs,  and  the  AMA  is  com- 
mitted to  addressing  those  needs.  This  year  we’re  introducing 
something  new  when  you  join  the  AMA  or  renew  your  member- 
ship. In  your  AMA  Membership  Kit  you’ll  have  the  opportunity 
to  sign  up  for  one  of  three  benefit  packages  of  publications,  confer- 
ences, participatory  panels,  focused  issue  updates,  etc.,  on  topics 
related  to  the  area  you  designate.  Each  package  is  tailored  to 
address  your  particular  interests: 

■ Medical  and  scientific  infor- 
mation and  education 
designed  to  enhance  your 
practice,  profession,  and  the 
public  health. 


Representation  concentrated 
specifically  on  economic  con- 
cerns, such  as  professional 
liability  and  third  party 
reimbursement. 

Representation  on  a broad 
range  of  issues,  including  not 
only  economic  concerns,  but 
also  quality  of  care,  ethical 
issues,  public  health,  and  scientific  issues. 


If  your  Preferred  Professional  Mailing  Address  should  change,  please  make  the  change  to  the 
ri^t  of  the  address  shown  Be  sure  to  retain  your  membership  card. 

Use  this  portion  of  the  card  for  changes  only. 


IMPORTWIT:  In  order  to  receive  your  full  range  of  membership  benefits,  you  MUST 
return  this  card. 

In  addition  to  my  usual  benefits.  1 prefer  a ^cially  designed  package  of  publications,  topical 
conferences,  participatory  panels,  focused  Issue  updates  . . which  focus  on  the  following: 

(Check  only  one) 

D Medical  and  Scientific  Information  and  Education  which  will  enhance  my  practice. 
**'  profession,  and  the  health  of  the  public 

D Representation  Concentrated  Specifically  on  Economic  Concerns  foclng  my 
practice  and  profession,  such  as  professional  liablllry  and  third-party  reimbursement. 

D Representation  on  a Broad  Range  of  Issues  facing  my  practice  and  profession, 
including  not  only  professional  liability  and  third-party  reimbursement  but  also  quality 
of  care,  ethical  issues,  public  health,  scientific  issues,  etc. 


Look  for  this  card  in  your  AMA  Membership  Kit 


To  receive  your  full  range  of  benefits,  select  one  and  only  one  of 
these  free  packages  by  filling  out  the  business  reply  card  in  your 
AMA  Membership  Kit. 


Please  look  for  the  card  in  your  AMA  Membership  Kit  and  return 
it  promptly.  Your  new  benefit  package  is  one  more  way  the  AMA 
supports  you  as  a physician. 


James  H.  Sammons,  MD 
Executive  Vice  President 


American  Medical  Association 

535  North  Dearborn  Street 
Chicago,  Illinois  60610 
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ExraTTTOlIR 

NEXT  PATIENT  ON 
INDERAE  LATO.. 


(PROPRANOLOL  HOI) 

LONG  ACTING  CAPSULES  60, 80,  120,  160  mg 


Please  see  brief  summary  of  prescribing  information. 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERAIf  LA. 
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In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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LONG  ACTING 
CAPSULES 
60,80,120, 160  mg 


The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FUU  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL®  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg.  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60.  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  fhe  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  te  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  tor  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  fhey  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  af  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbafion  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstitute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occulf  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  In  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  Ta. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  In 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  is  administered.  The  added 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  In  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gef  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  in  increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  iidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  In  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg/day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxlc  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular;  Bradycardia;  congestive  heart  failure;  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands;  thrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassitude, 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations; vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and! 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematotogic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  impotence,  and 
Peyronie’s  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  In  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL! 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  Is  1 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERALI 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  Retitration  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval.  | 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERAL  LA, 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  oncei 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is, 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for  I 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several! 
weeks.  I 

ANGINA  PECTORIS  — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, ' 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  Is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage! 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established.  | 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see; 
WARNINGS). 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  is  80  mg  INDERAL  LA  once  dally.  | 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  Increased  gradually  to: 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  slx| 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be! 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks.  ( 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily.  I 

PEDIATRIC  DOSAGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to , 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 


D7295/188 


WYETH 
AYERST 

PHILADELPHIA,  PA  19101 


I 

© 1988,  Wyeth-Ayerst  Laboratories.) 


cardiorespirator)’  monitoring  for  infants 
who  have  a condition  or  suspected  con- 
dition that  places  them  at  extraordinary 
risk  of  life-threatening  breathing  or  heart- 
rate  complications.  The  benefits  apply  to 
services  and  equipment  provided  on  or 
after  Dec  4,  1987. 

CHAMPUS  now  will  share  the  cost  of:  a 
cardiorespiratory  monitor;  an  attached 
trend-event  recorder  for  in-home  diag- 
nostic data  collection  or  clinical  manage- 
ment of  the  infant’s  condition;  hard-copy 
analysis  of  physiological  alarms  indicated 
on  the  recorder’s  printouts;  necessary  as- 
sistance for  the  family’s  proper  use  of  the 
monitor  or  the  trend-event  recorder;  di- 
agnostic testing,  including  pneumograms 
done  other  than  as  a screening  test  to 
predict  sudden  infant  death  syndrome 
(SIDS)  or  life-threatening  apnea;  family 
training  on  how  to  respond  to  an  appar- 
ent life-threatening  event;  professional 
visits  by  or  to  a CHAMPUS-authorized 
individual  health  care  provider. 

The  equipment  must  be  prescribed  by 
a CHAMPUS-authorized  civilian  physician 
or  a uniformed  services  physician.  It  must 
be  either  leased  or  purchased,  whichever 
is  least  expensive. 

The  coverage  is  available  to  an  eligible 
infant  who:  has  had  an  apparent  life- 
threatening  event  characterized  by  some 
combination  of  apnea,  color  change, 
marked  change  in  muscle  tone,  choking, 
or  gagging  that  required  mouth-to-mouth 
resuscitation  or  vigorous  stimulation;  or 
is  a biological  sibling  of  a SIDS  victim; 
or  weighed  1,500  grams  (3  pounds,  5 
ounces)  or  less  at  birth;  or  suffers  from 
pathologic  apnea  characterized  by  a pro- 
longed pause  of  20  seconds  or  a pause  as- 
sociated with  cyanosis,  abrupt,  marked 
pallor  or  hypotonia,  or  bradycardia. 

For  other  than  the  listed  conditions,  or 
for  patients  who  are  not  infants  (children 
one  year  of  age  or  younger),  a CHAMPUS 
claims  processor’s  review  must  confirm 
the  medical  necessity  of  the  equipment. 

CFIAMPUS  previously  shared  the  cost 
of  apnea  treatment,  but  had  not  covered 
siblings  of  SIDS  victims,  nor  family  train- 
ing to  deal  with  life-threatening  episodes. 


CAPITAL  COMMENTS 


Physicians  join  state  boards, 
appointments  committee  reports 

Texas  Medical  Association’s  Committee 
on  State  Appointments  reports  that  physi- 
cians recently  have  been  named  to  the 
Texas  State  Board  of  Medical  Examiners 
and  an  advisory  committee  to  the  Texas 
Industrial  Accident  Board. 

The  newest  members  of  the  TSBME 
are  John  Hamilton  Boyd,  DO,  Eden; 

C.  Richard  Stasney,  MD,  Houston;  Alfred 
R.  Johnson,  DO,  Dallas;  and  George  S. 
Bayoud,  MD,  Garland. 

Joining  the  Special  Advisory'  Commit- 
tee on  Physician  Fees  and  Changes  on 
Utilization,  which  reports  to  the  Indus- 
trial Accident  Board,  are:  Edwin  R.  Buster 
III,  MD,  Austin;  Charles  S.  Clark,  Sr,  MD, 
Corpus  Christi;  Wayne  English,  DO,  Bed- 
ford; David  Eletcher,  MD,  Tyler;  and  Brad 
B.  Hall,  MD,  San  Antonio. 

The  Committee  on  State  Appointments 
is  comprised  of  TMA’s  president,  immedi 
ate  past  president,  and  president-elect 
and  the  chairmen  of  the  Council  on  Leg- 
islation and  TEXPAC.  I’he  committee’s 
Bylaws  charge  is  , . to  insure  that  the 
medical  profession  is  well  represented 
on  appropriate  state  boards,  agencies 
and  commissions  and  on  the  boards  of 
regents  of  educational  institutions.” 

Choose  honest,  qualified  judges. 
Chief  Justice  Phillips  urges 

Texas  Supreme  Court  Chief  Justice 
Thomas  R.  Phillips,  Houston,  urged  physi- 
cians to  select  the  most  qualified  and 
honest  judicial  candidates  this  Novem- 
ber, in  what  he  called  “the  most  impor- 
tant judicial  election  in  over  100  years.” 

Chief  Justice  Phillips  discussed  “The 
Role  of  the  Texas  Judiciary  in  the  Politi- 
cal Process”  during  Texas  Medical  Asso- 
ciation’s Leadership  Conference,  Feb  6, 
1988,  in  Austin.  He  noted  that  in  the 
November  elections,  voters  will  select 
five  of  nine  Supreme  Court  justices, 
who  will  shape  law  for  years  to  come. 

Chief  Justice  Phillips  told  the  audience 
that  ( 1 ) judges  are  fundamentally  differ- 
ent than  other  public  officials,  ( 2 ) judges 


should  not  base  decisions  on  personal 
politics,  (3)  judges  cannot  be  selected 
on  the  same  criteria  as  other  officials, 
and  (4)  those  who  select  judges — the 
voters — must  exercise  special  care. 

He  explained  that  judges  are  different 
from  other  public  officials  because  judges 
exercise  the  “great  and  awesome  power” 
of  shaping  the  framework  of  the  law 
by  interpreting  law.  In  exercising  that 
power,  they  are  obliged  to  maintain  the 
rule  of  law  and  follow  the  intent  of  the 
legislature,  he  said. 

Politics  has  no  place  in  the  judiciary 
because  judges  are  “peculiarly  unsuited” 
to  make  broad,  social  policy.  Chief  Jus- 
tice Phillips  said.  In  contrast  to  legislative 
representatives,  judges  are  not  accessible 
to  the  public  and  they  do  not  seek  public 
opinion.  Rules  of  evidence  require  judges 
to  base  decisions  on  a limited  set  of  facts, 
he  added. 

While  legislative  candidates  should  tell 
voters  their  opinions  on  individual  issues, 
judicial  candidates  should  come  to  each 
case  impartially  and  without  prejudice. 
Chief  Justice  Phillips  said.  A judge’s  per- 
sonal preferences  should  not  influence 
his  decision. 

He  noted  that  the  elective  process  in 
Texas  exerts  pressure  on  a judicial  candi- 
date to  act  like  something  other  than  a 
judge.  Political  pressure,  especially  pres- 
sure to  raise  campaign  funds,  makes  it 
difficult  to  remain  impartial,  he  said.  He 
added,  it  impairs  the  appearance  of  equal 
justice  when  people  who  have  an  inter- 
est in  a case  before  the  court  contribute 
large  sums. 

Chief  Justice  Phillips  concluded  by 
urging  the  audience  to  carefully  evaluate 
judicial  candidates  on  the  basis  of  their 
qualifications,  not  their  political  beliefs.  It 
is  not  appropriate  to  choose  a candidate 
who  promises  anything  other  than  to  do 
a good  job,  he  said. 
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NEWSMAKERS 


CHARLES  M.  BALCH,  MD,  Houston,  has 
been  appointed  to  the  Board  of  Scientific 
Counselors  of  the  National  Cancer  Insti- 
tute, Division  of  Cancer  Treatment.  The 
18-member  board  advises  on  scientific, 
administrative,  and  fiscal  directions  taken 
in  the  development  and  evaluation  of 
new  cancer  treatments.  Dr  Balch  is  head 
of  the  Division  of  Surgery  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Hospital  and 
Tumor  Institute. 

The  Charles  E.  Culpeper  Eoundation  of 
New  York  City  awarded  $300,000  medi- 
cal science  scholarships  to  Baylor  Col- 
lege of  Medicine,  Houston,  in  behalf  of 
MARK  R.  HUGHES,  MD,  PhD,  and  The 
University  of  Texas  Health  Science  Cen- 


ter at  Dallas,  in  behalf  of  MICHAEL  JOHN 
McPHAUL,  MD.  The  awards  are  the  first 
Charles  E.  Culpeper  Scholarships  in 
Medical  Science,  which  will  recognize 
three  young  physicians  annually  with 
support  for  their  career  development  as 
academic  physicians.  Dr  Hughes  is  an  as- 
sistant professor  at  The  Institute  for  Mo- 
lecular Genetics  at  Baylor;  Dr  McPhaul  is 
assistant  professor  of  internal  medicine 
at  UTHSC. 

D.  LEWIS  MOORE,  MD,  Austin,  has  been 
chosen  executive  director  of  the  Texas 
Cancer  Council.  Dr  Moore  retired  last 
year  as  chief  of  general  surgery  at  Oral 
Roberts  University,  Tulsa,  Okla,  and 
returned  to  his  native  Texas. 

R.  IRVIN  MORGAN,  MD,  Greenville,  has 
been  elected  president  of  the  Texas  So- 
ciety of  Pathologists.  Other  new  officers 


of  the  society  are  JOYCE  S.  DAVIS,  MD, 
College  Station,  president  elect;  MARGIE 
B.  PESCHEL,  MD,  Fort  Worth,  vice  presi- 
dent; and  LaDON  HOMER,  MD,  Fort 
Worth,  secretary-treasurer. 

In  its  efforts  to  further  the  knowledge 
and  application  of  the  medical  and  sur- 
gical aspects  of  environmental  sciences, 
the  American  Academy  of  Environmental 
Medicine  presented  the  Jonathan  Forman 
Award  to  WILLIAM  J.  REA,  MD,  FACS,  in 
recognition  of  his  continuing  commit- 
ment and  valuable  contributions  to  the 
understanding  and  practice  of  environ- 
mental medicine.  Dr  Rea  is  a practicing 
cardiovascular  surgeon  of  Dallas. 

E.  DON  WEBB,  MD,  Houston,  has  been 
elected  chairman  of  the  Board  of  Trust- 
ees of  the  Texas  Medical  Liability  Trust. 


Support  America’s  colleges.  Because  college  is  more  than  a place 
where  young  people  are  preparing  for  their  future.  It’s  where  America  is 
preparing  for  its  future. 

If  our  country’s  going  to  get  smarter^  stronger  — and  more  competitive 
— our  colleges  and  universities  simply  must  become  a national  priority. 

Government.  Business.  And  you.  We’re  all  in  this  together.  Because 
it’s  our  future. 

So  help  America  keep  its  competitive  edge  with  a gift  to  the  college  of 
your  choice— and  you’ll  know  you’ve  done  your  part. 


Give  to  the  college  of  your  choice 
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Flag  It 

To  complete  your  prescription, 
be  sure  to  sign  on  the  right, 
on  the  “Dispense  As  Written”  line. 
This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


2 mg  5 mg  10  mg 

The  one  you  know  best. 


The  cut  out  “V”  design  is  a registered  trademark 
of  Roche  Products  Inc. 


Copyright  © 1987  by  Roche  Products  Inc 
Manati,  Puerto  Rico  00701.  All  rights  reserved 


Enhance  your  pafient  communications  through  use  of  the 


TEXAS  MEDICAL  ASSOCIATION 


HealthWbe  Senied 


A collection  of  health  education  brochures 


The  TMA  HealthWise  Series  is  a collection  of  15  brochures  on  a variety  of  health  topics.  Each  is  designed  to 
provide  your  patients  valuable  information  and  positively  influence  their  health  care  habits.  The  collection  is 
easy  to  read  and  can  be  used  as  reception  area  reading  material  or  as  statement  stuffers. 

Each  brochure  costs  only  40  including  sales  tax,  postage  and  handling. 

Here's  a brief  description  of  each  one: 


Tobacco  Products:  Hazards  You  Could  Live  Without  discusses 
the  dangers  of  smoking  and  using  tobacco  products,  and 
offers  some  suggestions  for  quitting. 

Give  Blood ...  So  Others  Can  Live!  answers  questions  about 
blood  donations,  including  how  to  donate  for  others  and 
yourself. 

The  Challenge  of  Medicine:  Becoming  a Physician  describes 
the  qualities  and  training  necessary  to  become  a physi- 
cian, and  discusses  the  range  of  health  careers  available. 

Accidents— They  Don't  Just  Happen  describes  the  ways 
people  can  avoid  accidents  at  home,  work,  and  at  play. 

Health  Fraud:  The  Voice  of  Misinformation  focuses  on  proven 
versus  unproven  methods  of  treatment,  the  need  for  ap- 
propriate treatment  of  chronic  illnesses,  and  what  you  can 
do  if  a treatment  is  suspect. 

Immunizations— Investing  in  a Healthy  Future  provides  an 
overview  of  the  value  and  effectiveness  of  immunizations 
for  both  children  and  adults. 

Putting  Together  the  Health  Care  Puzzle  describes  the  various 
ways  you  can  receive  health  care  including  solo  and 
group  practices,  HMOs,  PPOs,  IPAs,  and  ambulatory 
centers. 

Your  Health  is  in  Your  Hands  discusses  how  health  is  ulti- 
mately the  responsibility  of  the  individual  and  how  six 
health  habits  can  contribute  to  a longer,  healthier  life. 


Drunken  Driving:  Everyone's  Problem  describes  the  problem 
of  drinking  and  driving  and  what  you  can  do  to  help  get 
the  drunk  driver  off  the  road. 

Tou  and  Your  Doctor:  Partners  in  Health  Care  emphasizes  the 
need  for  good  communication  between  the  doctor  and 
patient  in  achieving  effective,  cost-efficient  health  care. 

Love  Sick:  Sexually  Transmitted  Diseases  answers  the  most 
frequently  asked  questions  about  sexually  transmitted  dis- 
eases and  tells  how  to  prevent  and  deal  with  these 
diseases. 

Click— the  Sound  of  Saving  a Life  discusses  the  value  and 
effectiveness  of  using  auto  safety  belts  and  child  restraints 
and  answers  some  of  the  most  frequently  asked  questions 
about  these  devices. 

Feeling  Good  Means  Being  Health-Wise  emphasizes  the  im- 
portance of  feeling  good  physically,  mentally,  and  emo- 
tionally and  suggests  ways  to  reduce  risks  to  overall 
health. 

Aging  in  Good  Health  tells  the  reader  how  to  prevent  acci- 
dents and  illnesses  and  describes  special  needs  of  the 
older  individual. 

Good  Health— Does  It  have  to  Cost  a Lot?  describes  the  fac- 
tors that  contribute  to  health  care  costs,  what  you  can  do 
to  lower  costs,  and  what  physicians  and  businesses  are 
doing  in  this  area. 


To  place  an  order  or  to  receive  a free  sample  set  of  the  1 5 brochures,  contact  the  Communication  Department,  Texas 
Medical  Association,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701,  512  477-6704. 
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WE  MAKE 
HOUSE  CALLS 


Physicians  Computerized  Office 
Management  System 


Exclusively  Endorsed  by  D • C ■ M • S Dallas  County  Medical  Society 


/MEDS  will  individually  tailor  an  Office  Management 
system  to  fit  your  practice  needs.  Texas  based, 
MEDS  has  been  satisfying  the  data  processing 
needs  of  physicians  across  the  Southwest  for  over 
ten  years.  MEDS  systems  help  simplify  and 
streamline  the  increasingly  complex  problem  of 
manoging  your  practice.  Contact  us  so  that  we 
can  show  you  all  the  ways  your  practice  can 
benefit  from  a system  of  your  own. 


/MEDS  PROVIDES 

• Electronic  claims  submissions 

• State  of  the  art  hardware 

• Ongoing  service,  support  and 
training 

• Patient  scheduling  and  recall 

• Insurance  filing  and  tracking 


/MEDICAL  DATA  SYSTEMS,  INC. 

Nationwide  Toll  Free  Coll  1-800-922-MEDS 


"The  MEDS  system  is  faster,  easier  ta  input  data  and 
mare  "user-friendiy"  than  anything  we  iooked  at  and 
it's  nice  to  know  that  you  peopte  are  ait  that  you 
appeared  to  be." 

Bobbie  Olsen,  Clinic  Monager 
Kearney  Orthopedic  & Fracture  Clinic,  PC 
Kearney,  Nebraska 


"The  troining  was  excellent  ond  most  of  all,  they  have  the  gift 
of  patience  and  understanding.  They  knew  what  we  needed 
and  they  took  care  of  us.  They  are  always  there  when  we 
need  them.  No  matter  how  good  your  system  is,  if  there  is  no 
bock  up  and  no  caring  in  the  people  that  you  have  hondling 
problems  or  questions,  then  it  is  all  in  vain." 

Brenda  Stout,  Office  Manager 

C.  Fagg  Sanford,  M.D.,  P.A. 

Tyler,  Texas 

/MEDS 


DALLAS 

SAN  ANTONIO 

TULSA 

SAN  FRANCISCO 

Ten  Thousand  North  Central  Suite  1 000 

3000  Woodway  Park  11330  1 H.  10  West  #3030 

2 1 39  East  2 1 st  Street 

2000  Powell  Suite  700 

Dallas,  Texas  75231 

San  Antonio,  Texas  78249 

Tulsa,  Oklahoma  74114 

Emeryville,  Calitornia  94608 

Dallas/Fort  Worth  Metro  263-9812 

(512)  558-7137 

(918)  743-1263 

(415)  428-2200 

There  are  three  million 
Americans  alive  today 
who  have  had  cancer. 
And  now  one  out  of  two 
cancer  patients  get  well! 

*“Three  million  strong  all  across  this  land 
We  saved  their  lives  working  hand  in  hand 
We’re  proud,  oh,  we’re  proud 
We  helped  three  million 
Live  anew! 

While  we  can  think 
While  we  can  talk 
While  we  can  stand 
While  we  can  walk 
While  we  can  fight 
While  we  can  give 
Join  our  quest  for  life 
Right  now!” 


Leslie  Uggams,  Honorary  National 
75th  Anniversary  Chairperson, 
for  the  American  Cancer  Society. 


Join  us  with  your 
generous  contributions 
.of  money  and  time. 


1 1 lUi  loy  dl  lU  lllllt:?. 

Commemoratna 


AMERICAN 
CANCER 
f SOCIETY 


YleareofUfe! 


'Special  lyrics  sung  by  Leslie  Uggams 
to  the  tune  of  “If  I Can  Dream" 

(Original  words  and  music  by  W.  Earl  Brown) 
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Data  General,  leading  supplier  of  comp 
to  the  healthcare  industry,  and 

TSI,  the  nation’s  largest  collection  agency 


present 


The  Medical  Workstation 


THE  low  cost,  effective  AUTOMATED  solution 
for  your  delinquent  accounts  management 


• Treats  patients  diplomatically  ^ 

• Reduces  office  billing  costs 

• Improves  cash  flow 

• Electronic  medical  claims  software 

EDS  software  available  at  no  charge  to  qualified  practices  in  Texas.  Telephone 
charges  are  the  responsibility  of  the  practice. 


Complete  Medical  Workstation  system,  includes 

• TSI  Collection  system  for  submission  via  the  GE  Network 

• EDS  Menu  and  Security  System 

• Data  General  PC  or  Portable  (AT-compatible)  including  monitor,  hard  disk. 


printer,  and  modem 
• Electronic  Medical  Claims  Software 


For  details  about  the  Medical  Workstation  call: 

1-800-772-2842 


Leasing  available  from  Data  General 


TSI  AND  EDS  ARE  BOTH  INDEPENDENT  COMPANIES  AND  ARE  NEITHER  AGENTS,  REPRESENTATIVES,  PART- 
NERS, JOINT  VENTURERS,  NOR  SUBSIDIARIES  OF  DATA  GENERAL  CORPORATION.  DATA  GENERAL  CORPO- 
RATION MAKES  NO  REPRESENTATION  OR  WARRANTY  WITH  RESPECT  TO  THE  PRODUCTS  AND  SERVICES 
PROVIDED  BY  TSI  AND  EDS  AND  THEIR  DISTRIBUTORS  WHO  ARE  SOLELY  RESPONSIBLE  FOR  THE  DELIVERY, 
OPERATION  AND  SUPPORT  OF  THEIR  RESPECTIVE  PRODUCTS  AND  SERVICES.  DATA  GENERAL  NEITHER 
ASSUMES  NOR  UNDERTAKES  ANY  OBLIGATIONS  OR  LIABILITY  RESULTING  THEREFROM. 
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auto  leasing  company 
endorsed  by  the  Tarrant 
County  Medical  Society, 
with  good  reason.  Call 
our  toll-free  number  for 
more  information. 


1-800-332-6137 
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4101  West  Plano  Parkway 
Plano,  TX  75075 
214-964-5885 
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Occupational  pesticide 
poisoning;  reportable 
disease  in  Texas 


The  incidence,  recognition,  and  control  of  acute 
occupational  pesticide  poisoning  are  discussed. 
Few  estimates  are  available  to  describe  the  scope 
and  incidence  of  this  problem  in  Texas  and  in  the 
United  States.  Previous  reports  have  noted  that 
organophosphates,  carbamates,  and  fumigants 
cause  the  majority  of  acute  poisonings;  recogni- 
tion of  these  types  of  poisonings  is  discussed.  Oc- 
cupational groups  that  have  an  increased  risk  of 
pesticide  poisoning  include  ground  applicators, 
gardeners  and  nursery>men,  harvesters  or  field- 
workers,  warehousemen  who  handle  and  transport 
pesticides,  formulators  and  manufacturers,  fumi- 
gators,  aerial  applicators  and,  occasionally,  police 
and  fire  fighters.  Acute  occupational  pesticide  poi- 
soning was  made  a reportable  disease  in  Texas 
under  the  Occupational  Disease  Reporting  Law  of 
1985.  Case  reports  from  physicians  will  enable 
public  health  officials  to  understand  the  occur- 
rence arui  distribution  of  these  poisonings  in  Texas 
and  to  plan  and  implement  measures  to  prevent 
further  incidents. 

KEY  WORDS:  OCCUPATIONAL  DISEASES,  PESTICIDE  POISONING, 
ORGANOPHOSPHATES,  CARBAMATES,  INSECTICIDES. 


Implicit  in  their  name,  pesticides  are  poisonous, 
whether  insecticides,  ftmgicides,  herbicides,  ro- 
denticides,  or  fumigants.  Despite  efforts  to  make 
these  compounds  specific  for  a particular  target  or- 
ganism, most  remain  more  or  less  toxic  to  humans 
as  well.  In  the  last  20  years,  usage  in  the  US  has 
shifted  from  solid  organochlorine  compounds  ( eg, 
DDT,  aldrin,  and  chlordane  ) to  those  which  have 
less  bioaccuihulation  in  humans  and  animals,  such 
as  carbamates  and  organophosphates.  However,  the 
latter  compounds  are  much  more  acutely  toxic  than 
most  chlorinated  hydrocarbons  ( 1 ),  and  numerous 
instances  of  acute  poisoning  from  them  have  oc- 
curred, especially  in  agricultural  occupations.  In 
this  paper,  we  describe  the  scope,  occurrence,  rec- 
ognition, and  control  of  acute  occupational  pesti- 
cide poisoning,  as  well  as  the  requirement  to  report 
diagnosed  and  suspected  cases  of  such  poisoning 
under  the  Texas  Occupational  Disease  Reporting 
Act  of  1985. 


In  1985,  there  were  1,888  cases  of  confirmed  or 
suspected  pesticide-related  poisonings  reported  ( 4 ). 
Of  these,  80%  (1,516)  resulted  from  occupational 
exposures  while  the  remaining  20%  were  nonoc- 
cupational  or  of  unknown  exposure.  The  incidence 
of  pesticide-related  illness  or  injury  was  estimated 
at  2.7  cases  per  1,000  persons  at  risk  for  farm  field 
workers  and  60  cases  per  1,000  for  pesticide  mix- 
ers, loaders,  or  applicators  (4).  Among  the  occupa- 
tional exposures,  the  type  of  illness  was  reported  as 
systemic  in  43%  (655 ) of  the  cases,  while  the  re- 
maining 57%  (861 ) were  limited  to  skin  or  eye 
symptoms.  The  type  of  pesticide  was  determined 
for  432  of  these  occupational  cases,  and  over  half 
were  associated  with  exposure  to  organophosphates 
or  carbamates;  another  30  or  more  cases  were  asso- 
ciated with  exposure  to  fumigants  ( aluminum  phos- 
phide, chloropicrin,  and  methyl  bromide). 

From  recent  Florida  surveys  of  436  citrus  growers 
and  1 ,8 1 1 citrus  workers,  the  incidence  of  con- 
firmed pesticide  poisonings  was  estimated  at  3-4 
cases  per  1,000  field-workers  at  risk  (5,6).  Morgan 
et  al  (7  ) found  53  self- reported  pesticide  “poison- 
ing” incidents  between  1971  and  1977  in  a cohort 
of  workers  from  1 3 states  who  were  occupationally 
exposed  to  pesticides,  most  of  which  involved  ex- 
posure to  organophosphates  and  carbamates.  Hayes 
and  Vaughn  (8)  examined  mortality  from  pesticide 
poisoning  in  the  US  in  1973  and  1974  as  reported  in 
death  certificates:  a total  of  78  accidental  deaths 
occurred,  1 2 of  which  occurred  at  work. 

No  current  estimate  of  the  incidence  of  pesticide 
poisoning  is  available  for  Texas,  though  several  case 
series  described  this  problem  in  the  past  (9,10). 
Hospital  records  were  studied  for  129  fully  docu- 
mented cases  of  pesticide  poisoning  which  oc- 
curred between  1961  and  1967  in  the  Lower  Rio 
Grande  Valley  (9).  Ninety-three  percent  of  the  cases 
occurred  during  June,  July,  and  August  (which  coin- 
cided with  the  cotton  insect  pest  control  season  ). 
Ninety-eight  percent  of  the  cases  were  exposed  to 
pesticides  dermally,  and  95%  were  poisoned  by 
ethyl  or  methyl  parathion.  In  1968,  the  number  of 
acute  organophosphate  poisonings  increased  sub- 
stantially over  the  1961  to  1967  average;  inves- 
tigators attributed  this  increase  to  the  more  fre- 
quent use  of  ethyl  parathion  during  that  year  (10). 
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The  problem 

Few  estimates  are  available  of  the  number  of  pes- 
ticide poisonings  occurring  in  the  US.  In  Califor- 
nia since  1973,  detailed  information  has  been 
available  on  pesticide  illnesses  from  workers’ 
compensation  claims  and  through  mandatory  re- 
porting ( 2 ).  Since  this  intensive  surveillance  effort 
began,  the  total  number  of  reported  pesticide- 
related  illnesses  has  varied  from  less  than  1 ,200  to 
more  than  2,400  cases  per  year  in  California  (2  — 4). 


Recognition  of  acute  pesticide  poisoning 

Organophosphates,  carbamates,  and  fumigants  cause 
the  majority  of  acute  pesticide  poisonings;  Fig  1 lists 
the  characteristics  of  acute  pesticide  poisoning  by 
chemical  group.  In  addition  to  acute  effects,  some 
pesticide  exposures  are  associated  with  chronic 
health  problems  (eg,  organophosphates  and  delayed 
neurotoxicity).  These  chronic  effects  will  not  be  re- 
viewed. A complete  discussion  of  acute  pesticide 
poisoning  and  the  chronic  health  problems  associ- 
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/.  Characteristics  of  acute  pesticide  poisoning.  Compiled  from  references  1,  11,  12,  18  and  United  States  Navy  Disease  Vector  Ecology 
and  Control  Center,  Jacksonville  Fla,  Emergency  Medical  Treatment  for  Acute  Pesticide  Poisoning  ( chart),  September,  1982. 


Chemical  basis  (examples 
of  compounds)" 

Pharmacologic  action  or 
site  of  toxicity 

Routes  of 
absorption 

Major  acute  signs 
and  symptoms 

Laboratory  tests 

Chlorinated  hydrocarbons 
[ chlorobenzilate,  Kel- 
thane,  Thiodan,  methoxy- 
chlor,  lindane,  heptachlor, 
toxaphene,  chlordane] 

Neurotoxin;  CNS,  kidney, 
liver 

Ingestion, 

dermal, 

inhalation 

Apprehension,  excitability,  dizziness, 
headache,  disorientation,  weakness, 
paresthesia,  convulsions 

Pesticide  and/or  meta- 
bolites measured  in 
blood;  concentration 
more  important  than 
mere  presence 

Organophosphates  [diazi- 
non,  malathion,  methyl 
parathion,  parathion, 
Guthion,  chlorpyrifos 
(Dursban),  Di-Syston, 
dichlorvos,  S-Seven) 

Irreversible  inhibition  of 

acetyl-cholinesterase 

enzyme 

Ingestion, 

dermal, 

inhalation 

Mild:  fatigue,  headache,  blurred  vision, 
dizziness,  numbness  of  extremities,  nau- 
sea, vomiting,  excessive  sweating  and 
salivation,  tightness  in  chest 

Moderate  weakness,  difficulty  talking, 
muscular  fasciculations,  miosis 

Seivre.  unconsciousness,  flaccid  paralysis, 
moist  rales,  respiratory  difficulty,  and 
cyanosis 

Other  cardiac  arrhythmias 

Red  blood  cell  cho- 
linesterase, plasma 
cholinesterase 

Carbamates  [aldicarb 
(Temik),  methomyl,  oxa- 
myl,  Carbary  1 (Sevin),  car- 
bofuran,  Baygon] 

Reversible  inhibition  of 

acetylcholinesterase 

enzyme 

Ingestion, 

dermal, 

inhalation 

Diarrhea,  nausea,  vomiting,  abdominal 
pain,  excessive  sweating  and  sahvation, 
blurred  vision,  difficulty  breathing, 
headache,  muscular  fasciculations 

Red  blood  cell  and 
plasma  cholinesterase 
may  be  normal  and  thus 
not  reliable  detectors  of 
poisoning;  carbamate 
metabolites  in  urine 

Halocarbon  and  sulfuryl 
fumigants  [methyl  bro- 
mide, carbon  disulfide, 
chloropicrin,  ethylene 
dibromide,  dibromo- 
chloropropane] 

CNS,  enzyme  systems, 
liver,  kidney,  lungs 

Ingestion, 

dermal, 

inhalation 

Dizziness,  headache,  nausea,  vomiting, 
abdominal  pain,  mental  confusion, 
tremor,  convulsions,  pulmonary  edema 

Methyl  bromide — blood 
bromide  concentrations; 
carbon  disulfides  in  urine 

Phosphine  fumigants 
[aluminum  phosphide 
(Phostoxin)] 

Lungs,  CNS,  liver,  kidney 

Inhalation, 

dermal, 

ingestion 

Dizziness,  headache,  nausea,  vomiting, 
dyspnea,  pulmonary  edema 

None  known;  victim’s 
breath  may  smell  like  gar- 
lic or  acetylene 

Cyanide  fumigants 
[CyclonI 

Inactivates  the  cyto- 
chrome oxidase  of  cells 
in  critical  tissues,  pri- 
marily the  heart  and 
brain 

Ingestion, 

inhalation, 

dermal 

(rare) 

Large  dose  collapse  and  cessation  of 
respiration 

Smaller  dose  headache,  weakness,  confu- 
sion, nausea,  vomiting,  dizziness,  hyper- 
pnea,  apprehension,  convulsions 

Other  breath  may  smell  like  bitter 
almonds 

Cyanide  in  blood  and 
tissues;  thiocyanate  meta- 
bolite in  urine  and  saliva 

Nitrophenolic  and  nitro- 
cresolic  herbicides 
[dinitrocresol,  dinoseb 
(Dinitro-3), 
dinitrophenoll 

Liver,  kidney,  and  ner- 
vous system;  stimulation 
of  oxidative  metabolism 
in  cell  mitochondria 

Ingestion, 

inhalation, 

dermal 

Yellow  staining  of  skin  and  hair;  profuse 
sweating,  headache,  thirst,  malaise,  warm 
flushed  skin,  tachycardia,  fever 

Nitrophenols  and  nitro- 
cresols  in  urine  and 

serum 

Chlorophenoxy  com- 
pounds [2,4-D,  Silvex, 
2,4,5-T,  Dicamba) 

Skin,  eyes,  respiratory 
and  gastrointestinal 
linings 

Ingestion, 

dermal, 

inhalation 

Inhalation:  burning  sensations  in  the 
nasopharynx  and  chest,  dizziness 
Ingestion:  vomiting,  esophagitis,  ab- 
dominal pain,  diarrhea,  fibrillary  muscle 
twitching,  stiflhess  of  muscles  of  ex- 
tremities, metabolic  acidosis  in  large 
doses 

Chlorophenoxy  com- 
pounds in  blood  and 
urine 

Dipyridyls  [diquat  (Aqua- 
cide ),  paraquat  ( Dextrone 
X)| 

Injury  of  epithelial  tissue: 
skin,  nails,  cornea,  liver, 
kidney,  and  linings  of  gas- 
trointestinal and  respira- 
tory tracts 

Ingestion, 

dermal, 

inhalation 

Ingestion  early:  nausea,  vomiting,  diar- 
rhea, melena,  pain  ( oral,  substemal, 
abdominal) 

48—  72  hours  after  exposure  oliguria, 
jaundice,  cough,  dyspnea,  tachypnea, 
pulmonary  edema,  convulsions,  coma 

Paraquat  and  diquat  in 
blood  and  urine 

* Use  of  trade  names  is  for  identification  only  and  does  not  imply  endorsement  by  the  Texas  Department  of  Health  or  the  National  Institute 
for  Occupational  Safety  and  Health,  Centers  for  Disease  Control. 
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atcd  with  these  compounds  can  be  found  in  Hayes, 
Pesticides  Studied  hi  Man  (11),  and  the  Environ- 
mental Protection  Agency  (EPA)  publication  by 
Morgan,  Recognition  and  Management  of  Pesti- 
cide Poisonings  (12).  ITie  EPA  booklet  is  an  excel- 
lent reference  for  the  medical  practitioner  who 
treats  pesticide  poisoning  on  an  emergency  basis. 
The  Texas  State  Poison  Center  ( telephone  number: 
1—800—392  — 8548),  the  North  Central  Texas  Poi- 
son Center  ( 1-800-441-0040)  and  local  and 
regional  poison  control  centers  are  also  valuable  re- 
sources for  clinicians  in  treating  pesticide 
poisoning. 

There  are  three  principal  routes  of  exposure  to 
pesticides  for  workers:  the  respiratory,  oral,  and  der- 
mal routes  (13).  Most  persons  are  aw'are  of  the  po- 
tential for  inhalation  and  ingestion,  but  many  do  not 
appreciate  the  potential  danger  of  skin  absorption. 
Occupational  exposures  to  organophosphate  and 
carbamate  pesticides  frequently  occur  by  the  der- 
mal route  ( 14).  Pesticide  residues  can  accumulate 
on  skin,  clothes,  and  hair  during  direct  handling  or 
application  of  the  pesticide,  or  from  plants  and  soils 
after  application. 

In  a study  of  dermal  penetration  of  insecticides  in 
mice,  the  carbamates  (carbofuran,  methoniyl,  car- 
baryl)  penetrated  the  most  rapidly,  and  malathion, 
an  organophosphate,  penetrated  the  least  rapidly 
(15).  Other  organophosphates  (ie,  parathion  and 
chlorpyrifos ) had  intermediate  penetration  rates. 

Organophosphate  and  carbamate  (cholinesterase- 
inhibiting  group ) pesticides  poison  insects  and 
mammals  by  binding  with  and  inhibiting  the  action 
of  acetylcholinesterase  (16).  Organophosphorus 
compounds  react  with  acetylcholinesterase  by 
phosphorylation  with  serine  at  the  enzyme’s  active 
center  which  produces  a relatively  stable  (and  inac- 
tive) enzyme.  If  both  of  the  methyl  or  ethyl  alkyl 
groups  are  still  present  on  the  phosphate,  significant 
enzyme  reactivation  ( through  dephosphorylation ) 
is  possible  (16,17).  However,  if  the  phosphor^  lated 
enzyme  is  allowed  to  “age”  ( through  loss  of  one  of 
its  alkyl  groups ),  it  becomes  far  more  refractory  to 
regeneration  (17).  Carbamate  pesticides  inactivate 
acetylcholinesterase  through  carbamylation  which 
also  involves  the  serine  group  at  the  enzyme’s  active 
center  (18).  This  process  is  relatively  reversible, 
and  if  carbamate  is  removed  from  the  system  ( by  di- 
lution, dialysis,  or  metabolism  and  excretion ),  the 
enzyme  will  rapidly  regain  its  ability  to  break  down 
acetylcholine  (16,18).  The  net  effect  of  these  reac- 
tions is  an  accumulation  of  acetylcholine  at  nerve 
synapses  and  motor  endplates  (19). 

Signs  and  symptoms  of  organophosphate  and 
severe  carbamate  poisoning  can  be  classified  into 
muscarinic  (parasympathetic),  nicotinic  (primarily 
motor),  and  central  nervous  system  manifestations 
according  to  site  of  action  ( 20 ).  Muscarinic  signs 


and  symptoms  may  include  excess  salivation,  excess 
bronchial  secretion,  sweating,  miosis  and  blurred  vi- 
sion, abdominal  cramps,  diarrhea,  nausea,  vomiting, 
and  bradycardia  (21 ).  Nicotinic  manifestations  in 
striated  muscle  include  muscular  cramps,  fascicula- 
tions,  and  weakness  (20).  In  severe  intoxication, 
nicotinic  actions  at  the  autonomic  ganglia  may 
sometimes  mask  muscarinic  effects;  these  patients 
may  have  tachycardia,  pallor,  and  an  elevated  blood 
pressure  ( 18,20).  Central  nervous  system  effects 
include  headache,  drowsiness,  dizziness,  and,  in 
severe  cases,  unconsciousness  or  coma.  With  or- 
ganophosphate poisoning,  the  interval  between  ex- 
posure and  clinical  manifestations  may  be  as  short 
as  five  minutes  after  massive  ingestion  or  up  to  12 
to  24  hours  with  lesser  exposures  ( 20).  If  death 
occurs,  the  usual  cause  is  respiratory  failure. 

As  in  any  suspected  poisoning  case,  a thorough 
history  of  recent  activities  prior  to  the  onset  of 
symptoms  is  invaluable  in  the  diagnosis  of  acute 
pesticide  poisoning.  Depending  on  the  type  of  pesti- 
cide, route  of  exposure,  estimated  severity'  of  poi- 
soning, and  observed  signs  and  symptoms,  some  or 
all  of  the  following  measures  may  be  necessary  in 
treating  organophosphate  or  carbamate  poisoning. 
The  patient’s  airway  should  be  cleared  of  any  excess 
secretions  and  oxygen  should  be  administered.  In 
severe  poisonings,  intubation  and  mechanically  as- 
sisted ventilation  may  be  necessary.  The  antidotes 
for  organophosphate  poisoning  are  atropine  sulfate 
and  pralidoxime  (severe  poisoning),  while  atropine 
alone  is  an  adequate  antidote  for  carbamate  poison- 
ing (12).  Because  “aged”  phosphory  lated  acetyl- 
cholinesterase becomes  resistant  to  reactivation,  it 
is  important  to  administer  pralidoxime  early  after 
organophosphate  poisoning  to  maximize  its  effec- 
tiveness as  a cholinesterase  reactivator  (17,18). 
Pralidoxime  is  contraindicated  for  use  in  carbamate 
poisoning  because  of  the  pharmacological  proper- 
ties of  this  drug  and  the  rapid  reversal  of  the  car- 
bamate inhibited  enzyme  (11,12,17,18).  If  pesticide 
exposure  has  occurred  through  dermal  contact,  the 
patient  should  be  decontaminated  by  washing  the 
skin  and  shampooing  the  hair  with  an  alkaline  soap 
to  prevent  any  further  absorption  (18).  If  exposure 
was  through  ingestion,  the  stomach  and  intestine 
should  be  cleared  of  unabsorbed  pesticide  by  ap- 
propriate procedures  such  as  the  administration  of 
syrup  of  ipecac  (or,  if  the  patient  is  unconscious, 
gastric  intubation,  suction,  and  lavage ) followed  by 
activated  charcoal  and  sodium  sulfate  (12,18).  De- 
tailed descriptions  of  treatment  regimens  can  be 
found  in  several  medical  references  ( 1 1,12,17,18). 

The  monitoring  of  erythrocyte  and  plasma  cho- 
linesterase levels  in  organophosphate  poisoning  is 
important  in  determining  the  presence  and  degree 
of  poisoning  and  assessing  response  to  therapy.  Sev- 
eral methods  are  available  for  measuring  erythro- 
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cyte  and  plasma  cholinesterase.  Coye,  Lowe,  and 
Maddy  provide  a comprehensive  review  of  the  mea- 
surement and  interpretation  of  cholinesterase  ac- 
tivity in  workers  exposed  to  pesticides  (22). 

The  level  of  erythrocyte  cholinesterase  is  a better 
indicator  of  acetylcholinesterase  activity  at  nerve 
synapses  than  that  of  plasma  cholinesterase  (23). 
According  to  Namba  (20),  clinical  manifestations 
usually  occur  only  if  more  than  50%  of  serum  cho- 
linesterase is  inhibited,  and  severity  of  illness  is 
proportional  to  the  degree  of  inhibition  of  serum 
cholinesterase  activity.  However,  Midtling  and  col- 
leagues (24)  followed  patients  with  moderately  se- 
vere symptoms  whose  erythrocyte  cholinesterase 
was  only  30%  inhibited.  In  their  case  series  of  pa- 
tients with  organophosphate  poisoning,  the  rate  of 
decline  in  cholinesterase  levels  appeared  more  im- 
portant than  the  total  decline.  Plasma  cholinesterase 
usually  returns  to  normal  within  a few  weeks;  but  it 
may  take  one  to  three  months  for  the  erythrocyte 
cholinesterase  levels  to  plateau  and  to  return  to 
normal  (12,24).  Therefore,  serial  determinations  of 
erythrocyte  and  plasma  cholinesterase  levels  may 
be  more  useful  than  single  determinations.  Mini- 
mum normal  values  of  cholinesterase  vary  by  test 
method  and  must  be  specified  by  the  laboratory 
doing  the  test. 

Fumigants  are  another  group  of  pesticides  that 
occasionally  cause  severe  poisonings  in  workers. 
Poisoning  is  usually  through  inhalation,  but  the 
liquid  and  solid  forms  can  be  ingested  or  absorbed 
through  the  skin  (18).  These  compounds  can  cause 
serious  injury  to  the  lungs,  liver,  heart,  kidneys,  and 
central  and  peripheral  nervous  systems  (25,26). 
Hine  provides  a thorough  review  of  ten  cases  of 
methyl  bromide  poisoning  (25);  all  of  which  were 
exposed  through  inhalation  in  the  food  processing 
industry  (nuts,  fruits,  and  grains).  Symptoms  in- 
cluded malaise,  headache,  dyspnea,  visual  distur- 
bances, weakness,  nausea,  and  vomiting.  Several 
patients  developed  acute  chemical  pulmonary 
edema.  Similar  symptoms  were  found  in  two  chil- 
dren and  29  crew  members  who  were  exposed  to 
toxic  phosphine  fumes  fi’om  grain  in  storage  aboard 
a grain  freighter  (26).  Laboratory  confirmation  of 
fumigant  intoxication  depends  on  the  compound. 
For  many  of  these  substances,  no  definitive  labora- 
tory tests  are  available.  Blood  bromide  levels  are 
useful  to  detect  methyl  bromide  poisoning  if  the  pa- 
tient is  not  taking  inorganic  bromide  medications. 
Cyanide  can  be  measured  in  blood  and  tissues  (or 
its  metabolite  thiocyanate  in  urine)  (12). 

Occupations  at  risk 

Since  the  person  with  pesticide  poisoning  may 
present  with  nonspecific  signs  and  symptoms,  elic- 
iting information  about  occupation  and  work  ac- 
tivities may  help  the  physician  determine  whether 


acute  pesticide  poisoning  has  occurred.  Specific 
occupational  groups  have  an  increased  risk  of  ex- 
posure to  pesticides.  These  include  ground  appli- 
cators, gardeners  and  nurserymen,  harvesters  or 
field  workers,  warehousemen  who  handle  and  trans- 
port pesticides,  formulators  and  manufacturers, 
fumigators,  aerial  applicators,  and,  occasionally,  po- 
lice and  fire  fighters,  who  may  encounter  pesticide 
spills  as  part  of  their  work  ( 2 ).  In  California  during 
1978,  ground  applicators  had  the  highest  number  of 
reported  occupationally  related  pesticide  exposure 
illnesses  and  aerial  applicators  had  the  lowest  num- 
ber among  these  occupational  groups  (2).  During 
1985,  however,  more  cases  of  systemic  illnesses  as- 
sociated with  pesticide  exposure  in  California  were 
reported  in  workers  exposed  to  pesticide  spray  drift 
than  in  workers  directly  handling  pesticides  (4).  In 
the  1968  survey  in  the  Rio  Grande  Valley,  over  one 
third  (44/1 18)  of  the  pesticide  poisonings  occurred 
in  persons  who  loaded  spray  planes  (10). 

The  sites  of  dermal  exposure  may  vary  by  oc- 
cupation. In  one  study  (27),  plant  workers  mixing 
and  bagging  4%  and  5%  carbaryl  dust  had  the  high- 
est potential  exposure  on  their  hands,  forearms, 
and  the  front  body  areas.  In  field  workers  applying 
0.045%  to  0.06%  carbaryl  spray,  the  highest  ex- 
posures were  on  the  shoulders  and  back  of  the 
neck. 

Occasionally,  an  occupational  death  due  to  trauma 
is  secondary  to  acute  pesticide  poisoning.  Lee  and 
Randsell  (28)  report  such  an  incident  in  which  a 
20-year-old  man  died  after  collapsing  in  a field  and 
being  run  over  by  farm  machinery  operated  by 
another  worker.  He  had  been  assigned  to  load 
granulated  aldicarb,  a highly  toxic  carbamate,  into 
a hopper  and  apparently  developed  acute  aldicarb 
poisoning  through  dermal  exposure.  Morgan  et  al 
(7)  noted  that  death  by  accidental  trauma  was  in- 
creased among  a cohort  of  workers  occupationally 
exposed  to  pesticides.  Although  it  could  not  be  de- 
termined whether  pesticide  poisoning  was  causally 
related  to  the  fatal  injuries,  it  is  very  plausible  that 
pesticide  exposure  could  predispose  to  injury  by 
causing  incoordination  and  altered  sensorium. 

The  potential  for  occupational  pesticide  exposure 
and  poisoning  in  Texas  is  substantial.  The  US  Bureau 
of  the  Census  estimated  in  1982  that  Texas  had  27 
pesticide -formulating  establishments  with  a total  of 
2,600  employees,  1,600  of  whom  were  production 
workers  (29).  An  estimated  1,200  of  these  pro- 
duction workers  were  employed  in  the  Houston- 
Galveston  area.  The  number  of  Texas  manufacturing 
plants  producing  the  active  ingredients  of  pesticides 
is  unknown.  Manufacturing/formulation  establish- 
ments account  for  minor  potential  worker  exposure 
to  pesticides,  when  compared  to  the  agricultural 
industry.  From  1982  estimates,  insecticides  were 
applied  to  6.5  million  acres,  and  herbicides  were  ap- 


Texas  Medicine 


plied  to  10.4  million  acres  of  land  in  Texas  (30  ).  In 
terms  of  land  area  receiving  herbicide  or  insecticide 
applications,  pesticide  use  is  relatively  heavy  in  the 
Panhandle  and  Lower  Rio  Grande  Valley  compared 
to  other  regions  in  Texas.  It  is  safe  to  assume  that 
agricultural  workers  at  risk  of  exposure  may  be 
found  in  all  farming  areas.  No  accurate  estimate  of 
farm  workers  potentially  exposed  to  pesticides  is, 
however,  available. 

Control 

Measures  to  control  acute  occupational  pesticide 
poisoning  in  Texas  include  the  EPA’s  registration  of 
agricultural  chemicals  and  use  restrictions  (31), 
Texas  Department  of  Agriculture’s  (TDA)  recently 
adopted  rules  governing  agricultural  pesticide  use 
(32),  criteria  set  by  the  Occupational  Safety  and 
Health  Administration  (OSHA)  (33)  and  recommen- 
dations from  the  National  Institute  for  Occupational 
Safety  and  Health  (NIOSH)  for  pesticide  manufac- 
turing and  formulating  establishments  (14),  and  the 
Texas  Department  of  Health’s  recent  requirement  for 
the  reporting  of  cases  of  occupational  diseases  in- 
cluding acute  occupational  pesticide  poisoning  ( 34  ). 

The  EPA  is  responsible  for  the  registration  and 
regulation  of  pesticide  use  in  the  US  ( 3 1 ).  Enforce- 
ment of  these  regulations  and  investigation  of  ex- 
posure incidents  have  been  delegated  to  state  de- 
partments of  agriculture.  In  1984,  the  TDA  adopted 
rules  “to  establish  pesticide  application  standards 
designed  to  prevent  unreasonable  risk  to  human 
health  and  protect  workers  and  others  during  the 
production  of  agricultural  field  crops”  ( 32 ).  These 
rules  include  standards  for  worker  re-entry  into 
fields.  Re-entry  intervals  are  established  for  pesti- 
cides when  used  on  crops  which  require  workers  to 
do  labor-intensive  activities  ( eg,  planting,  thinning, 
detasseling,  sucker  removal,  pruning,  and  harvest- 
ing). Re-entry  interval  refers  to  restricting  field  ac- 
cess for  a period  of  time  after  pesticide  application 
(35).  Fig  2 shows  the  re-entry  intervals  adopted  by 
the  TDA.  Rules  also  cover  the  posting  of  fields  and 
the  necessary  procedures,  if  for  some  reason  work- 
ers need  to  enter  the  field  before  the  re-entry  inter- 
val expires.  Farm  operators  are  required  to  know  or 
have  access  to  the  trade  and  chemical  name  of  any 
pesticide  being  used  and  must  make  this  informa- 
tion available  to  workers,  to  persons  alleging  pesti- 
cide exposure,  and  to  attendant  medical  personnel 
upon  request. 

For  the  workplace  environment  of  pesticide 
manufacturing  and  formulating  establishments, 
OSHA  has  established  permissible  exposure  limits 
(PEL)  for  many  pesticides  (33).  In  its  criteria  docu- 
ment on  manufacture  and  formulation  of  pesticides, 
NIOSH  has  emphasized  work  practices,  engineering 
controls,  and  medical  surveillance  programs  to  pro- 
tect workers  from  the  adverse  effects  of  pesticide 


exposure.  Recommendations  for  medical  surveil- 
lance include  an  initial  medical  examination,  pre- 
exposure and  periodic  erythrocyte  cholinesterase 
levels  for  workers  exposed  to  cholinesterase- 
inhibitors,  and  periodic  medical  examinations  (at 
least  annually)  (14). 

Reporting  acute  occupational  pesticide 
poisoning 

Acute  occupational  pesticide  poisoning  is  report- 
able  in  accordance  with  Texas  Board  of  Health  rules 
issued  under  the  1985  Texas  Occupational  Disease 
Reporting  Law  (34).  Physicians  and  directors  of 
laboratories  with  case  reports  must  provide  the 
name,  address,  age,  sex,  and  race  of  the  patient  and 
the  diagnosis  and  date  of  diagnosis  to  the  director  of 
their  local  or  regional  health  department,  who  will 
then  transmit  this  information  to  the  Texas  Depart- 
ment of  Health,  Epidemiology  Division,  in  Austin. 
Reports  may  also  be  made  directly  to  the  Texas 
Department  of  Health,  Epidemiology  Division,  by 
telephoning  (toll-free)  1-800-252-8239.  The  Oc- 
cupational Disease  Reporting  Act  provides  for  the 
confidential  handling  of  all  case  reports  by  local  and 
state  health  departments,  and  information  about  in- 
dividual cases  will  be  held  as  confidential  medical 
records. 

Follow-up  investigations  are  conducted  by  the 
TDH  epidemiology  staff  to  verify  the  diagnosis,  de- 
termine the  source  of  the  causative  agent,  obtain  an 


2.  Reentry  inten’als  for  pesticides  itsed  on  crops  requiring  work- 
ers to  perform  labor-intensive  activities  in  Texas.  ’ 

Re-entry  level  Pesticide 

24  hours  Any  pesticide  with  registered  agricultural  uses 

when  used  on  crops  requiring  workers  to  per- 
form lahor-intensive  activities,  unless  the  pesti- 
cide has  been  granted  an  exemption  (As  of  April 
4,  1986,  six  formulations  of  Dipel  are  exempt) 

48  hours  azinphos-methyl  (Guthion) 

carbophenothion 
demeton 
dicrotophos 
disulfoton 
endosulfan 
endrin 
ethion 

mcthidathion 

methyl  parathion 

mevinphos 

monocrotophos 

oxydemeton-methyl 

phorate 

phosphamidon 

7 days  ethyl  parathion 

'Texas  Department  of  Agriculture.  Reentry  Intervals  (Texas  Regis- 
ter, Jan  1,  1985  (10  Tex  Reg  39-401 ).)  Notice  of  Exemption  from 
Interim  24-hour  Reentry  Interval  established  for  Agricultural  Pesti- 
cides (Texas  Register,  Apr  4,  1986  (II  Tex  Reg  1 164 ).( 
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occupational  and  employment  history,  and  seek  re- 
lated but  unreported  cases.  As  necessary,  worksite 
investigations  will  be  undertaken  to  determine 
whether  an  ongoing  hazard  is  present  and  to  make 
appropriate  recommendations  to  eliminate  the  haz- 
ard. The  purpose  of  this  reporting  system  is  to  de- 
termine the  epidemiology  of  acute  occupational 
pesticide  poisoning  in  Texas,  and  through  identifica- 
tion of  hazardous  workplaces,  pesticides,  and  prac- 
tices, enable  prevention  of  future  cases. 

Conclusion 

Little  is  known  about  the  incidence  of  acute  oc- 
cupational pesticide  poisoning  in  Texas.  Much  of 
our  understanding  about  this  occupational  problem 
has  evolved  from  reports  received  through  the  re- 
porting system  in  California.  Yet,  differences  in  cli- 
mate, soil,  topography,  crops  grown,  and  pests 
influence  the  use,  location,  quantity,  nature,  avail- 
ability, toxicity,  and  persistence  of  pesticide  resi- 
dues (36  ).  Understanding  and  control  of  pesticide- 
related  health  problems  in  Texas  require  active 
surveillance.  Implementation  of  the  new  Occupa- 
tional Disease  Reporting  Law  will  help  us  under- 
stand the  frequency  and  distribution  of  cases  and 
enable  prevention  of  further  incidents.  The  par- 
ticipation of  Texas  physicians  by  recognizing  and 
reporting  cases  of  acute  occupational  pesticide 
poisoning  to  the  TDH  is  essential  to  this  task. 
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The  preparticipation 
sports  examination  in 
Special  Olympics 
athletes 


It  is  the  policy  of  Special  Olympics,  Inc,  that  ath- 
letes have  a physical  examination  prior  to  partici- 
pation in  Special  Olympics  events.  Eighty  Special 
Olympics  athletes  were  examined  in  two  settings. 
In  setting  I ( 1985 ) individual  examinations  were 
performed  by  pediatric  residents;  in  setting  2 
( 1986)  screenings  by  the  station  method  were 
performed  using  a sports  health  team.  Sports- 
significant  abnormalities  were  detected  in  39%  of 
the  athletes.  Percentages  of  abnormalities  detected 
in  the  two  settings  were  similar.  The  single  most 
common  category  of  problem  detected  among  the 
athletes  was  neurologic  ( 16% ),  followed  by 
ophthalmologic  ( 15% ),  musculoskeletal  (6% ), 
and  medical  (5% ).  The  parent  questionnaire  de- 
tected 71%  of  the  sports-significant  abnormalities. 
Personnel  costs  for  examinations  appeared  compa- 
rable to  the  cost  of  a physical  examination  per- 
formed by  a private  practitioner.  Further  work 
needs  to  be  done  to  determine  the  incidence  of 
sports  injury  in  Special  Olympics  athletes  and  to 
elucidate  any  possible  association  between  pre- 
existing abnormalities  and  subsequent  injury. 
Policies  should  be  developed  based  on  the  effective- 
ness of  the  required  yearly  physical  examination 
to  prevent  injury  in  athletes. 

KEY  WORDS;  PHYSICAL  EXAMINATION,  SPORTS,  ATHLETIC  IN- 
JURIES, COST  ANALYSIS,  MENTAL  RETARDATION,  EPILEPSY. 


Preparticipation  sports  physicals  are  con- 
ducted widely  throughout  the  United  States. 
Physical  examinations  are  required  in  many 
states  in  order  for  young  athletes  to  participate  in 
interscholastic  sports  (1,2).  Examinations  are  per- 
formed in  part  for  medicolegal  reasons  so  that  the 
school  or  team  can  assure  safe  sports  participation. 
However,  many  factors  in  addition  to  those  intrinsic 
to  the  athlete’s  own  physical  health  usually  play  a 
role  in  sports  injury.  Coaching  techniques,  type  of 
spon  (3),  weather  conditions  (4—6),  sex  (7,8),  in- 
tensity of  play  (9),  rules,  playing  surfaces  (10),  and 
equipment  (11)  can  all  influence  the  likelihood  of  a 
sport  injury.  A preparticipation  sports  physical  may 
be  “passed”  by  an  athlete,  but  this  does  not  relieve 
coaching  and  administrative  leadership  of  the  re- 
sponsibility to  assure  safe  participation  for  the 
athlete. 

Nonetheless,  it  appears  that  preparticipation 
sports  physical  examinations  are  here  to  stay,  at 
least  in  some  form,  since  there  are  a number  of 
sports-significant  abnormalities  that  can  predispose 
the  athlete  to  injury,  and  these  should  be  detected 
prior  to  athletic  competition  so  that  precautions 
can  be  taken  to  reduce  the  risk  of  injury.  It  has  been 
shown  that  injuries  can  be  prevented  in  this  way.  An 
example  of  this  is  a study  from  West  Point  Military’ 


Academy  in  which  entering  freshmen  were  carefully 
examined  to  detect  old  unrehabilitated  knee  inju- 
ries (12).  Freshmen  who  had  knee  problems  were 
identified  and  rehabilitation  was  prescribed.  In 
those  who  had  rehabilitation  there  were  far  fewer 
subsequent  reinjuries  than  in  those  who  had  no 
therapy. 

What  constitutes  a sports-significant  abnormality? 
What  is  the  prevalence  of  these  abnormalities  in  a 
sporting  population?  And  how  are  these  abnor- 
malities to  be  most  effectively  identified?  These 
questions  were  studied  in  a group  of  mentally  re- 
tarded athletes  participating  in  Special  Olympics. 
Because  of  the  large  number  of  sports-significant  ab- 
normalities found  in  groups  of  retarded  athletes, 
this  study  was  able  to  field  test  a preparticipation 
parent/guardian  questionnaire  and  to  compare  two 
methods  of  screening  athletes  for  sports-significant 
abnormalities.  Screening  methods  such  as  those  de- 
scribed in  this  study  may  be  useful  for  athletes  with 
or  without  phy  sical  or  developmental  disabilities. 
Medical  personnel  costs  were  calculated  to  com- 
pare the  relative  values  of  the  screening  methods 
and  to  estimate  cost  effectiveness  based  on  cost  per 
sports-significant  abnormality  detected. 

Methods 

Screening  method  I,  individual  physical  exami- 
nations— In  1985,  32  Special  Olympics  athletes 
were  examined  (16  males,  16  females;  age  range 
7-22  years).  Six  of  these  athletes  had  Down  syn- 
drome. The  children  were  all  from  one  local  com- 
munity'. Performing  the  examination  were  four 
second-year  pediatric  residents  assigned  to  the 
pediatric  outpatient  clinic  at  The  University  of 
Texas  Medical  Branch.  Assisting  the  pediatric  resi- 
dents were  one  orthopedic  surgeon,  one  orthopedic 
resident,  one  pediatric  faculty’  member,  one  physical 
therapist,  and  three  pediatric  nurses.  A preparticipa- 
tion sports  questionnaire  (13)  and  permission  were 
filled  out  in  advance  by  the  parent  or  guardian.  Chil- 
dren were  transported  by  bus  to  the  medical  center 
for  physical  examinations,  and  they  were  accom- 
panied by  their  coach  and  several  adult  assistants. 
Each  youngster  was  examined  by  a pediatric  resi- 
dent. Residents  had  received  prior  instruction  as  to 
what  to  consider  sports-significant  abnormalities. 
On-the-spot  consultations  by  orthopedic  and  pe- 
diatric faculty’  were  rendered  when  requested  by 
the  pediatric  residents.  Medical  diagnosis,  mus- 
culoskeletal examination,  medical  history’  review, 
and  final  recommendations  were  recorded  on  each 
student’s  examination  packet,  and  copies  of  these 
results  were  retained  for  data  analysis  by  the  prin- 
cipal investigator.  No  attempt  was  made  to  provide 
comprehensive  medical  care.  Each  athlete  with  a 
medical  condition  detected  in  the  course  of  the 
sports  screenings  was  referred  to  his  or  her  own 
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personal  physician  for  evaluation  and  follow-up. 

Screening  method  2,  station  method  examina- 
tion— In  1986,  48  Special  Olympics  athletes  (26 
males,  22  females;  age  range  9-57  years)  from 
four  different  towns  were  examined  by  the  station 
method  at  a county -supported  work  facility  for 
mentally  retarded  persons.  Four  of  these  individuals 
had  Down  syndrome.  Athletes  were  asked  to  wear 
bathing  suits  under  their  clothing  so  they  could  be 
effectively  examined  at  the  musculoskeletal  station. 
Preparation  parent/guardian  questionnaires  and  per- 
missions were  filled  out  ahead  of  time,  as  in  screen- 
ing method  1 . The  sports  health  team  assembled  for 
the  station  method  examinations  consisted  of  one 
ophthalmology  resident,  two  ophthalmology  techni- 
cians (stations  1-3,  eye  examinations),  two  physi- 
cal therapists  (stations  4—5,  orthopedic  musculo- 
skeletal examinations ),  one  orthopedic  faculty 
member,  and  one  orthopedic  resident  (stations 
5—6,  orthopedic  musculoskeletal  examinations), 
two  registered  pediatric  nutritionists  (stations  7-8, 
skinfold  measurement ),  one  pediatric  faculty  mem- 
ber, and  one  pediatric  postdoctoral  fellow  (stations 
9— 10;  cardiac,  lung,  and  skin  examinations;  review 
of  the  preparticipation  parent  history;  and  final 
recommendations).  Each  athlete  was  seen  by  one 
ophthalmology  examiner,  one  physical  therapist, 
one  orthopedic  surgeon,  one  nutritionist,  and  one 
pediatrician. 

Athletes  with  findings  requiring  further  medical 


evaluation  and  follow-up  were  referred  to  their  own 
personal  physicians.  Coded  history  and  physical 
data  were  entered  into  a computer  file  (Apple  Mac- 
intosh, Microsoft  File),  and  results  were  tabulated 
by  computer. 

Examination  methods — Methods  for  physical 
examination  have  already  been  described  in  detail 
(13—15).  The  orthopedic  musculoskeletal  exami- 
nation consisted  of  examination  for  strength  and 
range  of  motion  of  the  neck,  shoulders,  elbows, 
and  wrists.  Athletes  were  checked  for  scoliosis,  and 
the  hips  and  legs  were  tested  by  asking  athletes 
to  squat. 

Skinfolds  were  measured  by  caliper  and  com- 
pared with  reference  norms  for  age.  The  eye  exami- 
nation consisted  of  distant  and  near  visual  acuity  by 
Allen  cards  and  “illiterate  E cards,”  confrontation 
visual  field  testing,  swinging  penlight  test,  alternate 
cover  and  cover/uncover  tests,  tonometry  by  palpa- 
tion, motility  assessment,  and  penlight  examination 
of  the  anterior  segment. 

Results 

Sports-significant  findings — Sports-significant  find- 
ings were  defined  as  follows;  (a)  vision  loss  in  one 
or  both  eyes  or  eye  abnormality  sufficient  to  war- 
rant a recommendation  for  polycarbonate  lenses  for 
participation  in  any  sport  that  places  the  athlete  at 
risk  for  eye  injury  ( 16— 18);  (b)  history  of  seizures 
( 19— 21 );  (c)  need  for  a wheelchair  to  participate 


1.  Sports-significant  abnormalities  in  80  mentally  retarded  athletes 


Screening  Method 

Pediatric  CUnic  (n=32) 

Sports  Medicine  Team  ( n 

= 48) 

Category 

Diagnosis 

Number 

Diagnosis 

Number 

Total 

Eye 

Monocular  vision 

4(H)' 

Monocular  vision 
Cataractst 

Untestable  vision 

Myopiat 

Blindness 

Amblyopia 

3(2P,1H&P) 

1(P) 

1(P) 

1(P) 

1(H&P) 

UP) 

12(15%) 

Neurologic 

Seizures 

Cerebral  palsy 

3(H) 

2(H&P) 

Seizures 

Spina  bifida 

7(H) 

UH) 

13(16%) 

Musculoskeletal 

Cervical  arthritis 
Harrington  rods 

1(H&P) 

1(H&P) 

Wrist  surgery 

Dislocated  elbow 
Congenital  amputee 

1(H&P) 

1(H&P) 

UP) 

5(6%) 

Medical 

Hypothyroid 
Undescended  testis 

1(H) 

1(P) 

Arrhythmia 

Ventricular  septal 
defect 

UP) 

UP) 

4(5%) 

Total  significant  findings 

Total  athletes  with  abnormalities 

Subtotal 

13 

12(38%) 

Subtotal 

21 

19(40%) 

34 

31(39%) 

'(H):  Abnormality  detected  by  history  questionnaire  only. 

(P):  Abnormality  detected  by  physical  examination. 

(H&P):  Abnormality  detected  by  history  questionnaire  and  physical  examination, 
t Probably  not  at  risk  for  blindness  if  one  eye  were  severely  injured. 


Texas  Medicine 


2.  KeconimenUatiomImoitifications  for  the  31  athletes  with 
sports-significant  findings  noted  in  prepartication  sports 
screenings 


Restriction/Modification 

Number  (n=80) 

Polycarbonate  protective  lenses 

10(13%) 

Seizure  precautions 

10(13%) 

Further  medical  evaluation 

5(6%) 

Less  strenuous  sports 

3(4%) 

Wheelchair  sports 

2(3%) 

Noncontact  sports 

1(1%) 

Testicle  protection 

1(1%) 

in  sports  activities;  (d)  question  on  physical  ex- 
amination of  atlantoaxial  instability  or  subluxation 
(22,23);  (e)  unilateral  kidney  or  undescended  testis 
requiring  testicle  protection  for  contact/collision 
sports;  (f)  heart  disease  severe  enough  to  limit 
sports  participation;  (g)  orthopedic  abnormality 
limiting  participation;  (h)  other  medical  condition 
limiting  activity  or  warranting  further  evaluation 
before  permission  is  granted. 

Results  are  summarized  in  Fig  1 . Sports-significant 
abnormalities  were  noted  in  39%  of  the  athletes. 
Recommendations  suggested  by  the  health  teams 
are  listed  in  Fig  2.  Twelve  of  the  80  athletes  had 
eye  abnormalities  that  resulted  in  a recommenda- 
tion for  protective  eyewear  for  sports  in  which 
there  was  risk  of  eye  injury.  In  our  region,  Special 
Olympics  sports  included  softball,  basketball,  soc- 
cer, and  volleyball.  Areas  that  hold  winter  games 
would  want  to  assure  eye  protection  for  alpine  and 
cross-country  skiing,  floor  hockey,  and  poly  hockey. 

The  single  most  common  diagnosis  among  the  80 
athletes  was  history  of  seizures  (13%).  The  need  for 
seizure  precautions  would  depend  upon  the  sport 
being  played.  Special  Olympics  sports  in  which 
there  might  be  a risk  of  severe  injury  if  a seizure 
were  to  occur  included  swimming,  diving,  gym- 
nastics (on  the  apparatus,  eg,  high  bar,  rings,  parallel 
bars),  skiing,  speed  skating,  and  horseback  riding. 

Further  medical  evaluation  was  required  for  a 
Down  syndrome  child  with  arthritis,  muscle  weak- 
ness, and  limitation  of  movement  of  the  cervical 
spine.  It  has  been  shown  that  children  with  Down 
syndrome  and  arthritis  have  an  increased  incidence 
of  atlantoaxial  subluxation  (24).  This  child  had 
roentgenograms  of  the  cervical  spine  in  flexion  and 
extension;  however,  no  subluxation  was  detected 
on  the  films.  The  youngster  had  muscle  weakness 
and  intercurrent  respiratory  infections  which  pre- 
cluded participation  in  Special  Olympics  events 
for  the  1985  season. 

Evaluation  was  also  required  for  an  athlete  with  a 
cardiac  arrhythmia  detected  on  auscultation  and  for 
an  athlete  with  Down  syndrome  and  cyanotic  heart 
disease.  Two  additional  athletes  required  medical 
follow-up  before  participating  in  activities:  one  with 
recent  wrist  surgery  and  one  wearing  a sling  for  a 
dislocated  elbow.  The  two  athletes  using  a wheel- 
chair for  sports  were  a child  with  severe  cerebral 
palsy  and  one  with  spina  bifida.  Noncontact  sports 
were  recommended  for  the  athlete  with  scoliosis 
and  Harrington  rods. 

Nutrition  evaluations — In  setting  2,  skinfolds 
were  measured.  While  obesity  is  not  a contraindica- 
tion to  sports  participation,  obesity  may  interfere 
with  sports  performance  and  may  be  a risk  factor 
for  heat  injury.  Two  athletes  had  triceps  skinfold 
measurements  less  than  fifth  percentile  and  seven 


athletes  had  skinfold  measurements  greater  than 
95th  percentile.  These  athletes  were  referred  to 
their  physicians  for  nutrition  counseling. 

Relative  importance  of  the  medical  history 
questionnaire  versus  the  physical  examination — 
Among  the  34  sports-significant  findings,  1 5 ( 44%  ) 
of  the  findings  were  turned  up  by  the  questionnaire 
only,  9 ( 26%  ) were  discovered  by  both  question- 
naire and  physical  examination,  and  10  (29%  ) 
were  detected  by  physical  examination  only. 

Cost  comparisons  between  the  tivo  settings  and 
cost/benefit  ratios — Personnel  costs  of  the  two  set- 
tings were  compared.  In  setting  1 , pediatric  resi- 
dents with  the  assistance  of  nurses,  an  orthopedic 
surgeon,  pediatric  and  orthopedic  residents,  and 
a physical  therapist  completed  32  examinations 
in  1.5  hours.  Total  personnel  costs  were  calculated 
based  on  an  hourly  fee  of  S70  per  hour  for  the 
physicians  and  $16  per  hour  for  the  physical  thera- 
pist and  nurses.  Total  personnel  cost  per  athlete  was 
825  96;  cost  per  sports-significant  finding  was 
863.92. 

Setting  2 utilized  an  ophthalmologist,  ophthalmol- 
ogy assistants,  orthopedic  surgeons,  physical 
therapists,  pediatricians,  and  nutritionists.  This  team 
required  4.25  hours  to  examine  48  athletes.  The 
personnel  costs  were  calculated  using  the  same  fees 
as  in  setting  4;  total  personnel  costs  were  81,896,  or 
839.50  per  athlete;  cost  per  sports-significant  find- 
ing was  894.80. 

Costs  were  greater  in  setting  2 as  compared  with 
setting  1 because  the  musculoskeletal  examination 
was  performed  in  duplicate  (once  by  a physical 
therapist,  and  once  by  an  orthopedic  surgeon  ). 
These  examinations  were  performed  in  duplicate  as 
part  of  a separate  study  to  determine  the  accuracy 
of  the  musculoskeletal  examination  as  performed  by 
physical  therapists  versus  orthopedic  surgeons. 
These  results  will  be  published  at  a later  date  when 
more  data  are  available.  Costs  were  also  higher  in 
setting  2 because  of  the  nutrition  station  (not  in- 
cluded in  setting  2 ) and  because  of  the  separate  eye 
station  at  which  a more  thorough  eye  examination 
was  performed  by  the  ophthalmology  resident  and 
technicians. 

Discussion 

Among  groups  of  nondisabled,  nonretarded  athletes, 
the  incidence  of  sports-significant  abnormalities  on 
screening  history  and  physical  examination  is  ap- 
proximately 1%  to  3%  (1,25—27).  The  Special 
Olympics  population  obviously  had  a much  higher 
percentage  of  abnormalities.  This  was  true  even 
when  screening  did  not  attempt  to  detect  all  medi- 
cal problems,  but  rather  focused  on  those  condi- 
tions that  had  a potential  for  injury  risk  in  sports  or 
limitation  of  sports  participation.  Even  greater  num- 


41 


Volume  84  April  1988 


Sports  examination 


42 


bers  of  abnormalities  would  likely  have  been  de- 
tected if  comprehensive  medical  examinations  had 
been  done. 

The  two  most  common  sports-significant  abnor- 
malities detected  in  the  Special  Olympics  athletes 
were  vision  loss  and  seizures.  The  athlete  with  vi- 
sual acuity  of  less  than  20/200  (corrected)  in  one 
eye  would  be  at  risk  for  blindness  if  the  good  eye 
were  injured.  Polycarbonate  protective  lenses  are 
extremely  durable,  clear,  and  relatively  inexpensive. 
Prescription  lenses  can  be  ordered  in  this  material, 
or  special  polycarbonate  sport  goggles  can  be  worn. 
Eye  injury  can  occur  even  with  large-sized  balls 
such  as  soccer  balls,  volleyballs,  and  basketballs  (18). 

Special  Olympics  aquatics  instructors  and  direc- 
tors should  be  aware  of  the  risks  to  a swimmer  if  a 
seizure  should  occur  while  the  athlete  is  in  or  near 
the  water  ( 19,21 ).  Health  records  should  be  trans- 
ported to  the  competitions,  and  they  should  be  re- 
viewed by  the  lifeguards  who  will  be  on  duty  at  the 
time  of  the  swim  competitions  so  that  they  will  be 
alert  to  those  athletes  who  have  a seizure  history. 
Swimmers  should  be  watched  at  all  times.  Life- 
guards should  be  strong  enough  to  pull  the  heaviest 
swimmer  from  the  deepest  part  of  the  pool.  Hyper- 
ventilation by  swimmers  prior  to  the  start  of  races 
should  be  discouraged  since  the  practice  could  in- 
duce a seizure.  Platform  and  springboard  diving 
areas  that  are  separate  from  the  racing  lanes  should 
be  carefully  guarded. 

Spontaneous  or  traumatic  subluxation  of  the  cer- 
vical spine  is  a potential  risk  in  athletes  with  Down 
syndrome  (23).  Although,  to  our  knowledge,  sub- 
luxation has  not  been  a reported  complication  dur- 
ing Special  Olympics  practices  or  competitions,  all 
Special  Olympics  athletes  with  Down  syndrome 
must  have  an  examination  of  the  neck  by  a physi- 
cian, and  the  athlete  must  also  have  x-ray  views  of 
the  cervical  spine  in  full  extension  and  flexion.  An 
experienced  neurosurgeon  should  be  consulted  for 
an  opinion  as  to  the  need  for  spinal  fusion  if  sub- 
luxation is  noted. 

Special  Olympics  athletes  with  Down  syndrome 
and  cervical  subluxation  are  restricted  from  training 
or  competition  in  gymnastics,  diving,  pentathlon, 
butterfly  stroke  in  swimming,  flip  turns  in  swim- 
ming, diving  start  in  swimming,  high  jump,  alpine 
skiing,  soccer,  and  any  competitions  or  warm-up  ex- 
ercises placing  undue  stress  on  the  head  and  neck 
(28).  Current  Special  Olympics  policies  permit  ath- 
letes with  subluxation  to  take  part  in  other  Special 
Olympics  sports  as  long  as  the  parents,  guardian, 
or  other  responsible  party  is  aware  of  the  condition 
and  the  abnormality  is  noted  on  the  physical  exami- 
nation form. 

The  only  reported  study  of  injuries  during  Special 
Olympics  competitions  was  during  the  New  Jersey 
Special  Olympics  State  meets  in  1980  and  1981 


(29).  Interestingly,  27%  of  the  injuries  were  in 
spectators.  The  weather  conditions  were  hot  and 
humid  so  that  sunburn  and  heat  exhaustion  were  re- 
ported as  a problem  for  some  of  the  athletes.  Five  of 
the  250  athletes  reported  ocular  foreign  bodies. 
There  were  no  seizures,  cervical  spine  injuries, 
kidney,  or  testicle  injuries,  or  cardiovascular  com- 
plications in  participants.  It  is  not  possible  to  tell 
from  the  data  how  many  injuries  may  have  been 
caused  by  physical  problems  that  were  present 
prior  to  the  meet. 

Further  work  is  needed  to  assess  the  incidence  of 
injury  during  Special  Olympics  competitions  and 
practices.  For  instance,  what  is  the  risk  of  an  eye  in- 
jury? Suppose  the  risk  of  a Special  Olympics  athlete 
sustaining  a severe  eye  injury  is  one  per  10,000  par- 
ticipant-years. (The  actual  risk  of  this  type  of  injury 
is  not  known).  According  to  our  results,  approxi- 
mately 10%  of  Special  Olympics  athletes  are  at  risk 
for  blindness  if  a severe  eye  injury  were  to  occur. 
At-risk  athletes  should  wear  eye  protection  for 
sports  in  which  eye  injury  can  occur.  Assume  all 
athletes  at  risk  are  detected  by  screening  and  that 
all  wear  eye  protection.  To  prevent  one  significant 
eye  injury  per  year  in  at-risk  athletes  we  must 
screen  100,000  athletes  at  a minimum  cost  of  $2.6 
million  (station  1 setting,  personnel  costs  only). 
Protective  eyewear  for  these  children  would  cost 
approximately  $40,000. 

Without  knowing  the  true  incidence  of  eye  inju- 
ries in  the  Special  Olympics  population  it  is  not  pos- 
sible to  make  accurate  estimates  of  the  cost  of 
preventing  eye  injuries  in  this  group.  Examining  for 
eye  pathology  by  the  station  method  as  in  setting  2 
may  be  prohibitively  expensive.  It  is  possible  that 
less  expensive  methods  could  be  used  to  reduce  the 
cost.  These  might  include  a simplified  eye  examina- 
tion that  detects  all  children  with  visual  acuity  less 
than  20/200;  or  the  questionnaire  could  be  used  to 
screen  for  eye  abnormalities.  In  this  study,  six  of  the 
1 2 athletes  with  eye  problems  were  identified  by 
questionnaire. 

Seventy-one  percent  of  the  sports-significant  ab- 
normalities were  reported  by  questionnaire.  The 
questionnaire  was  brief,  included  only  eight  ques- 
tions, and  was  easy  to  read.  All  questionnaires  were 
completed  and  returned  by  the  parent  or  guardian. 
Questionnaires  have  been  used  in  nondisabled 
groups  of  athletes.  It  has  been  recommended  that 
high  school  athletes  no  longer  need  annual  physical 
examinations  after  the  first  examination  in  ninth 
grade,  but  that  interim  questionnaires  be  used  to  in- 
form the  school  and  physician  as  regards  any  pos- 
sible problems  ( 1 ).  Questionnaires  are  not  now 
being  used  by  Special  Olympics,  but  questionnaires 
could  be  a cost-saving  alternative  to  the  annual 
physical  examination  for  athletes  whose  parents  re- 
port no  medical  or  musculoskeletal  problems  since 
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the  previous  examination. 

Our  experience  would  indicate  that  the  station 
screening  method  of  physical  examination  for  the 
Special  Olympics  athlete  is  within  the  same  range  of 
cost  as  the  examination  performed  by  the  athlete’s 
own  physician  in  his  or  her  private  office.  It  remains 
to  be  determined  whether  the  station  method  is 
more  effective  in  turning  up  sports-significant  ab- 
normalities in  the  handicapped  group.  It  has  been 
suggested  that  the  station  method  is  more  effective 
in  detecting  abnormalities  among  nondisabled  ath- 
letes (30).  In  our  study  there  was  no  difference. 

While  group  examinations  performed  by  pedi- 
atric residents  or  by  sports  health  teams  are  not 
necessarily  less  expensive  when  compared  with  ex- 
aminations performed  by  individual  physicians, 
group  physicals  for  Special  Olymics  athletes — with 
their  many  positive  findings — might  be  utilized  for 
pediatric  resident  teaching.  A curriculum  in  sports 
health  for  the  pediatric  residents  at  The  University 
of  Texas  Medical  Branch  at  Galveston  includes 
experience  in  screening  athletes  by  the  station 
method.  Residents  can  help  to  provide  a useful  ser- 
vice for  athletes,  many  of  whom  would  have  diffi- 
culty obtaining  the  necessary  physical  examination. 
Similarly,  the  residents  have  been  able  to  learn 
about  the  Special  Olympics.  This  organization  pro- 
vides important,  positive,  and  successful  competi- 
tive experiences  for  its  handicapped  athletes. 
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The  incidence  of  malignant  mesothelioma  in  four 
public  health  regions  of  Texas  for  the  period  1976 
through  1980  is  described.  Eighty-eight  incident 
cases  of  mesothelioma  were  identified  The  age- 
adjusted  incidence  of  mesothelioma  was  5.8  cases 
per  million  for  males  and  2. 1 cases  per  million  for 
females.  Additionally,  as  a surrogate  measure  of 
mesothelioma  occurrence,  mortality  from  cancers 
of  the  pleura  and  peritoneum  for  the  entire  state 
were  also  reviewed  for  the  years  1971  through 
1985.  Geographic  patterns  of  mortality  from  pleu- 
ral and  peritoneal  cancers  showed  excesses  along 
the  Gulf  Coast  and  in  East  and  West  Texas.  Com- 
plete reporting  of  cancer  cases  from  all  regions  of 
the  state  to  a central  cancer  registry  is  necessary 
for  determining  future  mesothelioma  incidence  in 
Texas. 

KEY  WORDS;  MAUGNANT  MESOTHEUOMA,  CANCER  IN- 
CIDENCE, CANCER  MORTAUTY,  PLEURA,  PERITONEUM, 
ASBESTOS. 


Malignant  mesothelioma  is  a rare  neoplastic 
disease  arising  from  the  mesothelium,  pri- 
marily the  pleura  and  peritoneum.  The 
occurrence  of  malignant  mesothelioma  and  its 
association  with  asbestos  exposure  has  been  known 

/.  Texas  Public  Health  Regions  ivith  complete  mesothelioma  incidence  data,  1976- 1980. 


for  many  years  ( 1 ).  Mesothelioma  incidence  is  ex- 
pected to  have  increased  sharply  nationwide  due  to 
widespread  use  of  asbestos  between  1940  and  1975 
and  a lapse  of  20  to  40  years  between  asbestos  ex- 
posure and  the  occurrence  of  mesothelioma  (2—4). 
Such  increases  in  mesothelioma  incidence  have 
been  reported  especially  among  males  (5,6).  These 
may  be  due  to  greater  recognition  of  the  disease  in 
recent  years,  although  Spirtas  et  al  (6)  found  that 
an  increased  trend  in  pleural  mesothelioma  among 
white  men  over  55  years  of  age  did  not  appear  to  be 
related  to  changes  in  diagnostic  practice  but  was 
consistent  with  environmental  or  occupational 
exposure  of  a cohort  to  asbestos  25  to  40  years 
previously. 

Statistics  on  the  incidence  and  mortality  of  malig- 
nant mesothelioma  are  not  routinely  reported  be- 
cause of  problems  in  the  diagnosis  and  classification 
of  this  tumor.  Recent  incidence  data  of  meso- 
thelioma are  available  from  the  Surveillance,  Epi- 
demiology, and  End  Results  (SEER)  Program  of  the 
National  Cancer  Institute  for  selected  regions  of  the 
US;  however,  data  for  Texas  are  not  included.  For 
these  reasons,  we  reviewed  available  cancer  inci- 
dence and  mortality  data  to  identify  and  describe 
cases  of  malignant  mesothelioma  in  Texas,  to  docu- 
ment the  rate  of  occurrence,  and  to  assess  the  util- 
ity of  these  data  for  monitoring  future  incidence. 

Methods 

Reports  of  incident  cases  of  mesothelioma  occur- 
ring from  1976  through  1980  among  residents  from 
four  noncoastal  Texas  Public  Health  Regions  (Re- 
gions 1,  3,  5,  and  9)  with  complete  case  ascertain- 
ment of  cancer  were  obtained  from  the  Cancer 
Registry  Division  of  the  Texas  Department  of  Health 
(TDH).  Selection  of  the  time  period  and  regions 
studied  was  influenced  by  the  availability  and  com- 
pleteness of  data  for  the  state.  Although  the  goal  of 
the  Texas  Cancer  Registry  was  to  collect  and  report 
cases  for  the  entire  state,  lack  of  resources  had 
forced  the  registry  to  direct  efforts  toward  obtain- 
ing complete  coverage  for  specific  regions.  The  four 
areas  of  the  state  providing  incidence  data  account 
for  38%  of  the  total  1980  Texas  population  and  are 
shown  in  Fig  1. 

The  Texas  Cancer  Registry  collected  reports  of 
primary  malignant  and  in-situ  neoplasms  as  well  as 
certain  benign  tumors  and  specific  borderline  malig- 
nancies occurring  among  state  residents.  The  prin- 
cipal sources  of  case  reporting  were  Texas  hospitals, 
but  reports  also  were  received  from  radiation  and 
surgical  centers.  Information  on  the  same  individual 
from  various  hospitals  is  checked  for  data  consis- 
tency and  the  reports  are  then  consolidated  into 
one  record  for  the  same  primary  neoplasm.  Only 
cases  specified  as  malignant  or  borderline  malignant 
and  having  the  International  Classification  of  Dis- 
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eases  for  Oncology  (7)  morphology'  code  of  905 
( mesothelial  neoplasms ) were  included.  Because  of 
the  small  number  of  mesothelioma  cases  from  each 
region  and  year,  data  are  described  for  all  four  re- 
gions combined  over  the  five-year  period. 

Information  was  available  on  sex,  race  and  eth- 
nicity, age,  county  of  residence  at  time  of  diagnosis, 
date  of  diagnosis,  anatomic  site  of  the  cancer,  basis 
of  diagnosis,  and  current  vital  status.  Cases  of  meso- 
thelioma were  classified  into  three  types  based  on 
the  anatomic  site:  pleural,  peritoneal,  and  other.  A 
copy  of  the  death  certificate  for  each  deceased  pa- 
tient was  reviewed  and  data  including  date  of  death, 
underlying  cause  of  death,  and  mention  of  “meso- 
thelioma” on  the  certificate  were  noted. 

Because  most  mesotheliomas  arise  from  the 
pleura  and  the  peritoneum,  cancer  mortality  data 
for  these  sites  for  the  entire  state  were  examined  by 
region  for  the  period  1971-1985  as  a surrogate 
measure  of  mesothelioma  occurrence.  Deaths  from 
cancer  of  the  pleura  as  the  underlying  cause  were 
selected  based  on  the  International  Classification  of 
Diseases  Adapted,  eighth  revision  (8)  rubric  163.0 
and  the  International  Classification  of  Diseases, 
ninth  revision  (9)  rubric  163.0-163  9;  for  cancer  of 
the  peritoneum,  rubrics  158.9  and  158.8-158.9 
were  used,  respectively. 

Incidence  rates  were  calculated  using  population 
estimates  obtained  from  the  TDH  Bureau  of  State 
Health  Planning  and  Resource  Development  and 
were  standardized  to  the  1970  US  standard  million 
population  by  the  direct  method  for  five-year  age  in- 
tervals and  for  each  site  according  to  sex  and  race 
(10).  Standardized  mortality  ratios  (SMRs)  for 
pleural  and  peritoneal  cancer  were  calculated  for 
each  public  health  region  by  comparing  the  ob- 
served number  of  deaths  in  each  region  with  the  ex- 
pected based  on  age-  and  sex-specific  mortality 
rates  for  the  entire  state.  Maps  of  pleural  and  per- 
itoneal mortality  were  constructed  based  on  the 
magnitude  of  the  SMRs  for  each  region.  Regions 
with  excess  mortality  from  cancers  of  the  pleura 
and  peritoneum  were  highlighted. 

Results 

A total  of  88  cases  of  mesothelioma  were  diagnosed 
among  residents  of  the  four  regions  from  1976 


through  1 980.  All  but  five  of  the  patients  were 
known  to  be  deceased,  and  death  certificates  were 
available  for  82  of  the  88  cases.  The  diagnosis  was 
microscopically  confirmed  for  83  (94%  ) of  the  88 
cases;  histological  examination  was  available  for  79 
cases  and  exfoliative  cytology’  in  the  absence  of 
positive  histology  was  used  for  four  cases. 

Fig  2 presents  the  mesothelioma  cases  by  primary 
site  of  origin,  race  and  ethnicity,  and  sex.  Sixty 
( 68%  ) of  the  cases  were  males  and  twenty-eight 
(32%  ) were  females.  Of  the  88  cases,  72  were  non- 
Hispanic  white  (Anglo),  14  were  Hispanic,  and  2 
were  black.  Only  2 cases  (2.4%  ) were  under  30 
years  of  age  at  diagnosis;  the  median  age  at  diag- 
nosis was  63.4  years  for  males  and  65.4  years  for 
females.  The  pleura  was  the  primary  site  for  72 
(82%  ) of  the  cases.  Fourteen  cases  ( 16%  ) were 
classified  as  mesothelioma  of  the  peritoneum.  The 
remaining  two  cases  included  one  mesothelial 
tumor  arising  from  the  testis  and  one  from  the 
pericardium  (female).  Among  males,  88%  of  the 
cases  arose  from  the  pleura  and  only  10%  arose 
from  the  peritoneum.  In  contrast,  almost  30%  of  the 
female  mesothelioma  cases  were  of  peritoneal 
origin.  The  median  survival  time  for  pleural  cases 
was  nine  months,  compared  with  1 2 months  for 
peritoneal  cases. 

Age-adjusted  incidence  rates  for  pleural,  per- 
itoneal, and  all  mesotheliomas  are  shown  in  Fig  3. 
For  all  mesotheliomas,  the  incidence  rate  was  5.8 
cases  per  million  among  males  and  2. 1 cases  per 
million  among  females.  Texas  males  had  a rate  of 
pleural  mesothelioma  3-7  times  that  of  females,  but 
the  rates  for  mesothelioma  of  the  peritoneum  were 
similar  between  the  sexes. 

Fig  4 shows  the  distribution  of  the  underlying 
case  of  death  recorded  on  the  death  certificate  for 
the  mesothelioma  cases.  Only  20.3%  of  the  64 
pleural  cases  were  coded  to  the  pleura  on  the  death 
certificate,  and  21.4%  of  the  14  peritoneal  cases 
were  coded  to  the  peritoneum.  Almost  one-third  of 
the  pleural  cases  had  lung  cancer  listed  as  the  cause 
of  death,  and  313%  had  site  unknown  (unspecified) 
listed. 

The  geographic  patterns  of  mortality  from  can- 
cers of  tlie  pleura  and  peritoneum  for  total  Texas 
males  and  females  for  1971-1985  are  illustrated  in 


2.  Distribution  of  mesothelioma  cases  by  primary  site,  race  and  ethnicity,  and  sex.  Texas  Public  Health  Regions  1,  3,  5,  and  9, 
1976-1980. 


Primary  Site 

Male 

Female 

Both  Sexes 

Anglo 

Hispanic 

Black 

All  Races 

Anglo 

Hispanic 

All  Races 

Total 

No. 

No. 

No. 

No.(%) 

No. 

No. 

No.(%) 

Pleura 

42 

9 

2 

53(88.3) 

16 

3 

19(67.9) 

72(81.8) 

Peritoneum 

6 

— 

— 

6(10.0) 

6 

2 

8(28.6) 

14(15.9) 

Other 

1 

— 

— 

1(1.7) 

1 

— 

1(3.6) 

2(2.3) 

Total  sites 

49 

9 

2 

60(100.0) 

23 

5 

28(100  1 ) 

88(100.0) 
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3.  Number  of  mesothelioma  cases  and  age-adjusted  incidence  rates'  by  primary  site  and  sex 
Texas  Public  Health  Regions  1.  J,  5,  and  9.  1976-1980. 


All  Sitest 

Pleura 

Peritoneum 

No, 

Rate 

No. 

Rate 

No. 

Rate 

Males 

60 

5.8 

53 

5 2 

6 

0.5 

Females 

28 

2 1 

19 

1.4 

8 

0.6 

•Average  annual  incidence  rate  per  million.  Standard  is  the  US  1970  population 
t Includes  other  sites. 


Figs  5 and  6,  respectively.  Excesses  in  mortality 
(SMRs  greater  than  1.0)  were  seen  along  the  Gulf 
Coast  and  in  East  Texas  and  in  the  western  and 
northwestern  parts  of  the  state.  Males  from  Regions 
3 and  10  and  females  from  Regions  3 and  12  had 
mortality  from  cancers  of  the  pleura  and  peritoneum 
more  than  1.5  times  that  expected. 


4.  Underlying  cause  of  death  recorded  on  death  certificate  for  patients  with  antemortem 
diagnosis  of  pleural  or  peritoneal  mesothelioma  Texas  Public  Health  Regions  I,  J,  5,  and  9. 
1976-1980. 


Primary  Site  of  Antemortem  Diagnosis 
(as  recorded  with  Texas  Cancer  Registry) 


Underlying  Causes  of  Death 
(as  recorded  on  death  certificate ) 

Pleura 

No.  % 

Peritoneum 

No.  % 

Total  Sites 
No.  % 

Malignant  neoplasm  of: 

Pleura 

13 

20.3 

1 

7.1 

14 

18.0 

Peritoneum 

0 

0.0 

3 

21.4 

3 

3.8 

Lung 

20 

31.3 

0 

0.0 

20 

25.6 

Other  specific  sites 

2 

3.1 

2 

14.3 

4 

5.1 

Ill-defined  sites 

5 

7.8 

2 

14.3 

7 

9.0 

Unknown  (unspecified)  site 

20 

31.3 

5 

35.7 

25 

32.1 

Benign  neoplasms 

2 

3.1 

1 

7,1 

3 

3.8 

Other  causes 

1 

1.6 

0 

0.0 

1 

1.3 

Death  certificate  unavailable 

1 

1.6 

0 

0.0 

1 

1.3 

Total  dead 

64 

100.1 

14 

99.9 

78 

100.0 

5.  Regional  variations  in  mortality  from  cancers  of  the  pleura  and  peritoneum,  Texas  males, 
1971-1985. 


Discussion 

The  association  between  occupational  exposure  to 
asbestos  and  mesothelioma  is  well  recognized  par- 
ticularly among  certain  occupations:  insulation  han- 
dling; asbestos  production  and  manufacture;  and 
heating,  textiles,  shipyards,  and  construction  trades 
(11-12).  However,  Enterline  (13)  estimates  that 
about  a third  of  the  mesothelioma  cases  that  occur 
in  the  US  each  year  appear  to  be  the  result  of  as- 
bestos exposure  in  the  general  environment.  An  in- 
creased risk  of  mesothelioma  has  been  reported  for 
persons  residing  near  industrial  sources  of  asbestos 
( 1 4 ) and  for  spouses  of  workers  in  asbestos-related 
occupations  (15).  In  our  review,  data  were  insuffi- 
cient for  relating  the  incident  cases  to  specific  oc- 
cupational asbestos  exposures  or  environmental 
exposures. 

The  incidence  rates  of  mesothelioma  seen  among 
males  and  females  from  these  four  noncoastal  re- 
gions of  Texas  are  lower  than  reported  US  rates  (5.8 
versus  1 1.4  per  million  males,  and  2.1  versus  2.8 
per  million  females)  (16).  However,  these  US  rates 
are  based  on  SEER  data  and  may  overestimate  the 
national  incidence  of  mesothelioma  because  of  the 
disproportionate  number  of  shipbuilding  areas  in 
the  SEER  regions  (6,17).  In  fact,  Texas  residents 
from  the  four  inland  regions  showed  rates  of  pleural 
mesothelioma  similar  to  those  reported  for  Iowa,  a 
nonshipbuilding  SEER  area  (5  2 versus  6.0  per  mil- 
lion males,  and  1.4  versus  1.7  per  million  females) 
(16).  The  higher  incidence  of  pleural  mesotheli- 
oma, especially  among  males,  compared  with 
peritoneal  mesothelioma  is  consistent  with  other  re- 
ported results  (18-19). 

Although  mortality  data  usually  provide  good  esti- 
mates of  incidence  for  rapidly  fatal  diseases  such  as 
mesothelioma,  it  is  difficult  to  quantify  the  occur- 
rence of  mesothelioma  based  solely  on  these  data 
because  no  unique  underlying  cause  of  death  code 
exists  for  identifying  this  morphologic  type  of  can- 
cer. Eor  example,  in  our  study  only  20%  of  the 
pleural  and  peritoneal  mesothelioma  incident  cases 
were  identified  as  cancers  of  the  pleura  and  peri- 
toneum on  their  death  certificates.  Consequently, 
the  use  of  pleural  and  peritoneal  cancer  mortality 
data  may  greatly  underestimate  the  incidence  of 
mesothelioma.  Connelly  et  al  (16)  and  Lilienfeld 
et  al  (20)  also  noted  the  similar  misclassification  of 
mesotheliomas  on  death  certificates.  Because  meso- 
thelioma deaths  are  not  consistently  coded  to  the 
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respective  site  of  origin,  a surveillance  system  based 
on  death  records  would  have  to  include  manual  re- 
view of  certificates  for  certain  specific  sites.  Based 
on  our  study,  the  greatest  number  of  mesothelioma 
cases  would  be  found  among  deaths  from  cancers  of 
the  pleura,  peritoneum,  lung,  pericardium,  testis, 
other  ill-defined  and  unspecified  sites.  Mortality  data 
are  useful,  however,  for  examination  of  geographic 
patterns  of  mesothelioma  occurrence,  as  was  done 
in  this  study.  It  is  likely  that  any  misclassification 
errors  would  occur  with  similar  frequency  across 
the  state. 

The  mapping  of  pleural  and  peritoneal  cancer 
mortality  by  region  indicated  excesses  occurring 
along  the  Gulf  Coast,  in  East  Texas,  and  in  the  west- 
ern and  northwestern  regions  of  Texas.  A review  of 
the  Directory  of  Texas  Manufacturers  ( 24 ) from 
1941  to  1970  confirmed  the  presence  of  industries 
in  these  regions  that  produced  asbestos  products  or 
used  asbestos  in  the  manufacture  of  products,  such 
as  shipbuilding  industries  along  the  Gulf  Coast  dur- 
ing the  1940s  and  1950s.  Although  these  regions 
had  a potential  for  asbestos  exposure,  further  study 
is  required  to  determine  if  these  excesses  in  deaths 
from  pleural  and  peritoneal  cancer  are  related  to 
the  asbestos  industries  in  the  areas. 

The  best  method  of  monitoring  the  occurrence  of 
mesothelioma  and  the  relative  contribution  of  oc- 
cupation and  the  environment  to  its  occurrence  is 
through  the  collection  of  complete  cancer  inci- 
dence data  for  the  state.  It  is  unknown  whether 
Texas  will  experience  the  increased  incidence  ex- 
pected nationwide;  however,  the  reporting  of  can- 
cer cases  to  a central  cancer  registry  is  necessary^ 
for  the  determination  of  future  mesothelioma  inci- 
dence in  Texas. 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Procedure  coding  for  third-party  reimbursements 
is  a tedious  part  of  the  practice  of  medicine.  Never- 
theless it  is  necessary,  and  physicians  who  under- 
stand its  intricacies  and  pay  attention  to  its  day 
by’  day  operation  are  less  likely  to  have  audit 
problems.  This  article  provides  a list  of  common 
and  frequently  used  Current  Procedural  Termi- 
nology ( CPT)  codes,  together  with  the  documen- 
tation required  by  the  carrier. 

KEY  WORDS:  UNITED  STATES  DEPT  OF  HEALTH  AND  HUMAN 
SERVICES;  INSURANCE,  HOSPITAUZATION;  INSURANCE,  PHYSI- 
CIAN SERVICES;  HEALTH  INSURANCE  FOR  AGED  AND  DISABLED, 
TITLE  18;  MEDICAL  ASSISTANCE,  TITLE  19- 

Most  physicians  would  simply  like  to  prac- 
tice medicine.  However,  in  this  day  of  fee 
freezes,  MAAC,  audits,  participation  and 
non-participation,  we  must  become  more  active  in 
the  business  side  of  our  practice.  If  we  are  to  escape 
problems  with  audits  or  the  new  MAAC  laws,  we 
can  no  longer  rely  on  our  office  personnel  to  make 
coding  decisions. 

If  your  physician  services  are  audited  and  an 
overpayment  is  found,  the  intermediary.  Blue  Cross 
and  Blue  Shield  of  Texas  (BCBST),  will  require 
repayment  at  the  rate  of  S5  for  each  $1  of  over- 
payment. The  audit  will  then  be  reviewed  by  the 
Health  Care  Financing  Administration  (HCFA).  If 
fraud  or  abuse  is  found,  the  physician  can  be  fined 
up  to  S2,000  per  line  item  and/or  excluded  from 
the  Medicare  program.  The  same  rates  of  recovery 
and  fines  will  apply  to  the  MAAC  infraction.  The 
physician  has  no  recourse  to  federal  court,  and 
a fair  hearing  officer  at  BCBST  can  resolve  only 
procedural  matters. 

The  law 

HCFA  requires  all  intermediaries  (BCBST)  to  audit 
3%  of  physicians  who  file  claims  with  Medicare  per 
year.  The  majority  of  the  time  this  is  a statistical 
audit  performed  by  the  BCBST  computers.  In  Texas, 
1,600—1,800  physicians  are  audited  per  year.  The 
largest  percentage  of  physicians  by  specialty  are  in 
family  practice  (25%  ),  and  internal  medicine  (20%  ). 

According  to  the  Texas  State  Board  of  Medical 
Examiners,  family  practice  physicians  comprise 
only  19%  of  physicians  in  this  state. 

Audit  problems 

The  most  frequent  audit  problems  are: 


Upcoding  40% 

Repeated  use  of  initial  visits  10% 

Undocumented  hospital  visits  20% 

Lack  of  medical  necessity  20% 

Fragmented  charges  10% 


Specific  problem  audited 

ROUTINE  SERVICE 

Physicians  must  understand  the  concept  of  routine 
(brief  or  limited)  service  as  defined  by  HCFA  and 
BCBST.  If  you  are  audited,  BCBST  will  check  docu- 
mentation on  records  and  determine  from  that 
what  comprises  your  routine  service.  For  example, 
if  each  entry  is  a complete  history  and  physical 
(comprehensive),  that  will  be  your  routine  (brief 
or  limited)  service.  You  will  therefore  be  paid  at  the 
routine  level,  rather  than  a comprehensive  level, 
and  you  will  owe  (BCBST)  five  times  the  difference. 
A physician  therefore  cannot  consistently  charge 
above  routine  (brief  or  limited)  service. 

If  audited,  a physician  should  send  only  the  docu- 
mentation for  that  date  of  service  requested,  not 
his  entire  record. 

Codes  and  acceptable  documentation,  beginning 
with  the  most  frequently  used  codes,  are  as  follows: 


Established  patient;  patient  with  medical  and  administrative 
records: 


BCBST 

CPT 

Documentation  (Recorded 
on  Chart) 

9004 

90050 

One  organ  system  involved 

(routine) 

(limited) 

or  two  closely  related 
systems.  Minimum  history, 
no  review  of  systems. 
Minimum  physical 
examination  and  tests.  One 
laboratory  and/or  one  x-ray 
test,  result  recorded. 
Evaluation,  assessment  and 
treatment  plan. 

9005 

90060 

Two  systems  involved. 

9006 

(intermediate) 

Additional  or  more 

(prolonged) 

extensive  history,  and/or 
review  of  systems. 
Examination  of  both 

systems.  Two  or  more 
laboratory  tests  and/or  x- 
ray,  results  recorded. 
Assessment  and  treatment 
plan. 

9005  and  9006  were  converted  to  90060  in  the  BCBST  computer, 
and  paid  according  to  the  most  frequently  charged. 

9007 

90070 

Two  or  three  systems 

(complete) 

(extended) 

involved.  Additional  history 
required.  Review  of  systems 
and/or  family  history, 
and/or  personal  history. 
Physical  examination  of 
each  system  recorded. 

Three  or  more  laboratory 
tests  and/or  x-rays,  results 
recorded.  Assessment  and 

treatment  plan. 

All  except  fragmented  charges  involve  cogni- 
tive care. 


Texets  Medicine 


Established  patient;  patient  with  medical  and  administrative 
records  ( continued): 


Hospital  services,  initial — new  or  established  patient: 


BCBST  CPT 


Documentation  ( Recorded 
on  Chart) 


9008  90080  History  of  complaints, 

(comprehensive)  (comprehensive)  Review  of  systems.  Family 

and  personal  history 
recorded.  Complete 
physical  examination 
recorded.  All  laboratory 
test  and  x-ray  results 
recorded.  Assessment 
and  treatment  plan. 

Estimated  frequency  of  established  patient  CPT  codes  for  family 
practice: 

90050-50-60% 

90060-20-30% 

90070-10-20% 

90080—10% 

Two  other  codes  are  available  with  CPT  that  have  no  conversion 
code  with  BCBST; 

90030  Service  of  a non-physician 

(minimal  service)  performed  under  super- 
vision of  physician.  ( Ex- 
amples: suture  removal, 
blood  pressure  check.) 

90040  Services  performed  by 

(brief)  physician,  requiring 

minimal  diagnosis  and 
treatment. 

Brief  and  limited  services  codes  can  be  used  interchangeably.  This 
fact  may  be  important  with  MAAC  charges. 

Medicaid  will  recognize  90050  and  90060  only,  and  Medicaid 
states  that  90060  should  be  used  less  than  50%  of  the  time. 


Office  visit — new  patient  (patient  who  has  no  medical  and/or 
administrative  records): 


BCBST 

CPT 

Documentation 

9000 

(brief) 

Same  as  90040 

9000 

(routine) 

90010 

(limited) 

Same  as  90050 

9001 

(complete) 

90015 

(intermediate) 

Same  as  90060 

90017 

(extended) 

Same  as  90070 

9002 

(complete) 

90020 

( comprehensive ) 

Same  as  90080 

Medicaid  will  recognize  only  90015  and  90017,  but  the  90017 
code  should  be  used  less  than  50%  of  the  time.  The  900 1 7 code 
may  be  used  one  time  per  physician  per  calendar  year  per  patient 
for  complete  history  and  physical  examination  of  an  established 
patient. 

BCBST 

CPT 

Documentation 

9020 

90200 

Brief  history  and  physical 
examination,  one  or  two 
systems  involved  Diagnosis 
and  treatment  program  and 
preparation  of  hospital 
records 

9021 

90215 

Intermediate  history  and 
physical  examination,  two 
or  three  systems  involved 
Diagnosis  and  treatment 
program  and  preparation  of 
hospital  records. 

9022 

90220 

Cxtmprehcnsive  history  and 
physical  examination  with 
review  of  systems,  family 
history,  and  personal 
history,  with  diagnosis  and 
treatment  program  and 
preparation  of  hospital 
records 

Subsequent  hospital  care — new  or  established  patient: 

BCBST 

CPT 

Documentation 

9024 
( routine ) 

90240 

(brief) 

Same  as  90040 

90250 
( limited ) 

Same  as  90050 

9025 

(above  routine) 

90260 

( intermediate ) 

Same  as  90060 

90270 

(extended) 

Same  as  90070 

9027 

( complete ) 

90280 

( comprehensive ) 

Same  as  90080 

9010 

M0021 

Charges  per  hospital  day 

9072 

M0022 

C;harges  per  ICU  day 

Medicaid  will  recognize  only  90215  and  90220  for  a new  patient, 
and  90250  and  90260  for  subsequent  hospital  care.  No  percent- 
ages apply. 
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Emergency  services — new  patient 


BCBST 

CPT 

Documentation 

No  direct 

conversion 

90500 
( minimal ) 

Same  as  90030 

90505 

(brief) 

Same  as  90040 

90510 

(limited) 

Same  as  90050 

90515 

(intermediate) 

Same  as  90060 

90517 
( extended  ) 

Same  as  90070 

Emergency  services — established  patient 

BCBST 

CPT 

Documentation 

No  direct 
conversion 

90530 

(minimal) 

Same  as  90030 

90540 

(brief) 

Same  as  90040 

90550 

(limited) 

Same  as  90050 

90560 

( intermediate  ) 

Same  as  90060 

90570 

(extended) 

Same  as  90070 

Note  that  BCBST  will  not  recognize  extended  examinations  on  a 
new  or  established  patient  when  seen  in  emergency  rooms. 

Medicaid  will  recognize  90505  (routine)  and  90515  (above  rou- 
tine) for  new  patients,  and  90550  (routine)  and  90560  (above 
routine)  on  established  patients. 


Extra  emergency  room  modifier  codes: 


BCBST 

CPT 

Documentation 

99050 

Emergency  room  care  not 
during  office  hours 

99052 

Emergency  room  care  from 
10  pm  to  8 am 

99054 

Emergency  room  care 
Sunday  and  holidays 

99065 

Emergency  room  care 
during  office  hours 

NURSING  HOME  VISITS 

Patients  are  divided  into  those  needing  skilled  and 
non-skilled  levels  of  care. 

“Skilled”  means  requiring  skilled  care  as  defined 
by  Medicare;  Nursing  home  care  paid  for  by  Medi- 
care at  nursing  home  or  swing  bed  program  in 
hospital. 

Brief  or  intermediate  visits  of  four  times  per 
month  or  less  will  not  be  audited. 

“Non-skilled”  refers  to  all  other  nursing  home  or 
boarding  home  residents.  Brief  or  intermediate 
charges  for  one  visit  per  month  or  one  visit  per 
two  months  will  not  be  audited. 


Skilled  care,  initial — new,  or  established  patient 


BCBST 

CPT 

Documentation 

9033 

90300 

(brief) 

One  or  two  systems 
involved.  History  and 
physical  examination, 
diagnosis  and  treatment 
program,  and  preparation  of 
records  for  skilled  nursing 
facility. 

9034 

90315 

( intermediate ) 

Two  or  three  systems 
involved.  History  with 
review  of  systems,  physical 
examination,  diagnosis  and 
treatment  program,  and 
preparation  of  records  for 
skilled  nursing  facility. 

9035 

90320 

Three  or  more  systems 
involved.  Complete  history 
with  review  of  systems, 
family  and  personal  history, 
physical  examination, 
diagnosis,  treatment  pro- 
grams and  preparation  of 
skilled  nursing  facility 
records. 

Subsequent  care. 

initial — new  or  established  patient 

BCBST 

CPT 

Documentation 

90340 

(brief) 

Same  as  90040 

9036 

90350 

(limited) 

Same  as  90050 

9037 

9097 

90360 

( intermediate ) 

Same  as  90060 

9038 

90370 

(extended) 

Same  as  90070 

Z9098 

Brief  examination,  two  or  more  “skilled  care” 
patients  seen  in  same  skilled  nursing  facility  on 
same  day.  ( Most  commonly  used  code. ) 

Texas  Medicine 


Non  skilled  care — new  patient: 


BCBST 

CPT 

Documentation 

No  direct 

conversion 

90040 

(brief) 

Same  as  90000 

90410 

(limited) 

Same  as  900 1 0 

90415 

( intermediate  ) 

Same  as  900 1 5 

90420 

( comprehensive ) 

Same  as  90020 

Non  skilled  care- 

-established  patient: 

BCBST 

CPT 

Documentation 

No  direct 

conversion 

90430 
(minimal ) 

Same  as  90030 

90440 

(brief) 

Same  as  90040 

90450 
( limited ) 

Same  as  90050 

90460 

(intermediate) 

Same  as  90060 

90470 

(extended) 

Same  as  90070 

Z9099  Brief  examination,  two  or  more 

patients  seen  in  same  facility,  same 
day. 

Conclusion 

Physicians  must  become  more  familiar  with  coding 
and  documentation  in  order  to  avoid  an  audit  or 
to  minimize  the  monetary  recovery  if  audited. 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 


Admissions  24  Hours  a Day 
JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 


F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148  - Texas 


Hapi  jiness  is  More 
than  Medical  Practice. 

Happiness  is  family  and  loved  ones.  Leisure 
hours  with  friends.  Travel.  Cheering  your  alma 
mater’s  football  team  to  victory.  A burned 
mortgage  on  your  dream  home.  Well-educated 
children.  The  freedom  that  comes  with  finan- 
cial independence.  In  fact,  financial  indepen- 
dence buys  most  of  it. 

Whether  your  life  is  absorbed  in  treating 
patients,  caring  for  a family  or  preparing  for 
an  abundant  and  enjoyable  retirement-or  all 
of  these  at  the  same  time-Kanaly  Trust 
Company  can  help. 

Financial  advisors  to  physicians  and  sur- 
geons, we  specialize  in  the  coordination  of 
personal  and  closely  held  business  finance. 

And  we  do  it  without  sales  commissions  and 
related  conflicts  of  interest.  For  a happy,  enjoy- 
able future,  phone  or  write  today. 


Kanaly  Trust  Company 


Financial  advice  hi  your  best  interest. 
4550  Post  Oak  Place,  Houston,  Texas  77027,  713/626-9483 
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JOHN  BRYSON/SYGMA 


“What  price  breathing?” 

Shortly  before  his  death  from  emphysema, 

John  Huston  made  the  following  statement 
for  the  American  Lung  Association: 

“All  my  films,  from  “The  Maltese  Falcon”  on,  have  been  about 
courage-one  kind  or  another.  Since  I acquired  emphysema,  iVe 
discovered  a very  special  brand-the  courage  of  those  fighting  diseases 
of  the  lung.  What  price  breathing?  Anyone  can  get  lung  disease.  Even 
babies.  Help  the  American  Lung  Association  fight  lung  disease.  Take 
care  of  your  lungs.  Its  a matter  of  life  and  breath?  It  really  is!’ 

It’s  a matter  of  life  and  breath! 

AMERICAN  i LUNG  ASSOCIATION 

I The  Christmas  Seal  People® 


Texas  Medicine 


A better  alternative 
for  hypertensives  who 
are  going  bananas... 


5pare  your  patients  the  extra  cost 
in  caiories,  sodium  and  doilars. 

i 5pare  your  patients  the  rigors  of 
k dietary  h\+ suppiementation. 


25 mg  t1ydrochlorothiazide/50mg  Triamterene/5tiF 


Effective  antihypertensive 
therapy...without 
^ the  bananas 


DAW 

'EmnoE'fis  WRirrm 


Not  lor  initial  therapy.  See  brief  summary 


without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entities  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  'Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  cautioh  with  'Dyazide '.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlAC  THj).  fkriodic  BUN  and  serum  creatinine 
delerminalions  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  lor  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary  Clinically  Insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxanis  such  as  tubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patienis.  Triamlerene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A lew  occurrences  of  acute  renal 
(allure  have  been  reported  in  patients  on  Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide',  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  Dyazide ' should  laboratory  values  reveal  elevaled 
serum  potassium.  Chloride  deficit  may  occur  as  'well  as  dilutional 
hyponatremia  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  FBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  'Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lilhium  and  increase  the  risk  of  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity. purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipalion.  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics)  Necrotizing  vasculitis,  paresthesias.' 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  aione 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported  Impotence  has  been 
reported  in  a lew  patients  on  'Dyazide although  a causal  - 
relationship  has  not  been  established 
Supplied:  ‘Dyazide ' is  supplied  as  a red  and  while  capsule,  in 
bottles  of  1000  capsules:  Single  Uni!  Packages  (unil-dose)  of 
100  (intended  for  inslilulional  use  only):  in  Patient-Pak’"  unit- 
of -use  bottles  of  100. 

BRS-DZL45 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  of  edema  or 
hypertension  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
IS  not  static,  hut  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing agents  such  as  spironolactone  or  amiloride  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevaled  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  Irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insulliciency.  Periodically,  serum  K'  levels  should  be  determined 
11  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K‘ 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequale  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 


a product  of 

SK&F  CO 

Cidra.  PR  00639 


SK&F  Co  11987 


human  insulin 
[recombinant  DNA  origin J 

For  your  insulin-using  patients 


First  hundreds... 


Then  thousands... 


Soon  more  than  a million. 

Soon  more  than  a million  Insulin  users 
will  be  taking  Humulln. 

And  no  wonder.  Humulin  is  identical  to  the  insulin  produced 
by  the  human  pancreas— except  that  it  is  made  by  rDNA 
technology. 

Humulin  is  not  derived  from  animal  pancreases.  So  it  con- 
tains none  of  the  animal-source  pancreatic  impurities  that 
may  contribute  to  insulin  allergies  or  immunogenicity. 

The  clinical  significance  of  insulin  antibodies  in  the  com- 
plications of  diabetes  is  uncertain  at  this  time.  However,  high 
antibody  titers  have  been  shown  to  decrease  the  small 
amounts  of  endogenous  insulin  secretion  some  insulin 
users  still  have.The  lower  immunogenicity  of  Humulin  has  been 
shown  to  result  in  lower  insulin  antibody  titers;  thus,  Humulin 
may  help  to  prolong  endogenous  insulin  production  in 
some  patients. 

Any  change  of  insulin  should  be  made  cautiously  and 
only  under  medical  supervision.  Changes  in  refinement, 
purity,  strength,  brand  (manufacturer),  type  (regular,  NPH, 
Lente®,  etc),  species/source  (beef,  pork,  beef-pork,  or 
human),  and/or  method  of  manufacture  (recombinant  DNA 
versus  animal-source  insulin)  may  result  in  the  need  for  a 
change  in  dosage, 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

If  s an  allegation  that  can  happen  to  anyone. 


You  don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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The  Texas  Cancer  Data  Center  (TCDC)  system  pro- 
vides online  access  to  information  about  cancer 
resources  in  Texas.  Databases  currently  available 
include  resource  profiles  for  hospitals,  hospices, 
and  physicians  as  well  as  detailed,  county -specific 
tabulations  for  population  and  cancer  mortality. 
The  TCDC  system  is  designed  for  ease  of  use,  of- 
fering menu  -driven  options  for  obtaining  infor- 
mation, and  there  is  no  charge  for  access  to  the 
system.  The  Texas  Cancer  Council  sponsors  this 
public  service.  The  TCDC  system  is  available  24 
hours  a day,  except  for  a few  hours  during  routine 
file  maintenance.  The  authors  describe  the  system 
and  provide  detailed  instructions  for  accessing  it 
via  personal  computer  or  THEnet  (formerly  TEX- 
NET  maintained  by  the  University  of  Texas). 

KEYS  WORDS:  ONLINE  SYSTEMS,  DEMOGRAPHY,  NEOPLASMS, 
HOSPITAL  INFORMATION  SYSTEMS,  HOSPITALS,  HOSPICES,  PHY- 
SICIANS, ALUED  HEALTH  PERSONNEL,  HEALTH  OCCUPATIONS, 
EPIDEMIOLOGY  METHODS,  STATISTICS,  HEALTH  MANPOWER, 
TEXAS  CANCER  COUNCIL,  THEnet,  TELENET 


The  Texas  Cancer  Data  Center  (TCDC)  system 
provides  menu-driven  online  access  to  infor- 
mation about  cancer  resources  in  Texas  at  no 
charge  to  the  user.  Databases  currently  available  in- 
clude information  on  county  populations,  cancer 
deaths,  hospice  programs,  Texas  Cancer  Council 
projects,  hospital  services,  and  physicians  involved 
in  oncology.  Information  is  accessible  24  hours  a 
day  via  Telenet  and  THEnet. 
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Cancer  Update  is  pre- 
sented as  a service  of 
the  TMA  Committee  on 
Cancer,  in  cooperation 
with  Texas  Medicine’s 
Editorial  Committee. 
Guest  editor  for  the  se- 
ries is  Martin  N.  Raber, 
MD,  deputy  head  of  the 
division  of  medicine, 

M.  D.  Anderson  Hospi- 
tal and  Tumor  Institute, 
Houston. 


Description  of  the  system 

There  are  six  databases  currently  available;  several 
more  are  in  development  and  will  be  available 
within  the  next  few  months.  The  file  structures  of 
the  databases  are  maintained  using  VA  FileMan  ( 1 ), 
and  the  menus  are  maintained  using  Kernel  (2);  both 
have  been  modified  by  the  TCDC  for  this  application. 
Additional  programs  which  retrieve,  manipulate, 
and  display  the  data  were  written  in  MUMPS  ( 3 ) 
and  all  databases  reside  on  a MicroVAX  II. 

PHYSICIAN  INFORMATION 

The  physician  database  provides  four  categories  of 
information.  The  general  information  category  in- 
cludes basic  items  like  address,  telephone,  county, 
licensure,  birth  date,  sex,  and  date  when  infor- 
mation was  collected.  The  practice  information 
category  includes  education-related  data  such  as 
specialty,  board  certification,  medical  school,  pri- 
mary activity,  area  of  interest  in  oncology,  and  per- 
cent time  spent  in  oncology.  The  facilities  affiliation 
category  includes  hospital  and  cancer  treatment 
center  affiliations  as  well  as  the  type  of  affiliation 
with  each  facility.  The  professional  affiliation  cate- 
gory includes  professional  organizations,  university 


appointments,  and  cancer  committee  and  tumor 
board  activities.  Over  1,300  physicians  are  included 
in  the  database,  and  the  update  is  nearly  complete 
with  new  information  added  to  reflect  1988  data. 

HOSPITAL  INFORMATION 

The  hospital  database  provides  seven  categories  of 
information.  Space  does  not  permit  a listing  of  all  87 
data  items  distributed  among  the  following  catego- 
ries; general  information,  therapeutic  services,  diag- 
nostic services,  oncology  professional  staff,  support 
services,  cancer  statistics,  and  cancer  programs.  All 
acute  and  general  hospitals  in  Texas  (excluding  psy- 
chiatric, obstetrics,  chemical  dependency,  and  re- 
habilitation) are  included  in  the  database.  All  but 
one  of  almost  500  hospitals  provided  information 
last  year,  and  the  1988  survey  results  are  expected 
to  follow  the  same  pattern. 

HOSPICE  INFORMATION 

The  hospice  database  provides  five  categories  of  in- 
formation. Again,  space  does  not  allow  listing  all  60 
data  items  which  are  distributed  among  the  follow- 
ing categories:  general  information,  program  statis- 
tics, licensure  and  accreditation,  and  home  care  or 
inpatient  care  for  1 3 support  services.  Thirty-nine 
programs  are  included  in  the  database  and  several 
hospital-based  programs  are  being  considered  for 
inclusion  when  the  database  is  updated  in  1988. 

TEXAS  CANCER  COUNCIL  INFORMATION 
The  Texas  Cancer  Council  database  provides  two 
categories  of  information.  Name  of  person  to  con- 
tact and  brief  program  descriptions  are  provided  for 
the  23  contracts  funded  by  the  Texas  Cancer  Coun- 
cil in  1987-1988. 

POPULATION  INFORMATION 
The  population  database  provides  census  informa- 
tion for  the  254  counties  in  Texas  with  categorical 
breakdowns  by  age,  ethnicity,  and  sex  for  1970, 
1980,  and  1985. 

CANCER  MORTALITY  INFORMATION 
The  cancer  death  database  provides  cancer  death 
information  for  all  Texas  counties.  Categorical 
breakdowns  by  the  same  groups  as  in  the  popula- 
tion database  are  provided  for  1970,  1980,  1985, 
and  1986.  Cause  of  death  tabulations  are  available 
for  the  72  cancer  categories  contained  in  the  Inter- 
national Classification  of  Diseases,  Ninth  Revision 
(ICD-9). 

Using  the  system 

The  TCDC  system  is  designed  for  ease  of  use  and 
explains  itself  through  menus,  or  lists  of  options. 
The  first-time  user  of  the  system  may  require  5 to 
10  minutes  to  reach  the  TCDC  computer,  but  sub- 
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sequent  log-ons  should  require  less  time.  Fig  1 
shows  the  two  methods  for  reaching  TCDC.  The 
first  method  described  allows  access  through  a Uni- 
versity' of  Texas  nettvork;  the  second  method  allows 
personal  computer  users  to  reach  the  system. 

USING  THEnet 

If  you  have  determined  that  your  terminal  is  part  of 
THEnet  (a  telecommunications  network  formerly 
known  as  TEXNET  and  established  and  maintained 
by  The  University'  of  Texas ),  enter  your  VAX  ac- 
count name  and  password,  and  type  SET  HOST 
CANCER  when  the  S prompt  appears  on  your 
screen.  If  your  system  manager  has  not  yet  defined 
node  21.30  to  have  the  name  CANCER,  type  SET 
HOST  21534  at  the  S prompt. 

USING  A PERSONAL  COMPUTER 

If  your  institution  is  not  part  of  THEnet,  you  need  a 


personal  computer,  a modem,  and  communications 
software  to  access  the  TCDC  system  via  Telenet,  a 
commercial  telecommunications  network.  Your 
modem  must  be  capable  of  transmitting  at  300  or 
1 200  bps  ( bits  per  second  ) or  2400  bps  and  your 
communications  software  package  must  be  able  to 
emulate  a VTIOO  terminal.  If  you  do  not  know 
whether  your  software  can  emulate  a VTIOO,  please 
call  us.  We  have  had  experience  with  a variety  of 
communication  packages  ( including  PC-VT,  Pro- 
Comm,  SmartComm,  etc ) and  can  help  you  make 
the  modifications  necessary  for  VTIOO  emulation. 

To  log  on  via  Telenet,  dial  the  local  Telenet  tele- 
phone number.  There  is  no  charge  for  Texas  resi- 
dents using  this  service.  The  Texas  Cancer  Council 
is  providing  the  funds  for  Telenet  access  from  the 
23  cities  listed  in  Fig  2 and  for  a toll-free  number 
for  those  living  in  other  cities.  Another  toll-free 
number  is  listed  for  voice  communication  with  the 


I.  Methods  for  personal  computer  users  or  THEnet  users  to  reach  the  Texas  Cancer  Data  Center  Boldfaced  words  and  numbers  in  the 
flow  chart  should  be  typed  in  response  to  prompts  such  as  Terminal  =,  @,  Password:,  and  Username:.  Note  that  [ Return  | in  the  flow  chart 
indicates  a carriage  return  At  the  end  of  each  boldfaced  entry,  press  [return] 


Texas  Cancer  Data  Center  Access 


THEnet  Telenet 
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volunteers  of  the  Cancer  Information  Service  (CIS) 
who  can  access  the  TCDC  system  for  you.  The 
TCDC  voice  communication  number  is  also  listed. 

Once  the  Telenet  connection  has  been  made,  the 
screen  will  go  blank.  Press  the  carriage  return  key 
on  your  keyboard  [Return]  twice  for  300  or  1200 
bps  service  or  type  @ then  press  [Return]  for  2400 
bps  service.  The  following  prompts  will  then  appear 
on  your  screen;  enter  the  bold  text  shown  below 
at  each  prompt  and  press  [Return]  at  the  end  of 
each  line. 

TERMINAL=m 
@C  512131, CANCER 
PASSWORD = CANCER 
f/smwwe.CANCER 
Usemame:TCDC 

Follow  the  directions  on  the  screen.  The  TCDC 
system  guides  you  with  menus,  but  read  the  direc- 
tions carefully  to  assure  a trouble-free  retrieval 
session. 


2.  Telephone  numbers  for  accessing  Texas  Cancer  Data  Center.  There  is  no  cost  to  you  if  you 
use  your  local  Telenet  or  toll  free  numbers  listed  beiow  to  reach  TCDC 


Area  code 

City 

300  or  1 200  bps 

2400  bps 

214 

Athens 

677-1712 

Dallas 

748-6371 

745-1359 

Longview 

236-4205 

Tyler 

597-8925 

409 

Bryan 

822-0159 

Galveston 

762-4382 

Nederland 

722-3720 

512 

Austin 

928-1130 

929-3622 

Brownsville 

542-0367 

Corpus  Christi 

884-9030 

Laredo 

724-1791 

McAllen 

686-5360 

San  Antonio 

225-8004 

225-3444 

713 

Houston 

227-1018 

227-8208 

806 

Amarillo 

373-0458 

373-1833 

Lubbock 

747-4121 

817 

Fort  Worth 

332-4307 

332-6794 

Temple 

773-9423 

Waco 

752-9743 

915 

Abilene 

676-9151 

El  Paso 

532-7907 

Midland 

561-9811 

561-8597 

San  Angelo 

944-7621 

Toll-free  access  is  available  in  all  Texas  locations: 

For  300  or  1200  bps  service,  dial  1-800-424-9494. 
For  2400  bps  service,  dial  1-800-238-0631. 

For  voice  communication; 

Cancer  Information  Service,  1—800-4-CANCER. 
TCDC  staff,  (713)  792-2277. 


After  reading  the  brief  introduction,  the  first-time 
user  selects  Option  1 : New  User  and  is  asked  to  re- 
spond to  brief  demographic  questions.  Answers  to 
these  questions  will  facilitate  communication  with 
the  TCDC  staff  if  problems  occur  during  your  ses- 
sion, and  will  help  us  evaluate  the  extent  to  which 
the  system  is  being  used  by  health  professionals. 

The  new  user  then  selects  a personal  password,  and 
registration  is  complete.  Once  registered,  only  a last 
name  and  personal  password  are  required  for  future 
TCDC  sessions. 

The  Main  Menu  should  be  used  as  the  starting 
point  for  data  retrieval.  You  may  view  the  Main 
Menu  at  any  point  during  the  session  by  pressing 
the  carriage  return  key.  (Since  the  system  has  a de- 
tailed tree  structure,  you  may  have  to  press  [Re- 
turn] several  times  to  go  back  up  the  tree  to  the 
main  menu. ) The  six  databases  described  earlier 
have  been  grouped  within  the  headings  in  the  Main 
Menu.  For  example,  the  physician  database  is  in 
Option  2:  Health  Professionals;  the  hospital  and 
hospice  databases  are  in  Option  3:  Health  Facilities; 
the  hospice  database  and  the  Texas  Cancer  Council 
database  are  in  Option  4:  Community  Services;  and 
the  population  and  cancer  death  databases  are  in 
Option  6:  Population.  Databases  under  development 
are  noted  as  “Not  Available.” 

The  process  for  retrieving  data  from  the  databases 
has  been  standardized.  Each  database  has  an  over- 
view option,  one  or  two  search  options,  and  defini- 
tions. The  overview  describes  the  database  in  a brief 
narrative  and  provides  information  about  size  of  the 
file,  source  of  the  data,  and  timing  for  updates.  The 
search  options  allow  retrieval  of  all  data  items  (eg, 
for  one  physician  or  ho'spital)  or  specification  of  the 
parameters  for  a custom  report.  Examples  of  TCDC 
reports  from  three  of  the  databases  are  shown  in 
Figs  3—5.  The  definitions  provide  functional  de- 
scriptions of  all  data  items  in  that  database. 

The  data  may  be  viewed  on  the  screen,  printed, 
or  stored  (downloaded)  in  a file  on  diskette.  Since 
the  TCDC  exists  as  a public  service,  we  request 
only  that  the  data  be  used  in  a professional  man- 
ner and  that  the  TCDC  be  cited  as  the  source  of 
the  data. 

At  the  end  of  the  session,  press  [Return]  to  re- 
turn to  any  of  the  menus  and  type  QUIT.  There  will 
be  an  opportunity  to  comment,  ask  questions  or 
leave  messages  which  are  reviewed  every  24  hours 
by  the  TCDC  staff.  Then,  if  the  call  was  placed  via 
Telenet,  type  HANGUP  to  complete  the  log-off 
procedure. 

Data  quality 

The  intent  of  the  Texas  Cancer  Council  is  to  offer 
information  via  the  Texas  Cancer  Data  Center  to  all 
who  plan,  fund,  develop,  provide,  or  use  cancer  re- 
sources in  Texas.  This  information  provides  a frame- 
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work  for  more  effective  planning  and  marketing  of 
community-based  cancer  resources  to  enhance  ac- 
cessibility, availability  and  quality  of  cancer  services 
in  Texas  (4).  To  develop  the  system,  data  from  the 
Legislative  Task  Force  on  Cancer  in  Texas  (LTFCT) 
were  used  as  a starting  point  for  the  TCDC  to  ver- 
ify, update,  and  expand  into  the  current  online  sys- 
tem (5). 

For  example,  data  collected  from  LTFCT  hospital 
surveys  were  combined  with  data  from  a variety  of 
other  sources,  such  as  the  Texas  Department  of 
Health  and  the  American  College  of  Surgeons,  to 
create  survey  instruments  which  were  then  re- 
mailed to  each  hospital  for  verification.  At  least 
once  each  year,  hospitals  listed  in  the  TCDC  data- 
bases are  asked  to  reverify  their  responses  and  to 
add  information  to  their  files  as  appropriate. 

Given  the  current  inventory  of  data  items,  data 
collection  and  vertification  are  major  challenges  for 
the  TCDC  staff.  The  creation  and  mailing  of  the 
customized  surveys,  the  screening  of  the  returned 
surveys,  and  the  follow-up  with  individual  respon- 
dents when  data  are  missing  or  inconsistent  are 
critically  monitored.  Every  effort  is  made  to  main- 
tain a high  level  of  completion.  In  fact,  contact  with 
non-responders  and  responders  with  incomplete 
data  from  the  last  years’  surveys  continues  even  as 
preparation  begins  for  the  mailing  of  the  surveys  for 
the  current  year.  Once  verified  and  screened,  the 
data  are  then  added  to  databases,  edited,  and  pre- 
pared for  transfer  to  the  TCDC  online  system. 

While  it  is  not  necessary  to  understand  the  inter- 
nal design  of  the  files  to  retrieve  data  from  the 
TCDC,  it  is  important  to  be  aware  of  the  additional 
steps  we  have  taken  to  insure  the  quality  of  the 
data.  Within  each  database,  certain  variables  have 
been  selected  to  provide  links  to  internal  databases 
that  contain  acceptable  values  for  the  data  items. 
Allowable  zip  codes,  cities,  oncology-related  profes- 
sional organizations,  medical  schools,  and  medical 
specialties  are  examples  of  internal  databases  that 
allow  us  to  control  the  quality  of  TCDC  data.  Quality 
of  the  data  is  one  of  our  highest  priorities. 

Plans  for  the  future 

In  the  health  professionals  category,  additional 
oncology-related  files  are  envisioned  for  registered 
nurses,  pharmacists,  tumor  registrars,  social  work- 
ers, and  dietitians.  Other  professions  may  also  be  in- 
cluded. Radiotherapy  centers,  magnetic  resonance 
imaging  centers,  and  other  facilities  associated  with 
cancer  treatment  will  be  included  along  with  the 
hospitals  and  hospices  in  the  health  facilities 
category. 

The  community  services  category  is  under  devel- 
opment. Discharge  planning  requires  detailed  infor- 
mation about  the  availability  of  community  support 
services  throughout  Texas,  and  design  of  an  online 


J.  This  sample  screen  shows  the  results  of  a request  for  information  from  the  TCDC  hospital 
database  The  report  is  a listing  of  radiotherapy  services  in  State  Planning  Region  4 Ameri- 
can College  of  Surgeons’  hospitals  with  100-1,000  beds. 

TCDC  Search— State  Planning  Region  4 FEB  10,  1988  10:41  PAGE  1 

• Radiotherapy  Services:  All  information 
•Beds:  100-1000  "ACOS 


Hospital  Name 

Radiation 

Implants  Cobalt 

Linear  Voltage  Range 

Accelerator  (Low-High) 

•City:  Dallas 

Baylor  University  Medical  Center 

Yes 

Yes 

Yes 

4.0 

25.0 

Methodist  Hospitals  of  Dallas 

Yes 

No 

Yes 

6.0 

6.0 

Parkland  Memorial  Hospital 

Yes 

Yes 

Yes 

6.0 

6.0 

Presbyterian  Hospital  of  Dallas 

Yes 

No 

Yes 

6.0 

20.0 

St.  Paul  Medical  Center 

Yes 

No 

Yes 

4.0 

20.0 

•City:  Fort  Worth 

US  Air  Force  Regional  Hospital 

No 

No 

No 

COUNT  6 

— End  of  information.  Press  [Return]  to  continue. — 

4.  This  sample  screen  shows  the  results  of  a request  for  information  from  the  TCDC  cancer 
death  database  The  requester  asked  TCDC  for  a 1986  list  of  deaths  attributed  to  cancer  of 
the  trachea,  bronchus,  and  lung  The  search  was  limited  to  Anglo  residents  of  Tarrant 

County. 

TCDC  Search— 

-Tarrant  County 

FEB  10,  1988  10:33 

PAGE  1 

•Year:  1986 

• Race/Ethnicity:  Anglo 

•Source:  TDH 

• Site:  Trachea,  Bronchus  and  Lung 

Age 

Total  Deaths 

Male 

Female 

Total 

378 

231 

147 

0-4 

0 

0 

0 

5-9 

0 

0 

0 

10-14 

0 

0 

0 

15-19 

0 

0 

0 

20-24 

0 

0 

0 

25-34 

2 

1 

1 

35-44 

10 

2 

8 

45-54 

44 

27 

17 

55-64 

102 

66 

36 

65-74 

130 

80 

50 

>74 

90 

55 

35 

— Press  [Return]  to  continue.  Enter 

to  cancel. — 

5.  This  report  from  the  TCDC  hospice  database  resulted  when  the  requester  asked  for  Medi- 
care-certified hospice  inpatient  care  services  in  State  Planning  Region  18. 

TCDC  Search — State  Planning  Region  18  FEB  10,  1988  10:30  PAGE  1 

• Hospice  Inpatient  Care  Services 

• Medicare  Certified 


Hospice 

Pastoral 

Counseling 

Volunteer 

Services 

Bereavement 

Services 

•City:  KerrviUe 

Heart  of  the  Hills  Hospice 

Yes 

Yes 

Yes 

• City:  New  Braunfels 

Hospice  New  Braunfels 

No 

No 

No 

• City:  San  Antonio 

Hospice  San  Antonio 

Yes 

Yes 

Yes 

King  William  Home  Health  and  Hospice 

Yes 

Yes 

No 

COUNT  4 


— End  of  information.  Press  [Return]  to  continue. — 


Volume  84  April  1988 


Texas  Cancer  Data  Center 


database  would  make  such  information  available  to 
users  of  the  TCDC. 

Planning,  projecting,  and  forecasting  require 
detailed  population  counts  in  addition  to  cancer- 
resource  data.  In  addition  to  the  Texas  population 
and  cancer  mortality  data,  US  population  and  appro- 
priate cancer  incidence  data  are  being  sought  as 
well  as  other  population  and  cancer  statistics. 

The  TCDC  menus  were  designed  to  be  used  with- 
out a user’s  manual.  Limited  feedback  thus  far  indi- 
cates that  the  system  is  self-sufficient,  but  we  need 
wider  use  to  test  the  logic  of  the  menus  and  the 
search  options.  Now  that  a few  of  the  databases  are 
online,  patterns  of  use  can  be  monitored.  Future 
plans  to  contact  a sample  of  users  for  more  com- 
plete evaluation  of  the  system  are  being  considered. 
We  encourage  actual  and  potential  users  to  inform 
us  of  their  unmet  data  needs  and  preferences  for 
cancer  information.  Only  in  this  way  will  the  TCDC 
become  the  online  “Yellow  Pages”  for  cancer  infor- 
mation in  Texas. 
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The  complete 
journal  for 
family  practice 
physicians 

■ Reaches  79,000  family  physicians  monthly 

■ Presents  the  most  commonly  seen  patient 
problems  in  family  practice 

■ Written  by  physicians  for  physicians 

■ The  most  current  clinical  updates  in: 

Cardiology  Ob/Gyn 
Diabetes  Psychiatry 

Pediatrics  Gastroenterology 

■ Provides  20  hours  of  CME  Category  1 Credit 


PRACTICAL  - CLINICAL  - EDUCATIONAL  ■ CURRENT 


Texas  Medicine 


Texcu  Medical  Associcrtion 
121sl  Annual  Session 


San  Antonio  — Fiesta  City  for  May  '88 


San  Antonio — site  of  the  1 21  st  Annual 
Session — offers  a fascinating  blend  of 
history  and  progress.  When  Texas  Medi- 
cal Association  and  Auxiliary  members 
convene  May  12-15,  they  will  be  de- 
lighted by  the  city's  tradition,  spirit 
and  ethnic  culture. 

Home  of  the  Alamo  Grows  to  Ninth 
Largest  City — Today,  with  a population 
in  excess  of  a million,  San  Antonio  has 
changed  from  an  easy-going,  socially 
isolated  community  into  a varied  metro- 
politan complex,  a center  of  commerce, 
a vital  city  with  a rich  cultural  heritage. 
Yet  San  Antonio  has  managed  effec- 
tively to  maintain  its  original  charm  and 
personality  in  the  wake  of  extensive 
growth. 


Stroll  along  the  Paseo  del  Rio  (River- 
walk)  and  visit  shops,  cafes  and  night- 
clubs lining  the  river.  Tour  the  Alamo, 
near  the  Convention  Center,  or  other 
18th-century  Spanish  missions.  Explore 
the  shops,  galleries  and  restaurants  of 
La  Villita,  located  in  a historic  down- 
town barrio.  Walk  or  take  a horse  and 
carriage  through  the  streets  of  the  King 
William  Historic  District,  where  century- 
old  houses  have  been  preserved  and  re- 
stored. Take  a trolley  to  El  Mercado 
(Market  Square)  and  Fiesta  Plaza  Inter- 
national Market.  Families  especially 
will  enjoy  the  Botanical  Gardens  and 
San  Antonio  Zoo. 


Convention  Facilities— 
Outstanding 

Perhaps  the  nucleus  of  San  Antonio's 
charm  is  the  San  Antonio  River,  which 
meanders  its  way  through  the  heart  of 
downtown.  The  San  Antonio  Convention 
Center,  near  the  river  in  Hemisfair  Plaza, 
is  the  focal  point  for  all  meetings  and 
exhibits  for  the  TMA  Session.  It  has  re- 
cently been  expanded  and  renovated 
and  is  an  exceptionally  fine  facility. 

Hotels  where  members  and  guests  will 
be  housed  are  clustered  around  the 
Plaza.  All  are  within  easy  walking  dis- 
tance of  the  Convention  Center  and 
many  also  are  accessible  by  river  barge 
taxi.  The  Hilton  Palacio  del  Rio  is  situ- 
ated on  the  Riverwalk  across  the  street 
from  the  Center,  next  door  to  La  Villita. 
San  Antonio  Marriott  Riverwalk  also  is 
directly  across  from  the  Convention 
Center  on  the  River.  Auxiliary  head- 
quarters, the  Hyatt  Regency  San  An- 
tonio, is  located  one  block  from  the 
Alamo. 

Scientific  Sessions,  House  of  Delegates 
and  Exhibits — San  Antonio  Convention 
Center 

Housing  for  Program  Participants;  Gen- 
eral Housing — Hilton  Palacio  del  Rio 

Business  Sessions  (Boards,  Councils, 
Committee  Meetings,  Delegates'  Hous- 
ing)— San  Antonio  Marriott  Riverwalk 

Auxiliary  Headquarters;  Auxiliary  and 
General  Housing — Hyatt  Regency 
San  Antonio 

General  Housing — Four  Seasons, 
Crockett  Hotel,  St.  Anthony  Inter- 
Continental Hotel,  La  Quinta- 
Convention  Center,  Emily  Morgan 
Hotel,  The  Fairmount  Hotel. 

Feirtures 

Exhibits — Scientific,  Technical 

Section  Programs — Some  500  scientific 
presentations  in  Allergy,  Asthma  and 
Clinical  Immunology — Colon  and  Rectal 
Surgery — Digestive  Diseases — Diseases 
of  the  Chest — Endocrinology — Family 
Practice — Internal  Medicine — 
Neurological  Surgery — Neurology — 
Nuclear  Medicine — Obstetrics  and 
Gynecology — Occupational  Medicine — 
Oncology — Ophthalmology — 
Otolaryngology — Pathology — Pedi- 
atrics— Physical  Medicine  and  Re- 
habilitation— Plastic,  Reconstructive  and 
Maxillofacial  Surgery — Psychiatry — 
Public  Health — Radiology — Surgery — 
Urology. 


Guest  Speakers 

Benjamin  L.  Aaron,  MD 

Washington,  DC 

general  and  cardiofhoracic  surgery 

Jack  Anderson 

Washington,  DC 
journalism  (author,  columnist) 

Hector  Battifora,  MD 

Duarte,  Calif 
pathology 

Arnold  M.  Beiker,  MD 

Louisville,  Ky 
urology 

Thomas  E.  Bittker,  MD 

Phoenix,  Ariz 
behavioral  medicine 

M.  Donald  Blaufox,  MD,  PhD 

Bronx,  NY 

internal  and  nuclear  medicine 

Paul  W.  Brand,  MB 

Carville,  La 
orthopaedic  surgery 

John  W.  Chandler,  MD 

Madison,  Wis 
opthalmology 

Donald  E.  Cook,  MD 

Greeley,  Colo 
pediatrics 

Antonio  De  la  Cruz,  MD 

Los  Angeles,  Calif 
otolaryngology 

James  O.  Donaldson,  MD 

Farmington,  Conn 
neurology 

Bernard  T.  Ferrari,  MD 

New  Orleans,  La 
colon  and  rectal  surgery 

Peter  J.  Fischinger,  MD,  PhD 

Washington,  DC 
cancer 

Martin  J.  Gaynes,  LLB 

Washington,  DC 
medicine  and  the  law 

Richard  J.  Glassock,  MD 

Torrance,  Calif 
nephrology 

Richard  L.  Goode,  MD 

Palo  Alto,  Calif 
otolaryngology 

Norman  E.  Hugo,  MD 

New  York,  NY 

plastic  and  reconstructive  surgery 

Kenneth  R.  Kenyon,  MD 

Boston,  Mass 
ophthalmology 

Gary  T.  Kinasewitz,  MD 

Shreveport,  La 
pulmonary  disease 


Hueston  C.  King,  MD 

Venice,  Fla 
otolaryngic  allergy 

Robin  A.  LaDue,  PhD 

Seattle,  Wash 
clinical  psychology 

Bernard  Levin,  MD 

Houston,  Tex 

gastrointestinal  oncology;  digestive  diseases 

Kenneth  Luskey,  MD 

Dallas,  Tex 
internal  medicine 

John  S.  Meyer,  MD 

Houston,  Tex 

neurology  and  cerebrovascular  disease 

George  A.  Ojemann,  MD 

Seattle,  Wash 
neurological  surgery 

Mercer  C.  Rang,  MB 

Toronto,  Ontario,  Canada 
othopaedic  surgery 

Robert  E.  Reisman,  MD 

Buffalo,  NY 

allergy  and  immunology 

Darrell  S.  Rigel,  MD 

New  York,  NY 
dermatology 

Jack  H.  Sheen,  MD 

Los  Angeles,  Calif 

plastic  and  reconstructive  surgery 

Ira  A.  Shulman,  MD 

Los  Angeles,  Calif 
pathology  (blood  banking) 

Kenneth  M.  Singer,  MD 

Eugene,  Ore 

orthopaedic  surgery  (sports  medicine) 

Raymond  G.  Slavin,  MD 

St.  Louis,  Mo 
allergy  and  immunology 

Lee  E.  Smith,  MD 

Washington,  DC 
colon  and  rectal  surgery 

M.  Thomas  Summar,  MD 

Lombard,  III 

occupational  medicine  (otology) 

Kuros  Tabari,  MD 

Los  Gatos,  California 
plastic  surgery 

President,  National  Flying  Physicians  Associatiot 

Michael  J.  Thorpy,  MD 

Bronx,  NY 

neurology  (sleep-wake  disorders) 

John  H.  Tinker,  MD 

Iowa  City,  Iowa 
anesthesiology 

Sarah  Weddington,  LLB 

Austin,  Tex 

law  (state-federal  relations) 

Robert  J.  White,  MD,  PhD 

Cleveland,  Ohio 

neurological  surgery  (brain  research) 


Specialty  Society  Programs — In  addition 


1 numerous  topics  of  general  interest, 
jiu  will  hove  on  opportunity  for  an  up- 
jite  on  your  own  particular  specialty. 

)orts/Alumni  Events — Tennis  tourna- 
ent,  golf,  fun  run,  alumni  parties,  class 
unions. 

luxiliary  Program 

Aission:  San  Antonio"  will  be  the 
erne  of  the  TMA  Auxiliary's  70th  an- 
al convention. 

e opening  day,  Wednesday,  May  1 1 , 

II  be  devoted  to  meetings  of  commit- 
3s  and  councils,  followed  by  a gala 
jlcoming  reception.  The  House  of 
jlegates  will  meet  and  county  auxil- 
ry  achievement  awards  will  be  pre- 
nted  on  Thursday  morning.  The 
lursday  luncheon  speaker  will  be 
5leen  Grissom,  Dean  of  Student  Af- 
irs  at  Trinity  University. 

le  1988-1989  board  will  meet  on  Fri- 
ly,  and  installation  of  officers  will  take 
ace  during  luncheon,  which  will  fea- 
re  Amy  Freeman  Lee,  a well-known 
)d  highly  visible  San  Antonio  humanist, 
fist,  writer  and  lecturer. 

wide  array  of  special  optional  events 
II  be  available.  They  include  a seminar 
tassle-Free  Holidays,"a  cooking  dem- 
istration  by  Marina  Gonzalez  and  a 
urof  San  Antonio's  famous  missions. 

I Tienda  Boutique,  which  features 
Dthing,  jewelry,  gifts  and  accessories 
jm  auxiliary  members  in  business,  will 
! a feature  of  the  convention. 

tr  additional  information,  contact  TMA 
jxiliary,  1801  North  Lamar  Blvd.,  Aus- 
178701  512/477-6704. 

registration 

lere  is  no  registration  fee  for  members 
the  Texas  Medical  Association,  for 
leakers  and  exhibitors  in  the  annual 
ssion  program,  and  for  nonmembers 
ich  as  officially-invited  guests  of  the 
jisociation. 

jgistration  fees  are  charged  for  some 
jnmember  categories,  and  these  are 
entioned  below: 

lonmember  Registration  Fees 


Physicians  $100 

Allied  Health  Disciplines — 

Nurses,  Technicians,  Medical 
Assistants  $10 

In-Training — Interns, 

Residents,  Fellows  $10 

Students  $10 

Prospective  Exhibitors  and 
Approved  Visitors  $50 

Spouses  of  Nonmember 
Physicians  $10 


One  Location  for  Registration 
for  Session 

San  Antonio  Convention  Center 

Gallery,  S.  Alamo  Street  Entrance 

Wednesday,  May,  11,9  am-5:30  pm 
Thursday,  May  12,  7 am-5:30  pm 
Friday,  May  13,  7 am-5:30  pm 
Saturday,  May  14,  7 am-3;30  pm 

You  may  register  in  advance  of  the  ses- 
sion by  completing  the  Advance  Regis- 
tration Form  printed  here.  Pick  up  badge 
and  registration  materials  during  above 
hours. 


Good  friends,  great  food,  and  the  Big 
Band  Sound — San  Antonio  style — all 
come  together  Friday,  May  13,  when 
Texas  Medical  Association  and  Auxiliary 
members  stage  Fiesta  Friday  in  the 
North  Banquet  Hall,  San  Antonio  Con- 
vention Center,  6:30  pm  to  midnight. 

Take  time  for  a fun  time  in  a relaxed, 
casual  atmosphere.  Enjoy  the  tastes, 
the  sound,  the  sights  of  ole  San  Antone. 
Fiesta  tickets  are  $35  per  person  and  in- 
clude cocktails  throughout  the  evening, 
a complete  Mexican  dinner  and  sundae 
bar.  The  Paul  Elizondo  Big  Band  will  be 
there,  playing  your  kind  of  music.  Cock- 
tails, 6:30  pm;  dinner,  8 pm;  dancing, 

9 pm  to  midnight. 

For  those  wishing  to  join  their  friends  for 
cocktails  only,  6:30-8  pm,  tickets  are 
$10  per  person. 

Get  a group  together,  and  order  your 
tickets  soon!  Use  the  ticket  order  form 
printed  here. 


Early  Bird  Party^ 

Come  to  the  Cabaret! 

Texas  Medical  Association  welcomes 
members  and  guests  to  an  Early  Bird 
Party,  Thursday,  May  12,  5:30-6:30  pm, 
in  the  patio  near  the  lagoon  of  the  San 
Antonio  Convention  Center.  Cabaret 
S.A.,  a sharp  and  lively  local  group  of 
talented,  energetic  performers,  will 
present  a 30-minute  show  of  first-class 
stage  entertainment  featuring  singing, 
dancing  and  a salute  to  Broadway  and 
Texas.  Music  will  be  provided  through- 
out the  hour.  Complimentary  light  hors 
d'oeuvres  and  a cash  bar  for  cocktails 
will  be  offered.  Plan  to  attend  the  open- 
ing social  event  of  the  TMA  1 21  st  An- 
nual Session,  Come  to  the  Cabaret! 

General  Meeting 
Luncheons  Feature  Two 
Exciting,  Informcrtive 
Speakers 

"You  Can  Make  a Difference"  is  Sarah 
Weddington's  topic  for  the  Friday,  May 
13,  General  Meeting  Luncheon  address. 
As  a lawyer  and  as  special  assistant  to 
President  Jimmy  Carter  for  Women's  and 
Minority  Affairs,  Weddington  has  been 
a pioneering  force  in  progress  in  the 
fields  of  law,  legislation  and  scholarship 
for  two  decades. 

She  served  as  a federal  lobbyist  for  the 
State  of  Texas  under  Governor  Mark 
White.  Weddington  has  been  named  an 
Outstanding  Young  American  Leader  by 
Time  magazine,  selected  as  one  of  the 
Ten  Outstanding  Women  in  America, 
and  named  Woman  of  the  Future  by 
Ladies  Home  Journal.  She  served  three 
terms  in  the  Texas  legislature. 

Jack  Anderson,  the  most  widely  syndi- 
cated columnist  in  the  world,  will  ad- 
dress "The  News  Behind  the  Headlines" 
in  his  General  Meeting  Luncheon  pre- 
sentation on  Saturday,  May  14.  A 
Pulitzer  Prize-winning  author  and  edi- 
torial writer,  he  has  explored  many 
issues — the  high  tech  challenge,  edu- 
cation and  the  21st  century  and  Ameri- 
can achievement. 

A patriot,  a futurist,  a premier  orator, 
Anderson's  influence  and  expertise  ex- 
tend beyond  the  role  of  journalist.  He 
is  Co-Chairman  of  the  National  Com- 
mission for  the  Prevention  of  Waste  in 
Government  Spending  (The  Grace 
Commission)  and  Chairman  of  the 
Young  Astronaut's  Council. 

Both  luncheons  are  scheduled  in  North 
Banquet  Hall,  San  Antonio  Convention 
Center,  12:15-1:30  pm.  Purchase  tickets 
($20  each)  in  advance  by  completing 
the  form  here. 


1988  Annual  Session  Advance  Registration  Form  (please  print) 


name 


address 


city 


specialty 


state 


zip 


Members,  please  check  all  applicable  spaces  below: 

Nonmember 

Fee 

□ Physician 

□ Speaker 

□ Speakers,  Exhibitors 

waived 

□ Inlern/Residenl/Fellow 

□ Scientific  Exhibitor 

□ TMA  and  County  Medicai  Society  Staff 

waived 

□ Medical  Student 

□ Satisfying  state  level  meeting  requirement 

and  Famiiy 

□ TMA  Officer 

□ 50  Year  Club 

□ Physicians 

$100 

□ TMA  Trustee 

□ Hospital  Medical  Staff  Section  Representative 

□ interns,  Residents,  Feilows 

$10 

□ TMA  Delegate 

□ TEXPAC 

□ Medicai  Students 

$10 

□ TMA  Alternate  Delegate 

□ TEXPAC  300  Club 

□ Aiiied  Health  Personnel 

$10 

□ TMA  Councilor 

□ MSS  Executive  Council 

□ Prospective  Exhibitors,  Approved  Visitors 

$50 

□ TMA  Vice  Councilor 

□ MSS  Chapter  Officer 

□ TMA  Council  Member  □ Chairman 

□ MSS  Chairman 

Nonmember's  Family 

□ TMA  Committee  Member  □ Chairman 

□ RPS  Chairman 

□ Family  of  Nonmembers  (over  age  21) 

$10 

□ TMA  Board  Member  □ Chairman 

□ RPS  Councilor 

□ AMA  Member 

□ RPS  Executive  Council 

□ AMA  Delegate 

□ YPS  Chairman 

□ AMA  Alternate  Delegate 

□ YPS  Governing  Council 

□ CMS  President 

Please  mail  check  and  registration  form  to:  Texas  Medical  Association  Finance 


Advance  Ticket  Reservation  Form 


Oeparfmenf,  ISO?  North  Lamar  Blvd,,  Austin,  Texas  78701 


Final  Program  Order  Form 


name 


address 


city  state  zip 

Avoid  the  lines,  the  last  minute  rush  and  the  possibility  of  missing  out  on 
the  TMA  functions  listed  below.  Complete  the  advance  ticket  reservation 
order  form,  return  it  to  TMA  with  your  check.  Pick  up  tickets  at  the  registra- 
tion area  by  4 pm  previous  day  of  event. 


Number  of  Function  and  Price  Amount 

Tickets  (Inclusive  of  Tox/Gratuity)  Enclosed 

Fiesta 

Cocktails/Oinner/Oance 
Paul  Elizondo  Big  Band  Sound 

Friday,  May  13,  6:30  pm  — 12  midnight 

$35  per  person  


The  Program  and  Abstracts  of  the  121st  Texas  Medical  Associa 
tion  Annual  Session  will  be  available  in  early  April.  If  you  wish 
to  order  your  copy  in  advance,  please  return  this  coupon  with 
a check  for  $5.00  to  Texas  Medical  Association,  Finance 
Department,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

Please  send  a copy  of  the  Program  and  Abstracts  for  the  121st 
Annual  Session  to: 


name 


address 


city  state  zip 

My  check  for  $5.00  is  enclosed. 


Fiesta 

Cocktails  Only 

Friday,  May  13,  6:30-8  pm 
$1 0 per  person 

General  Meeting  Luncheon 
Sarah  Weddington 

Friday,  May  13,  12:15-1 :30  pm 
$20  per  person 

General  Meeting  Luncheon 
Jack  Anderson 

Saturday,  May  14,  12:15-1 :30  pm 
$20  per  person 


TOTAL  $ 

Advance  registration  cards  and  ticket  money  must  be  received  by  April  6. 
No  refunds  after  April  27. 

Please  complete  and  return  before  April  6 to:  Texas  Medical  Association, 
Finance  Deportment,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


Make  Yoar  Reservcrtions 
Mow 

Requests  will  be  processed  first-come, 
^irst-served  by  the  Housing  Bureau,  Son 
^ntonio  Convention  & Visitors  Bureau 
hrough  its  computerized  system. 

Complete  in  full  the  Official  Housing  Re- 
quest Form  and  return  it  immediately  to: 

TMA  Housing 
Ban  Antonio  Convention 
Visitors  Bureau 
IrO.  Box  2277 
ban  Antonio,  Texas  78298 

bo  not  send  housing  form  to  Texas 
jNAedical  Association.  This  will  only  de- 
ay  your  request. 

Dniy  reservations  received  on  the  Offi- 
cial Housing  Request  Form  will  be 
bccepted.  Hotels  will  not  accept  reser- 
vations directly,  and  telephone  requests 
jcannot  be  accepted. 

j-ist  six  hotels  in  order  of  preference. 

Deadline  for  reservations  is  April  20 

Confirmations 

Room  confirmation  will  be  sent  to  you 
directly  from  the  hotel  within  three 
"Weeks  of  receipt  of  your  request  by  the 
Housing  Bureau.  Please  check  it  care- 
'ully  to  be  sure  all  information  is  correct. 

Room  Deposits 

Do  not  send  any  room  deposit  with 
Housing  Form.  Should  a deposit  be  re- 
quired, the  hotel  will  request  it. 
Reservations  will  be  held  until  6 pm  of 
he  arrival  date  unless  a later  arrival 
ime  is  indicated.  If  a deposit  is  required 
o hold  your  room  past  6 pm,  you  will  be 
notified  at  the  time  of  confirmation  by 
notel.  The  deposit  should  be  mailed  di- 
'ectly  to  the  hotel. 

Changes  and  Cancellations 

Any  changes  in  room  reservations,  ar- 
Hval  or  departure  dates  should  be  sent 
-in  writing  directly  to  the  hotel. 

All  cancellations  should  be  sent  to  the 
Housing  Bureau  immediately  so  that 
others  can  be  accommodated.  Your  no- 
tice of  cancellation  must  be  received 
within  48  hours  of  your  scheduled  ar- 
rival or  your  deposit  cannot  be  re- 
funded. Don't  be  a no  show! 

Participcrting  hotels  and 
codes: 

Deadlines  for  Reservations — 

April  20 


2.  The  Emily  Morgan  (TEM) 

705  East  Houston  Street 
(General  Housing) 

Single  $65 
Double  $75 

3.  The  Fairmount  (FRM) 

401  South  Alamo 
(General  Housing) 

Single  $95 
Double  $1 05 

4.  Four  Seasons  San  Antonio  (FSE) 

555  South  Alamo 
(General  Housing) 

Single  $90 
Double  $1 00 

*5.  Hilton  Palacio  del  Rio  (HPR) 

200  South  Alamo 

(Housing  for  Program  Participants; 
General  Housing) 

Single  $86 
Double  $98 

*6.  Hyatt  Regency  San  Antonio  (HYR) 

1 23  Losoya 

(Auxiliary  Headquarters;  Auxiliary 
and  General  Housing) 

Single  $84 
Double  $95 


7.  La  Quinta-Convention  Center  (LQC) 

1001  East  Commerce 
(General  Housing) 

Single  $50 
Double  $60 

8.  St.  Anthony  Inter-Continental  (SAI) 

300  East  Travis 
(General  Housing) 

Single  $79 
Double  $89 

*9.  San  Antonio  Marriott  Riverwalk 
(SAM) 

71 1 East  Riverwalk 
(Boards,  Council,  Committee  Meet- 
ings; Delegates  Housing) 

Single  $84 
Double  $95 

A San  Antonio  Convention  Center 

200  East  Market 

(Scientific  Sessions,  House  of  Dele- 
gates Meeting,  Exhibits) 

The  above  room  rates  do  not  include 
13%  occupancy  tax  and  daily  parking 
fees. 

*Headquarters  Hotels 


1.  The  Crockett  (CRO) 

320  Bonham 
(General  Housing) 

Single  $65 
Double  $75 


FOR  HOUSING  BUREAU  USE  ONLY 


Texas  Medical  Association 
121st  Annual  Session 
May  12-15,  1988 
San  Antonio 

OFFICIAL  HOUSING  REQUEST  FORM 


MAIL  TO: 

TMA  HOUSING 

SAN  ANTONIO  CONVENTION 
& VISITORS  BUREAU 
P O.  BOX  2277 

SAN  ANTONIO,  TEXAS  78298 


TELEPHONE  REQUESTS  NOT  ACCEPTED. 

PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  COMPUTER  PROCESSING. 

ALL  ACKNOWLEDGEMENTS  WILL  BE  SENT  TO  INDIVIDUAL  INDICATED  BELOW.  ACTUAL  CONFIRMATION 
HOTEL. 

PHOTOCOPY  THIS  FORM  IF  MORE  THAN  THREE  ROOMS  ARE  REQUIRED. 

INSTRUCTIONS:  Complete  requested  data  using  abbreviations  as  necessary.  RESERVATION  CUTOFF  DATE 

(NAME  OF  PERSON  REQUESTING  ROOMS) 


WILL  FOLLOW  FROIk 

April  20,  1988 


(LAST  NAME) 


(FIRST) 


(NAME  OF  COMPANY  OR  FIRM) 


(STREET  ADDRESS  OR  P,0  BOX  NUMBER) 


(CITY) 


(STATE) 


(ZIP  - USA) 


(COUNTRY)  (AREA  CODE)  (PHONE  NUMBER) 

INSTRUCTIONS:  Select  SIX  Hotel/Motels  of  your  choice.  Request  will  not  be  processed  without  SIX  choices. 

FIRST  CHOICE 


□ □ □ 

SECOND  CHOICE  O 

□ 

□ 

THIRD  CHOICE  O O 

□ 

(HOTEL  CODE) 

(HOTEL  CODE) 

(HOTEL  CODE) 

B □ □ □ 

FIFTH  CHOICE  D 

□ 

□ 

SIXTH  CHOICE  O O 

□ 

(HOTEL  CODE) 


(HOTEL  CODE) 


(HOTEL  CODE) 


INSTRUCTIONS:  1.  PRINT  OR  TYPE  NAMES  OF  ALL  PERSONS  OCCUPYING  EACH  ROOM 

2.  SELECT  TYPE  ROOM  DESIRED  WITH  ARRIVAL  AND  DEPARTURE  DATES. 

3.  SUPPLEMENTAL  LIST  FOR  ADDITIONAL  ROOM  MUST  USE  SAME  FORMAT. 

4.  PRINT  OR  TYPE  LAST  NAME  FIRST. 

NOTE:  Rooms  are  assigned  on  “First  Come/First  Serve”  basis.  If  none  of  the  choices  listed  are  available,  another  facility  will  be  assigned  based  oi 

referral  system  determined  by  your  association.  j 

GUARANTEE  LATE  ARRIVAL  BY  CREDIT  CARD  (Does  not  apply  if  association  requires  first  night  deposit  by  check)  ' 


(Type  of  card  AE,  MC,  VISA)  (Credit  card  number)  (Expiration  date) 


GUEST  NAME/S  (PRINT  LAST  NAME  FIRST)  P 1 — Parlor  & one  bedroom  P + 2 — Parlor  & two  bedrooms 

ROOM 

NO.  1 

1 

CHECK  ONE 

Single  Triple 

Double ^Quad 

Twin  _P  • 1 

Dbl/Dbl_P  * 2 

ARR  nATP  DFP  DATE 

2. 

ARR  TiMF  n AM  n PM  ICheck  one 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

3 

4 

1 

CHECK  ONE 

ARR  nATP  npp  DATP 

ROOM 

2 

Single  ^Triple 

Double Quad 

Twin  P * 1 

ARR  TIMP  n AM  n PM  ICheck  one 

NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 

NO.  2 

3 

4 

ROOM 
NO.  3 


CHECK  ONE 

Single  ^Triple 

Double Quad 

Twin  P » 1 

_Dbl/Dbl  _P  • 2 


ARR.  DATE 
ARR.  T4ME 


_DEP.  DATE 


□ AM  □ PM  (Check  one 


NOTE:  Reservation  will  be  held  only  until  6 p.m. 
unless  special  arrangements  are  made  directly 
with  hotel.  The  hotel  may  request  a deposit. 


NOTE:  PLEASE  RECHECK  ALL  ITEMS  FOR  CORRECT  INFORMATION 


Visit  Our  Display 

at  the 

TMA  Annual  Meeting 


San  Antonio 
May  12-14 


SPECIAL  RATES  FOR  TMA  MEMBERS 

Ma/da  626  LX 

$237.00 

Acura  Legend,  5 Speed 

$376.00 

Honda  Accord  LX,  5 Speed 

239.00 

Cadillac  Sedan  Deville 

398.00 

Chevrolet  Beretta  GT 

239.00 

Corvette 

449.00 

OldsmobileCutlass  Supreme 

258.00 

Mercedes  Benz  190E 

449.00 

Nissan  Maxima,  5 Speed 

298.00 

BMW  325  Convertible 

469.00 

Oldsmobile  98/Buick  Electra 

349.00 

Mercedes  Benz  420  SEI 

849.00 

p/us  tax,  tit/e  and  license.  Prices  subject  to  change  due  to  manufacturers  price  increase  and  interest  rate  fluctuations. 

Custom  Lease  Quotes  on  all  Domestic  or  Import  Cars  or  Trucks 

Call  Larry  Albright  at  1-800-654-1288  TOLL  FREE 


APPLE  LEASING 

725  LAMAR  BLVD.  E.  • ARLINGTON,  TX  76011  • 461-3232  Metro 

JCmiicg  Os  Owi  BuiUtm,  Oun.  Onttf  3u»wm! 


More  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477—6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  writing  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 


ACUTE  OCCUPATIONAL  PESTICIDE  POISONING:  A 
REPORTABLE  OCCUPATIONAL  DISEASE  IN  TEXAS 

Journal  Articles 

Coye  MJ,  Lowe  JA,  Maddy  KJ:  Biological  monitoring  of  agricul- 
tural workers  exposed  to  pesticides:  II.  Monitoring  of  intact 
pesticides  and  their  metabolites.  J Occup  Med  28(8):628-636, 
1986. 

Li  WM;  The  role  of  pesticides  in  skin  disease.  Int  J Dermatol 
25(5):  295-297,  1986. 

Lisi  P,  Caraffini  S,  Assalve  D:  A test  series  for  pesticide  derma- 
titis. Contact  Dermatitis  15(5): 266— 269,  1986. 

Safe  use  of  pesticides.  Ninth  report  of  the  WHO  Expert  Com- 
mittee on  Vector  Biology  and  Control.  WHO  Tech  Rep  Ser 
720:1-60,  1985. 

Sharp  DS,  Eskenazi  B,  Harrison  R et  al:  Delayed  health  hazards 
of  pesticide  exposure.  Annu  Rev  Public  Health  7:441-471, 
1986. 

Book 

Hallenbeck  WH:  Pesticides  and  Human  Health.  New  York, 
Springer-Verlag,  1985. 


Enterline  PE,  Henderson  VL:  Geographic  patterns  for  pleural 
mesothelioma  deaths  in  the  United  States,  1968- 1981.  JNCI 
79(0:31-37,  1987. 

Lederman  GS,  Recht  A,  Herman  T,  et  al:  Long-term  survival  in 
peritoneal  mesothelioma:  The  role  of  radiotherapy  and  com- 
bined modality  treatment.  Cancer  59(  11):  1882— 1886,  1987. 

Martini  N,  McCormack  PM,  Bains  MS,  et  al:  Pleural  meso- 
thelioma. Ann  Thorac  Surg  43(  1 ):  113—120,  1987. 

Moalli  PA,  MacDonald  JL,  Goodglick  LA,  et  al:  Acute  injury  and 
regeneration  of  the  mesothelium  in  response  to  asbestos  fibers. 
AmJ  Pathol  128(3):426-445,  1987. 

Strankinga  WE,  Sperber  M,  Kaiser  MC,  et  al:  Accuracy  of  diag- 
nostic procedures  in  the  initial  evaluation  and  follow-up  of 
mesothelioma  patients.  Respiration  51(3):  179— 187,  1987. 

Weill  H,  Hughes  JM:  Asbestos  as  a public  health  risk:  disease 
and  policy.  Annu  Rev  Public  Health  7 : 171  — 192,  1986. 


Books 

Antman  KH,  Corson  JM:  Benign  and  malignant  mesotheliomas, 
in  Moossa  AR,  Robson  MC,  Schimpff  SC  (eds):  Comprehensive 
Textbook  of  Oncology,  ch  71.  Baltimore,  Williams  and  Wilkins, 
1986,  pp  763-772. 

Hajdu  SI:  Differential  Diagnosis  of  Soft  Tissue  and  Bone  Tu- 
mors. Philadelphia,  Lea  and  Febiger,  1986. 

Kittle  CF:  Mesothelioma:  Diagnosis  and  Management  Chi- 
cago, Year  Book  Medical  Publishers,  1987. 


REVIEW  OF  MESOTHELIOMA  INCIDENCE  AND 
MORTALITY  IN  TEXAS 

Journal  Articles 

Antman  KH:  Asbestos-related  malignancy.  CRC  Crit  Rev  Oncol 
Hematol  6(3):287-309,  1986. 

Craighead  JE:  Current  pathogenetic  concepts  of  diffuse  malig- 
nant mesothelioma.  Hum  Pathol  18(6):  544  — 557,  1987. 

DeLuca  SA,  Rhea  JT:  Pleural  mesothelioma.  Am  Earn  Physician 
33(5):103-104,  1986. 


Donna  A,  Betta  PG,  Bellingeri  D,  et  al:  New  marker  for  meso- 
thelioma: an  immunoperoxidase  study.)  Clin  Pathol  39(9): 
961-968,  1986. 
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pnrSIGlAliS 


are  announcing  opportunities  for 
serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
Force  mission.  For  those  who  qualify, 
retirement  credit  can  be  obtained  as 
well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
^ year  or  less  can  bring  you  pride  and 
satisfaction  in  serving  your 
country. 


CALL:  (512)  385-1816 

Or  Fill  Out  Coupon  and  Mail  Todayl 


To:  Health  Professions  Recruiting  Office 
10  AF/RSH 

Bergstrom  AFB,  TX  78743-6002 


Namp 

Address 

City 

stare 

7lp 

Phnne 

Prlnr  ServIreR  Yes  Nn 

Medical  Specialty 

Date  Of  Birth 

AMR  FORCE  RESERVE  • - 


A GREAT  VW  TO  SERVE 


Dx:  recurrent 


HeRpecm-L^ 


herpes  labiolis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L^.  . . a conservative  approach 
with  iow  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-i proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


Xnformation  for  Ikuthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  xhc  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  Illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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feature 


I Annual  session  in 
San  Antonio:  Be  there! 


Texas  Medical  Association's  12 1st  An- 
nual Session,  May  12-15,  takes  place  in 
San  Antonio,  one  of  the  state’s  favorite 
convention  sites.  The  session  offers  an 
impressive  list  of  continuing  medical 
educational  opportunities,  most  of 
which  qualify  for  Category  1 credit  to- 
ward the  Physician's  Recognition  Award 
of  the  American  Medical  Association. 

The  city  offers  an  equally  impressive  list 
of  opportunities  for  fun  and  relaxation. 
This  article  highlights  the  best  of  both. 


There’s  good  news  and  . . . more 

good  news.  First,  Texas  Medical  As- 
sociation’s 121st  Annual  Session 
I promises  to  deliver  both  high-powered 
■ continuing  education  programs  and 
winning  social  events.  Second,  it  all 
: takes  place  in  the  state’s  fiesta  capital — 
San  Antonio. 

Education  galore 

...  almost  300  hours  of  it  presented  in  a 
variety  of  effective  formats.  Dialogues, 
unstructured  programs  of  questions  and 
answers,  present  the  latest  developments 
I on  an  array  of  scientific  topics.  Research- 
ers and  clinicians  will  report  highlights  of 
their  work  in  the  two-day  forum  of  origi- 
nal research.  And,  symposia,  specialty 
society  meetings,  and  scientific  sections 
will  bring  registrants  up-to-date  on  scien- 
tific, socioeconomic,  legislative,  and  legal 
topics.  Experts  from  throughout  Texas 
and  the  United  States  comprise  the 
distinguished  faculty. 

Their  topics  include:  decision  making 
in  the  very  old,  urine  drug  screening  in 
industry,  herpes  simplex  keratitis,  pros 
and  cons  of  liposuction,  ethical  market- 
ing, sudden  death  and  other  cardiac 
problems  in  school  athletes,  informed 
consent  for  blood  transfusion,  health  nut 
syndrome — exercise-induced  oscillopsia, 
and  “mycology  and  yours.’’  Several  pro- 
grams address  an  assortment  of  issues 
related  to  acquired  immune  deficiency 
syndrome  (AIDS)  and  human  immuno- 
deficiency virus  (HfV). 

And  more 

The  TMA  House  of  Delegates  will  meet 
in  conjunction  with  the  annual  session, 
as  will  committees,  councils,  boards,  and 
sections.  TMA  members  may  express 
their  views  on  issues  before  the  house 


during  reference  committee  meetings 
in  the  San  Antonio  Ca)nvention  Center 
Thursday,  May  12,  beginning  at  10  am. 

Delegates  also  will  elect  the  associa- 
tion’s officers  for  1988-1989,  and  Val  F. 
Borum,  MD,  Fort  Worth,  will  be  installed 
as  TMA  president. 

And  if  that’s  not  enough  . . . 

Former  Texas  Legislator  Sarah  R.  Wed- 
dington  will  address  the  Friday,  May  1 3, 
general  meeting  luncheon.  Ms  Wedding- 
ton  served  President  Jimmy  Carter  as  a 
special  assistant  for  women’s  and  minor- 
ity affairs.  Syndicated  columnist  Jack  An- 
derson, a Pulitzer  Prize-winning  author 
and  editorial  writer,  will  reveal  “The 
News  Behind  the  Headlines”  during  a 
luncheon  presentation  Saturday,  May  1 4. 

A number  of  social  gatherings  trim  the 
annual  session  schedule.  Getting  things 
off  on  the  right  foot  is  an  early  bird  caba- 
ret party  Thursday,  May  12,  5:30  to  6:30 
pm  in  the  River  Court  of  the  San  Antonio 
Convention  Center.  The  social  highlight 
of  the  session  is  “Fiesta  Friday,”  an  eve- 
ning of  food,  fun,  and  music  in  the  Con- 


vention Center’s  North  Banquet  Hall, 
Friday,  May  13 

The  social  agenda  also  includes  gather- 
ings sponsored  by  the  TMA  Fifty'  Year 
Club,  the  Oenological  Society,  and  medi- 
cal school  alumni  organizations.  Also 
scheduled  are  tennis  and  golf  tourna- 
ments and  a five-kilometer  fun  run. 

And  the  setting  is  tip-top 

ITiis  year’s  annual  session  activities  take 
place  in  one  of  Texas’  most  charming  lo- 
cales— San  Antonio.  The  city’s  Mexican 
heritage  is  ever  present.  Romance  and 
history'  are  in  the  air.  At  the  same  time, 
urban  bustle  reminds  visitors  of  San 
Antonio’s  place  as  the  nation’s  ninth 
largest  city. 

Some  of  the  city’s  most  attractive  and 
hospitable  hotels  will  serve  as  headquar- 
ters for  the  annual  session:  the  San  An- 
tonio Marriott  Riverwalk  (business  ses- 
sions), Hilton  Palacio  del  Rio  (program 
participants/general  housing/meetings ), 
and  the  Four  Seasons,  The  Crockett,  St 
Anthony  Inter  Continental  Hotel,  La 
Quinta — Convention  Center,  The  Emily 


The  river  court  area  of  the  San  Antonio  Convention  Center. 
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Morgan,  and  The  Fairmount  (general 
housing). 

Nearby  are  famous  San  Antonio  land- 
marks. The  Alamo,  an  18th  century  mis- 
sion, marks  the  site  of  the  state’s  heroic 
battle  against  Mexican  General  Santa 
Anna’s  army.  The  Institute  of  Texan  Cul- 
tures museum  salutes  26  different  ethnic 
groups  that  have  contributed  to  the 
state’s  development.  The  King  William 
Historic  Area  is  a collection  of  beautifully 
restored  Victorian  homes,  including  the 
Steves  Homestead,  which  is  open  to  the 
public.  La  Villita,  the  “little  town,”  is 
home  to  unique  shops  and  restaurants, 
as  is  El  Mercado,  which  is  patterned 
after  an  authentic  Mexican  market. 

The  pride  of  the  city  is  the  Paseo  del 
Rio,  which  winds  through  the  downtown 
area.  Open-air  barges  and  self-powered 
paddle  boats  taxi  visitors  along  the  river, 
which  winds  through  the  downtown 
area.  Subtropical  foliage,  restaurants, 
shops,  and  nightclubs  line  the  2 1 -block 
riverwalk,  a peaceful  respite  one  level 
below  busy  city  streets. 

Outside  of  the  downtown  area  are  a 


number  of  other  museums,  parks,  gar- 
dens, and  landmarks.  Among  these  are 
the  343-acre  Brackenridge  Park;  the 
Witte  Museum;  and  the  San  Antonio  Zoo, 
which  houses  more  than  3,000  speci- 
mens. Information  on  area  attractions 
will  be  available  at  the  registration  area 
in  the  San  Antonio  Convention  Center. 

Bill  of  fare 

San  Antonio  offers  a selection  of  restau- 
rants befitting  a cosmopolitan  center, 
with  choices  ranging  from  ritzy  to  laid- 
back.  Complete  information  will  be  avail- 
able in  the  registration  area.  Meanwhile, 
members  of  the  Committee  on  General 
Arrangements,  all  residents  of  the  city, 
offer  their  suggestions  for  tasty  dining. 

Mi  Tierra  Cafe  and  Bakery,  218  Pro- 
duce Row,  in  El  Mercado,  featuring  Mexi- 
can food  in  a casual  atmosphere,  was  a 
unanimous  choice  of  the  six  committee 
members  who  participated  in  an  informal 
poll.  Other  recommendations  for  Mexi- 
can food  in  the  downtown  area  include 
La  Margarita  Mexican  Restaurant  and 
Oyster  Bar  at  1 20  Produce  Row,  La 


San  Antonio's  delightful  Paseo  del  Rio. 


Fonda  on  Main  Street,  and  the  Cadillac 
Bar  Restaurant  at  2 1 2 S Flores.  Commit- 
tee member  Fred  Buckwold,  MD,  notes 
the  Cadillac  Bar  has  “great  Mexican  food, 
great  American  food,  great  fish,  you  name 
it.”  For  those  willing  to  drive  or  invest 
in  a taxi,  Ernesto’s  and  La  Fogata  were 
recommended.  Robert  W.  Griffin,  MD, 
opines  that  San  Antonio  has  “the  best 
Mexican  food  in  the  world.” 

Several  committee  members  suggested 
French  and  continental  cuisine.  In  the 
downtown  area  Dr  Buckwold  recom- 
mends the  Anaqua  Dining  Room  at  the 
Four  Seasons  Hotel  and  the  Fairmount 
(Hotel)  Restaurant.  Near  downtown,  at 
206  E Locust,  is  La  Provence.  His  favorite 
is  L’etoile,  which  is  a taxi  ride  away  at 
6 106  Broadway,  but  “the  best  in  town.” 
Phillip  W.  Voltz,  MD,  lists  La  Louisiane 
of  San  Antonio,  2632  Broadway,  as  his  fa- 
vorite restaurant  in  this  category.  He  rec- 
ommends the  snapper  there.  Several 
physicians  also  mentioned  Chez  Ardid 
Restaurant,  1919  San  Pedro. 

Italian  food  also  is  popular  in  San  An- 
tonio, and  one  of  the  most  popular  places 


The  750-feet  tall  Tower  of  the  Americas,  featuring 
several  observation  levels  and  a popular  revolving 
restaurant 
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to  get  it  is  Paesano’s,  1715  McCullough, 
near  downtown.  “It’s  been  trendy  and  in 
for  probably  ten  years,”  Dr  Buckwold  ob- 
serves. For  the  adventurous,  1^  Scala  and 
Alfredo’s  are  worth  the  drive,  according 
to  Bernard  T.  Fein,  MD.  Closer  to  the 
convention  center,  the  Olive  Garden  in 
the  recently  opened  River  Center  is 
recommended. 

Adding  to  the  variety  of  dining  choices 
near  the  Convention  Center  are  Schilo’s 
Delicatessen,  424  E Commerce,  featuring 
German  dishes  and  known  for  its  pea 
soup,  and  the  Bayous  Riverside,  5 1 7 N 
Presa,  for  seafood  with  a Cajun  flavor. 
Outside  the  downtown  area,  the  Barn 
Door  Restaurant,  8400  N New  Braunfels, 
specializes  in  Texas-size  steaks. 

Dr  Buckwold  suggests  that  diners  end 
their  meals  with  coffee  and  “the  best 
cheesecake  in  town”  at  the  Kangaroo 
Court  on  the  riverwalk. 

As  for  night  life,  Judith  L.  Harris,  MD, 
points  out,  “You  can  walk  up  and  down 
the  riverwalk  and  find  just  about  any- 
thing.” She  recommends  The  Landing, 
123  Losoya  in  the  Hyatt  Regency,  for 


Dixieland  jazz,  and  Dick’s  Last  Resort  for 
a “funky  . . . kind  of  wild  atmosphere.” 
Both  she  and  Dr  Buckwold  recommend 
the  restaurants  and  clubs  along  St  Mary’s, 
south  of  Trinity  University,  for  a fun 
evening. 

Casual  dress  is  appropriate  for  most  of 
the  establishments  along  the  riverwalk. 

'What  are  you  waiting  for? 

In  addition  to  the  lure  of  top  notch 
professional  opportunities  in  a jubilant 
setting,  annual  session  has  the  added  at- 
traction of  no  registration  fee  for  mem- 
bers. A registration  form  appears  in  this 
issue  of  Texas  Medicine  in  the  ad  insert 
following  page  62.  Mail  it  in  today! 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 
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The  Alamo,  founded  in  1718  and  the  scene  of  one  of 
the  most  heroic  battles  in  the  nation's  history. 
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Clinical  Abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library’  each  month. 


Electrical  devices  for  treatment  of  arrhythmias.  John  D. 
Fisher,  MD,  Soo  G.  Kim,  MD,  and  Anthony  D.  Mercando,  MD. 
(Technical  Publishing),  A wertcan  Journal  of  Cardiology,  vol 
6l,  no  2,  Jan  15,  1988,  pp  45A— 57A. 

Electrical  devices  can  be  used  for  preventing  and  terminating 
tachycardia  and  for  achieving  hemodynamic  improvement  dur- 
ing a continuing  tachycardia.  Conventional  approaches  to 
tachycardia  prevention  include  pacing  at  physiologic  rates  to 
prevent  bradycardia-related  tachycardia  or  tachycardias  associ- 
ated with  prolonged  QT-interval  syndromes.  More  exotic  tech- 
niques, such  as  those  involving  stimulation  during  the  refrac- 
tory period,  are  undergoing  investigation.  Some  tachycardias 
cannot  be  easily  terminated  or  recur  incessantly.  Hemo- 
dynamics can  be  improved  by  pacing  methods  that  result  in  a 
narrower  QRS  complex  by  coupled  pacing  and,  in -supra- 
ventricular tachycardias,  by  pacing  rapidly  enough  to  create 
atrioventricular  block.  Most  clinical  tachycardias  are  caused  by 
reentry.  Careful  analysis  of  the  timing  of  individual  stimuli  that 
successfully  terminate  tachycardias  indicate  that  critical  rela- 
tions exist  in  the  conduction  velocity,  refractoriness  and  physi- 
cal properties  and  dimensions  of  the  reentry  circuit  and  the 
remaining  myocardium.  Elucidating  these  relations  has  permit- 
ted inferences  into  the  mechanisms  by  which  pacing  termi- 
nates or  accelerates  tachycardias.  A vast  number  of  pacing 
patterns  have  evolved  for  use  in  tachycardia  termination.  None 
of  these  appear  to  be  foolproof  There  is  widespread  and  justi- 
fied concern  about  the  risk  of  acceleration  of  tachycardia  when 
antitachycardia  pacing  is  used  in  the  ventricle.  Experience  in- 
dicates that  only  a few  patients  are  suitable  for  termination  of 
ventricular  tachycardia  by  pacing,  but  these  carefully  selected 
patients  may  do  well.  Both  the  results  and  the  potential  for 
widespread  use  may  be  better  with  pacing  for  termination  of 
supraventricular  tachycardia.  Life-threatening  tachycardias  or 
fibrillation  can  be  terminated  by  direct-current  countershock. 
Although  many  technical  problems  remain,  implantable 
cardioverter-defibrillators,  possibly  combined  with  anti- 
tachycardia pacemakers,  will  play  an  increasing  role  in  the 
management  of  serious  arrhythmias. 

Chronic  mononucleosis — it  almost  never  happens. 

Edwin  J.  Jacobson,  MD.  (Mc-Graw  Hill),  Postgraduate  Medi- 
cine, vol  83,  no  1,  January  1988,  pp  56,  61-62,  65. 

The  majority  of  US  residents  have  been  exposed  to  Epstein- 
Barr  virus  ( EBV ) and  probably  have  antibodies  directed  against 
EBV  antigens.  The  author  argues  that  neither  this  serologic 
finding  nor  the  vague  and  various  symptoms  described  by  pa- 
tients are  adequate  to  support  the  diagnosis  of  chronic  mono- 
nucleosis. He  emphasizes  the  lack  of  evidence  for  assigning  a 
viral  cause  to  this  illness  and  suggests  considering  a psycho- 
biologic disorder. 


Chronic  mononucleosis — a legitimate  diagnosis.  Martin 
Tobi,  MB,  CHB,  and  Stephen  E.  Straus,  MD.  (McGraw-Hill), 
Postgraduate  Medicine,  vol  83,  no  1,  January  1988,  pp  69—12, 
74-76,  78. 

The  patient  who  has  persistent  or  recurrent  fatigue,  sometimes 
with  additional  subjective  and  variable  symptoms,  is  a frustrat- 
ing problem  for  the  primary  care  physician.  Physical  and  labo- 
ratory findings  are  often  unhelpful.  The  authors  discuss  how 
serologic  studies  are  used  to  indicate,  by  a process  of  exclu- 
sion, chronic  Epstein-Barr  virus  infection  or  another  disorder. 
They  emphasize  the  importance  of  ruling  out  other  underlying 
causes  for  chronic  ill  health  in  these  patients. 

Role  of  temperature  in  regulation  of  spermatogenesis 
and  the  use  of  heating  as  a method  for  contraception. 

Fouad  R.  Kandeel,  MD,  PhD,  and  Ronald  S.  Swerdloff,  MD. 
(American  Fertility  Society),  Fertility  and  Sterility,  vol  49, 
no  1,  January  1988,  pp  1 — 23. 

Successful  population  control  is  largely  dependent  on  the 
availability  of  a variety  of  safe  and  effective  methods  of  con- 
traception that  suit  the  special  needs  of  different  couples. 
Naturally,  some  of  these  methods  must  be  employed  by  the 
male  partner.  Currently,  surgical  ligation  of  the  vas  deferens  is 
the  only  efficacious  male  contraceptive  method.  The  high 
financial  cost,  surgical  risk  involved,  and  relatively  high  inci- 
dence of  permanent  infertility  are  some  of  the  inherent  disad- 
vantages of  this  method,  hence  its  limited  use.  The  search  for  a 
self-applied,  reliable,  and  reversible  method  has  been  inten- 
sified in  recent  years.  One  area  that  intermittently  has  attracted 
the  investigator’s  attention  over  almost  a century  is  the  vulner- 
able nature  of  spermatogenesis  to  thermal  insult.  The  aim  of 
this  article  is  to  review  available  information  of  the  effect  of 
rising  temperature  and  other  associated  phenomena  on  sper- 
matogenesis in  order  to  help  identify  areas  that  warrant  further 
investigation.  Thus,  safety,  efficacy,  and  applicability  of  thermal 
manipulation  of  spermatogenesis  as  a method  of  male  con- 
traception could  either  be  established  or  refuted. 

Neuromechanisms  of  asthma.  Thomas  B.  Casale,  MD. 
(American  College  of  Allergists),  Annals  of  Allergy,  vol  59,  De- 
cember 1987,  pp  391-398. 

Abnormally  increased  responsiveness  of  the  trachea  and  bron- 
chi to  various  physical,  chemical,  and  pharmacologic  stimuli  is 
a characteristic  feature  of  asthma.  The  exact  mechanisms  un- 
derlying bronchial  hyperresponsiveness  are,  however,  still  not 
known.  It  is  likely  that  a variety  of  factors  are  involved  includ- 
ing base  line  airway  geometry,  autonomic  nervous  control  of 
the  smooth  muscle  cell,  the  smooth  muscle  ceil  itself,  bron- 
chial mucosal  permeability,  and  epithelial  damage  and  inflam- 
mation. The  purpose  of  this  paper  is  to  discuss  what  is  known 
about  neurogenic  control  of  airway  tone  and  to  speculate 
about  the  possible  pathophysiologic  role  of  the  nervous  system 
in  asthma. 
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Credentialling  the  new 
applicant — practical  advice 

Techniques  for  evaluating  the  qualifications  of  physician 
applicants  for  hospital  medical  staff  membership  and  privi- 
leges— "credentialling" — continues  to  evolve.  Today,  state 
hospital  licensure  laws,  foint  Commission  on  Accreditation 
of  Healthcare  Organizations  (JCAHO)  standards,  and  lia- 
bility risks  for  hospitals  and  physicians  compel  the  "fine 
tuning"  of  hospital  medical  staff  credentialling  procedures. 
In  this  article,  Cindy  A Orsund,  Certified  Medical  Staff  Co- 
ordinator ( CMSC),  and  Donald  P.  "Rocky"  Wilcox  describe 
practical  methods  to  aid  in  credentialling.  Ms  Orsund  is  di- 
rector of  medical  services,  quality  assurance/ risk  manage- 
ment, Trinity’  Medical  Center,  Carrollton,  Tex,  and  Mr  Wilcox 
is  general  counsel,  Texas  Medical  Association,  Austin. 

Generally,  a hospital  governing  body,  under  its  authority  to 
adopt  reasonable  rules  and  regulations  for  its  governance  and 
operation,  prescribes  the  qualifications  physicians  must  have  to 
practice  within  its  walls  ( 1 ).  The  qualifications  are  recorded  in 
the  medical  staff  bylaws  that  are  adopted  by  the  medical  staff 
and  approved  by  the  governing  body.  Thus,  the  organized 
medical  staff  is  directly  involved  in  the  evaluation  of  new  ap- 
plicants ( 2 ).  The  privileges  recommended  by  the  medical  staff 
to  the  governing  body  reflect  the  medical  staffs  peer  review 
evaluation  of  the  physician’s  credentials  and  of  the  hospital’s 
ability  to  support  the  privileges  requested.  The  medical  staffs 
evaluation  of  a new  applicant  is  problematic  because  demon- 
strated competence  cannot  be  directly  observed.  Paper  creden- 
tials and  telephone  conversations  may  be  all  that  are  available. 
Hence,  designing  a system  to  obtain  reliable,  comprehensive 
information  about  an  applicant  is  critical.  Some  techniques 
proven  to  be  helpful  follow. 

Verifying  credentials 

Hospital  staff  members  who  process  applications  should  take 
care  to  independently  verify  all  the  information  a candidate 
provides.  The  applicant’s  medical  education  and  training  pro- 
grams can  be  verified  with  well-worded  form  letters  that  elicit 
specific  information  from  the  respondent  ( Fig  1 ).  Peer  refer- 
ences who  have  direct  knowledge  of  the  applicant’s  qualifica- 
tions should  be  contacted,  as  should  all  hospitals  or  clinics 
with  which  the  applicant  has  been  or  is  affiliated.  All  time  peri- 
ods should  be  accounted  for  from  the  time  of  the  applicant’s 
graduation  from  medical  school  to  date,  including  any  time 
spent  away  from  training  programs  or  private  practice. 

Licensure  boards  in  every'  state  in  which  the  applicant  holds 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


a license  should  be  contacted  to  detect  any  previous  problems 
or  irregularities.  The  Texas  State  Board  of  Medical  Examiners  is 
authorized  to  share  with  hospital  medical  staffs  information  on 
complaints  filed,  as  well  as  the  status  of  any  current  investiga- 
tions (4).  Also,  confidential  peer  review  information  can  be 
provided  to  peer  review  committees  of  other  hospital  medical 
staffs  without  risking  waiver  of  the  statutory  peer  review  dis- 
covery protections  that  prohibit  the  subpoena  of  the  informa- 
tion ( 5 ).  The  applicant’s  professional  liability  insurance  carrier 
also  should  be  contacted  to  verify  insurance  coverage  (if  re- 
quired), as  well  as  the  applicant’s  claims  history  (regardless  of 
insurance  requirements).  This  information  should  include  any 
claims  settled  out  of  court.  Of  course,  third  parties  may  re- 
quire the  applicant  to  provide  written  authorization  consent- 
ing to  the  release  of  relevant  information.  (Some  carriers  will 
refuse  to  provide  information  due  to  agreed  upon  settlements 
sealing  the  file  or  other  business  reasons. ) 

Clinical  privileges  requested  must  be  compared  carefully  to 
the  applicant’s  documented  training  and  experience.  A copy  of 
the  privilege  request  form  can  be  sent  along  with  reference 
letters  to  the  training  program  director  or  hospital(s)  in  which 
the  applicant  has  most  recently  practiced,  with  a specific  ques- 
tion about  the  experience  of  the  physician  in  performing  all 
the  privileges  requested.  Because  practitioners  sometimes  re- 
quest privileges  for  which  they  may  not  be  fully  qualified,  the 
credentials  committee  should  resolve  all  questions  about 
clinical  privileges  with  the  applicant. 

Red  flags 

There  are  several  areas  to  which  the  medical  staff  and  medical 
staff  coordinator  should  be  alert  when  processing  applications. 
These  flags  are  not  necessarily  problems,  but  the  medical  staff 
should  use  them  to  focus  on  potential  problems. 

HIGH  MOBILIIA' 

The  physician  who  has  moved  from  city  to  city  or  state  to  state 
may  he  forced  to  do  so  in  an  attempt  to  cover  a professional 
problem.  ITiis  applicant’s  activities  warrant  close  inspection. 

DISCIPLINARY  ACTION 

A physician  who  has  been  placed  under  corrective  action  or 
disciplined  by  a licensure  board,  hospital  medical  staff,  pro- 
fessional society,  or  professional  review  organization  (PRO) 
should  provide  the  medical  staff  information  demonstrating 
that  the  problem  precipitating  the  action  has  been  corrected. 
For  example,  a physician  previously  impaired  by  alcohol  or 
drugs  may  be  rehabilitated  and  return  to  practice.  Documenta- 
tion of  recovery'  and  ongoing  compliance  with  monitoring  or 
screening  mechanisms  to  verify  recovery  would  provide  evi- 
dence that  the  problem  has  been  corrected.  Ignoring  the  value 
of  documented  recovery  or  correction  of  prior  problems  only 
causes  attempts  to  hide  disabilities,  thus  delaying  treatment 
and  recovery.  The  risk  of  harm  to  patients  treated  by  a disabled 
practitioner  increases  unless  the  credentialling  process  recog- 
nizes rehabilitation.  Thus,  written  protocols  such  as  the  TMA 
Committee  on  Physician  Health  and  Rehabilitation’s  guidelines 
for  hospital  medical  staffs  concerning  impairment  should  be 
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formulated  and  adopted  to  foster  early  detection  and  treat- 
ment of  problems  potentially  affecting  medical  practice  (6). 

LIABILITY  SUITS 

Although  professional  liability  claims  do  not  automatically  indi- 
cate a problem,  thorough  investigation  should  be  conducted  to 
assure  the  medical  staff  that  substandard  practice  patterns  are 
not  the  cause. 

VAGUE  REFERENCES/OMISSIONS 

When  verifying  letters  contain  vague  references  to  problems 
or  omit  requested  information,  additional  checking  should  be 
undertaken.  Sometimes  references  are  reluctant  to  put  nega- 
tive information  in  writing.  In  these  cases,  telephone  calls  may 
clarify  suspect  omissions  from  reference  letters  or  language 
that  leads  the  reader  to  believe  there  may  be  a problem.  Ad- 


ditional references  to  contact  can  be  identified  through  tele- 
phone calls  to  previous  associates  or  hospitals.  The  credentials 
committee  should  gather  information  to  the  degree  that  there 
is  no  longer  any  discomfort  in  recommending  an  applicant 
for  privileges. 

FEDERAL  CLEARING  HOUSE 

When  mandatory  reporting  of  disciplinary  action  and  profes- 
sional liability  claims  to  a federal  clearing  house  is  established 
in  compliance  with  the  Health  Care  Quality  Improvement  Act 
of  1 986  ( 3 ),  it  should  be  easier  for  medical  staffs  to  track  pro- 
fessional problems.  (At  the  time  of  this  writing,  the  federal 
clearing  house  had  not  been  funded. ) The  act  requires  hospi- 
tals to  request  information  on  new  applicants  and  on  current 
members  at  designated  times.  A hospital  that  does  not  request 
information  from  the  federal  clearing  house  (once  it  is  es- 


1.  One  of  several  forms  included  in  Education  Council,  National  Association  of  Medical  Staff  Services:  Principles  of  Medical  Staff  Services,  1987,  pp  61-62. 
Reproduced  with  permission  of  author. 


Date 


IV  EVALUATION 


Address  to  Chairman  of  Clinical  Department 


This  evaluation  should  be  based  on  demonstrated  performance  compared  to  that  reasonably  expected 
of  a practitioner  at  his  level  of  training,  expenence  and  background 


Dear: 


The  physician  named  below  has  made  application  for  appointment  to  the  staff  of  this  hospital  Please 
complete  and  return  all  sections  of  this  form  and  provide  any  additional  information  that  would  assist 
in  evaluating  this  physician’s  qualificaiions  for  privileges  This  information  will  be  held  m stnet  con- 
fidence by  the  credentials  committee,  and  we  would  appreciate  your  complete  candor  in  responding 
to  this  inquiry.  If  additional  space  is  needed,  please  use  Item  VII  or  a separate  sheet  Thank  You 

Sincerely, 


Medical  Staff  Coordinator 


I VERIFICATION: 

was  at 

(name  of  institution) 

from  to 

Dunng  that  time  he  was  

(List  status  in  the  institution) 

II  CORRECTIVE  ACTION: 

I  During  the  time  noted  in  Item  I.  was  this  practitioner  ever  subject  to  any  disciplinary  action,  such  as 
admonition,  reprimand,  suspension  or  termination? 

Yes No 

I If  the  answer  is  yes.  please  give  details  in  Item  VII  or  on  a separate  sheet 

Hi.  Is  the  applicant  qualified  by  training  and  experience  to  be 
approv^  for  the  pnvileges  requested'^  (see  attached  copy) 

Yes  No  Exceptions  


No 

Poor  Fair  Good  Superior  Knowledge 


Basic  Medical  Knowledge 


Professional  Judgment 


Sense  of  Responsibility 


Ethical  Conduct 


Competence  and  Skill 

Cooperativeness.  Ability 
to  Work  with  Others 


Record  Keeping 


Patient  Management 

Physic  lan-Patient 
Relationship 

Ability  to  Understand 
and  Speak  English 

V RECOMMENDATIONS 

1 Recommend  highly  without  reservation 

2 Recommend  as  qualified  and  competent 

3 Recommend  with  some  reservation 

4 Do  not  recommend 

VI  REPORT  IS  BASED  ON 

1 Close  personal  observation 

2 General  impression 

3 A composite  of  evaluation  by  supervisors 

4 Other 

VII  COMMENTS  (notable  strengths  and  weaknesses  or  explanation  of  above  answers) 


Date 


Signature 
Title  


Volume  84  April  1988 


tablished ) is  presumed  to  have  knowledge  of  information 
reported,  thus,  compromising  its  defense  of  a claim  that  privi- 
leges were  negligently  granted.  Hospitals  must  request  infor- 
mation at  the  time  the  application  for  privileges  is  received 
and,  for  current  members,  every  two  years  thereafter.  In  the 
interim,  those  responsible  for  credentialling  should  closely 
scrutinize  these  red  flag  areas. 

The  clinical  interview 

Another  important  part  of  the  credentialling  procedure  is  the 
clinical  interview  a medical  staff  leader  or  committee  conducts 
with  the  applicant.  The  personal  interview  provides  an  op- 
portunity to  review  with  the  applicant  vague  references  to 
previous  problems,  professional  liability  claims,  or  questions 
concerning  clinical  privileges  requested.  It  also  provides  the 
opportunity  to  assess  the  character  of  the  applicant  and  gather 
insight  into  his  or  her  qualifications  on  a face-to-face  basis.  Ad- 
ditionally, the  interview  presents  the  opportunity  to  review 
with  the  applicant  his  or  her  obligations  once  appointed  to  the 
medical  staff  and  to  clear  up  any  misinterpretations  on  the  part 
of  either  the  applicant  or  the  hospital. 

Temporary  privileges 

Prematurely  granting  temporary  privileges  to  an  applicant 
while  the  application  is  being  processed  is  risky.  To  protect  pa- 
tients treated  at  the  hospital  from  the  occasional  incompetent 
or  unqualified  practitioner,  temporary  privileges  should  not  be 
granted  until  all  references  have  been  checked  and  all  required 
documentation  received.  Approval  of  temporary'  privileges  also 
should  require  input  from  medical  staff  leadership. 

Proctoring  the  new  appointee 

There  is  no  substitute  for  first-hand  observation.  Actual  on-site 
review  of  the  newly  appointed  staff  member’s  work  takes  up 
where  written  references  stop.  Qualified  staff  members  should 
monitor  invasive  procedures  until  demonstrated  competence 
is  observed.  Concurrent  chart  review  of  treatment  plans  and 
use  of  diagnostic  modalities  are  advisable  for  the  noninvasive 
practitioner.  Unfortunately,  not  all  applicants  are  as  good  as 
they  look  on  paper,  and  detecting  these  problems  early  on  can 
save  the  hospital  and  its  medical  staff  much  grief  at  a later  date. 

Objective  credentialling  needed 

An  objective  credentialling  procedure  that  is  equally  applied 
to  each  medical  staff  applicant  should  be  in  place  in  every 
Texas  hospital.  Such  a procedure,  coupled  with  procedural  due 
process  (7),  will  assure  a fair  and  orderly  credentialling  pro- 
cess. A qualified  medical  staff  coordinator  who  is  expert  at  this 
process  also  should  be  employed  by  the  hospital  to  assist  the 
medical  staff  in  this  important  duty.  A hospital  medical  staff  has 
a great  deal  of  discretion  in  recommending  appointments  and 
privileges  to  the  governing  body.  It  can  avoid  needless  lawsuits 
by  carefully  exercising  its  authority'  to  properly  screen  medical 
staff  applicants  ( 8 ). 

Goals  within  reach 

The  credentialling  objectives  of  hospital  governing  bodies 
and  medical  staffs  should  be  identical:  to  fairly  and  accurately 


evaluate  all  individuals  applying  for  clinical  privileges  so  that 
qualified  physicians  can  provide  medical  services  to  their  pa- 
tients and  fully  utilize  their  training  and  experience  to  the 
benefit  of  their  patients.  By  carefully  obtaining  and  assessing 
the  information  gathered  on  an  applicant,  these  objectives 
can  be  attained. 

CINDY  A.  ORSUND,  CMSC 

Director,  Medical  Staff  Services,  Quality  Assurance/Risk  Management,  Trinity 
Medical  Center,  Carrollton,  TX. 

DONALD  P.  “ROCKY’’  WILCOX,  JD 

TMA  General  Counsel 
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OVERSEAS 

OPPORTUNITIES 


New  Private  Hospitals  in  Riyadh  and  Jeddah,  Saudi  Arabia 
are  recruiting  physicians  & administrators  for  1-2  year  and 
three  month  appointments. 

Positions  available  Include: 

General  Internist 
Pediatrics 
General  Surgery 
Obstetrics/ 

Gynecology 
Anesthesiology 
Cardiology 
Dermatology 
Endochrinology 
Neurology 
Neurosurgery 

Excellent  compensation  and  benefits  including  free  housing, 
school  tuition  for  children  and  major  tax  savings  for  one  year 
and  over.  Minimum  of  three  years  professional  experience 
required. 

Send  resume  or  call: 

Roger  Bennett  or  Peter  House 
701  Dexter  N.  #306 
Seattle,  WA  98109 
206-286-1334 


Ophthalmology 

Orthopedics 

Psychiatry 

Urology 

Medical  Director 
Physiatry 
Hospital  Director 
Director  of 
Nursing 
Orthodenture 


"Look  To  Us  First  For  A Career" 

The  Texas  Department  of  Corrections  is  seeking 
full  time  Physicians  to  work  in  our  progressive 
Correctional  Health  Care  Program.  TDC  operates 
twenty-eight  (28)  adult  correctional  units  accredited 
by  the  National  Commission  on  Correctional 
Health  Care. 

Unit  Physicians $90,000 

Psychiatrist $90,000 

(Board  Certified) 

Candidates  must  hold  a current  license  to  prac- 
tice medicine  in  The  State  of  Texas.  Base  salary 
depends  on  credentials,  experience,  and  specialty. 
Excellent  benefit  package  that  includes  housing 
allowance  and  incentive  bonus.  If  you  are  interested 
in  joining  a challenging,  expanding  and  rewarding 
medical  staff,  please  send  curriculum  vitae  to: 
Texas  Department  of  Corrections 
P.O.  Box  99  Medical  Personnel 
Huntsville,  Texas  77342-0099 
(409)  294-2755 

Equal  Opportunity  Employer 
All  gender  restrictions  have  been  eliminated. 


TDC 


Texas  Department 
Of  Correetioiis 


YOCON* 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  Is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage, 
indications:  Yocon  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy  Neither  Is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  It  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.''  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally, 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.''  ■3  '*  1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 
bottles  of  100  s NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


lUPUS  FACTS 

FOR  YOUR  PATIENTS 


Lupus  is  the  subject  t>f  a new 
Arthritis  Foundation  educational 
campaign. 

The  campaijiii  theme  is: 

“WHO’S  AFRAID  OF  THE 
BIG,  BAD  LUPUS?. . .YOU 
ARE  W HEN  YOU  KNOW' 
WHAT  IT  MEANS.”  Usin^va 

wolf  as  an  attention  getter,  we  w ill 
seek  to  inform  the  public  about 
the  LUPUS  problem  in  the  U.S., 
and  the  help  that  is  available. 

Our  literature  w ill  provide  the 
warning  si”ns  fnr  the  disease  and 
our  consumer  ads  and  broadcast 
materials  w ill  stress  early  diag- 
nosis and  proper  medication  and 
therapy,  as  the  only  defense. 

We  ur^e  your  participatii>n  in 
this  effort.  Our  new  fact-filled 
lupus  brochure,  written  for  the 
layman,  covers  such  subjects  as 
w hat  is  lupus,  the  diagnosis  of 
lupus,  w In>  ”ets  lupus,  the  pattern 
of  lupus,  si<i;ns  and  symptoms, 
a management/  treatment 
program  and  prevention  guide- 
lines. Simply  order  the  desired 
quantities  from  ^our  Uical 
Arthritis  Foundatitai  Chapter 
office,  or  w rite  “Lupus,” 

Arthritis  Foundation,  HOO 
Peachtree  Road,  NE,  Atlanta, 
Get>r”ia 

W'ith  your  help,  the  impact 
of  this  lupus  educational 
campai”n  w ill  he  just  w hat 
the  doctor  ordere  d. 


A 
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deaths 


B.  Drewinko 

Benjamin  Drewinko,  MD,  a Houston  clinical  pathologist,  died 
Dec  14,  1987.  He  was  47. 

A native  of  Buenos  Aires,  Argentina,  Dr  Drewinko  received 
his  medical  degree  from  Buenos  Aires  University  in  1961.  He 
served  his  internship  at  Mount  Sinai  Hospital  in  Chicago  and 
his  residency  at  Mount  Sinai  Hospital  in  New  York  and  The 
University  of  Texas  M.D.  Anderson  Hospital  and  Tumor  Insti- 
tute in  Houston.  He  was  in  the  US  Army  from  1965  to  1967 
and  began  his  practice  of  pathology  at  M.D.  Anderson  in  1970. 

Dr  Drewinko  is  survived  by  his  son,  Henry  David  Drewinko; 
daughters,  Andrea  Patricia  Drewinko,  Alesandra  Judith  Dre- 
winko, and  Marla  Gabriela  Drewinko,  all  of  Houston;  mother, 
Aida  Drewinko;  and  sister,  Clara  Drewinko,  both  of  Buenos 
Aires,  Argentina. 

J.W.  Griffin 

John  W.  Griffin,  MD,  a Corsicana  pediatrician,  died  Dec  31, 
1987  at  age  63. 

Born  in  Hooks,  Tex,  Dr  Griffin  graduated  in  1950  from  Bay- 
lor University  College  of  Medicine  in  Houston.  His  internship 
was  at  Jefferson  Davis  Hospital  in  Houston;  he  served  residen- 
cies at  Children’s  Hospital  Medical  Center  in  Boston,  Jefferson 
Davis  Hospital,  and  Texas  Children’s  Hospital  in  Bellaire.  Dr 
Griffin  began  his  practice  of  medicine  in  Corsicana  in  1954. 

Surviving  family  members  include  his  wife,  Tommie  Griffin, 
Corsicana;  sons.  Dr  John  Bradley  Griffin  and  Dr  Thomas  Hall 
Griffin,  Tyler;  daughters,  Nancy  Constance  Griffin,  Fort  Worth, 
and  Jennifer  Claire  Griffin,  Dallas;  father,  Levi  Hall  Griffin;  and 
one  grandchild. 

I 

J.K.  Ross 

James  Keener  Ross,  MD,  a Dallas  physician  who  specialized  in 
occupational  medicine,  died  Dec  5,  1987.  He  was  a life  mem- 
ber of  Texas  Medical  Association. 

Dr  Ross,  76,  was  born  in  Pittsburgh.  He  graduated  in  1938 
from  Temple  University  Medical  School  in  Philadelphia  and 
served  his  internship  and  residency  at  St  Alexis  Hospital  in 
Cleveland.  Following  his  residency,  he  served  for  five  years  in 
the  US  Army  Medical  Corps.  Dr  Ross  moved  to  Dallas  in  1946. 

He  is  survived  by  his  wife,  Ann  Ross,  Dallas;  daughters.  Tali 
Alcorn,  Dallas,  and  Susan  Fliestra,  Grand  Rapids,  Mich;  sons, 
James  K.  Ross  Jr,  Scranton,  Penn,  Preston  Ross  and  Michael  D. 
Ross,  both  of  Dallas;  and  1 2 grandchildren. 

DJ.  Schwartz 

i Daniel  Jay  Schwartz,  MD,  an  Amarillo  obstetrician  and  gyne- 
cologist, died  Dec  3,  1987.  He  was  45. 

A native  of  Tampa,  Fla,  Dr  Schwartz  graduated  from  Tulane 
\ University  School  of  Medicine  in  1968.  He  interned  at  Phila- 
delphia General  Hospital  and  was  a resident  at  the  Hospital  of 
the  University  of  Pennsylvania  in  Philadelphia.  Following  two 
years  of  service  in  the  US  Navy,  and  one  year  practicing  medi- 
cine in  Lancaster,  Penn,  Dr  Schwartz  moved  to  Amarillo  in  1977. 

Surviving  famUy  members  include  his  sister,  Sandra  Turkel, 
Tampa,  Fla. 


J.T.  Smith 

James  Tinsley  Smith,  MD,  a retired  Austin  family  practitioner, 
died  Dec  6,  1987  in  Houston. 

Dr  Smith,  83,  was  born  in  Savannah,  Ga.  He  graduated  in 
1930  from  University  of  Colorado  School  of  Medicine  and 
served  an  internship  at  Colorado  General  Hospital  in  Denver. 
His  postgraduate  studies  in  tropical  medicine  were  at  the  Uni- 
versity of  London.  From  1932  to  1961,  Dr  Smith  was  a medical 
missionary  of  the  Presbyterian  Church  at  Mutoto,  Belgian 
Congo,  now  Zaire.  He  moved  to  Austin  in  1962  and  to  Hous- 
ton in  1983  after  the  death  of  his  wife,  Catherine  Minter  Smith. 

Surviving  family  members  include  his  son,  T.  Gordon  Smith, 
MD,  Bay  City,  and  two  grandchildren. 

J.B.  Stavinoha 

John  Barry  Stavinoha,  MD,  a Houston  family  practitioner,  died 
Dec  27,  1987.  He  was  45. 

Dr  Stavinoha  was  born  in  Houston.  He  received  his  medical 
degree  from  The  University  of  Texas  Medical  Branch  in  Gal- 
veston and  interned  at  John  Peter  Smith  Hospital  in  Fort 
Worth.  After  two  years  in  the  Indian  Health  Service  in  Shawnee, 
Okla,  he  returned  to  Houston  in  1970  to  begin  his  medical 
practice. 

He  is  survived  by  his  wife,  Barbara  Jo  McLeod  Stavinoha; 
sons,  John  C.  Stavinoha,  Randal  R.  Stavinoha,  and  Bradley  J. 
Stavinoha;  and  daughter,  Jill  Ann  Stavinoha,  all  of  Houston. 

J.D.  'Van  Campen 

Jack  Dennis  Van  Campen,  MD,  a Houston  internist,  died  Dec 
23,  1987,  at  age  43. 

Dr  Van  Campen  was  born  in  Ravenna,  Ohio.  He  received  his 
medical  degree  in  1 970  from  Hahnemann  Medical  College 
of  Philadelphia  and  served  his  internship  and  residency  at 
Hahnemann  Hospital.  He  began  his  medical  practice  in  Hous- 
ton in  1977. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


B.  DREWINKO 
Houston,  1940-1987 

J.  W.  GRIFFIN 
Corsicana,  1 924-  1 987 

J.  K.  ROSS 
Dallas,  1911-1987 

D.  J.  SCHWARTZ 
Amarillo,  1942-1987 


J.  T.  SMITH 
Austin,  1904-1987 

J.  B.  STAVINOHA 
Houston,  1942-1987 

J.  D.  VAN  CAMPEN 
Houston,  1 944- 1 987 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


84  

ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00 

NAME PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 


Texas  Medicine 


fiiedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
arui  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  arui  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 


In  the  TMA  Library 

Branch  WT  Jr;  Office  Practice  of  Medicine,  ed  2.  Philadelphia, 
WB  Saunders  Co,  1987. 

Braunwald  E,  Isselbacher  ig,  Petersdorf  RG,  et  al  (eds):  Har- 
rison’s Principles  of  Internal  Medicine,  ed  11,(2  vols).  New 
York,  McGraw-Hill  Book  Co,  1987. 

Breo  DL:  Extraordirmry  Care.  Chicago,  Chicago  Review  Press, 

1986. 

Cantor  NL:  Legal  Frontiers  of  Death  and  Dying.  Bloomington, 
Indiana  University  Press,  1987. 

Christie  AB:  Infectious  Diseases:  Epidemiology  and  Clinical 
Practice,  ed  4,  (2  vols).  New  York,  Churchill  Livingstone, 

1987. 

Crofton  J,  Douglas  A:  Respiratory  Diseases.  Oxford,  Blackwell 
Scientific  Publications,  1969. 

Elkin  M:  Families  under  the  Influence:  Changing  Alcoholic 
Patterns.  New  York,  WW  Norton  & Co,  1984. 

Ellenhorn  MJ,  Barceloux  DG:  Medical  Toxicology:  Diagnosis 
and  Treatment  of  Human  Poisoning.  New  York,  Elsevier  Sci- 
ence Publishing  Co  Inc,  1988. 

Glass  RH  (ed):  Office  Gynecology,  ed  3.  Baltimore,  Williams  & 
Wilkins,  1988. 

Hopkins  A (ed);  Epilepsy.  New  York,  Demos  Publications, 
1987. 

Hughes  GRV:  Connective  Tissue  Diseases,  ed  3-  Boston,  Black- 
well  Scientific  Publications,  1987. 

Illingworth  RS;  The  Normal  Child:  Some  Problems  of  the  Early 
Years  and  Their  Treatment,  ed  9.  New  York,  Churchill 
Livingstone,  1987. 

Lamberth  WC  Jr,  Doty  DB.  Peripheral  Vascular  Surgery.  Chi- 
cago, Year  Book  Medical  Publishers  Inc,  1987. 

Lichtman  DM:  The  Wrist  and  Its  Disorders.  Philadelphia,  WB 
I Saunders  Co,  1988. 


Lippman  ME,  Lichter  AS,  Danforth  DN  Jr:  Diagnosis  and  Man 
agement  of  Breast  Cancer.  Philadelphia,  WB  Saunders  Co, 

1988. 

Mattox  KL,  Moore  EE,  Feliciano  DV  (eds):  Trauma  Norwalk, 
Conn,  Appleton  & Lange,  1988. 

Michelson  L,  Ascher  LM:  Anxiety  and  Stress  Disorders: 
Cognitive-Behavioral  Assessment  and  Treatment  New  York, 
The  Guilford  Press,  1987. 

Montague  DK:  Disorders  of  Male  Sexual  Function.  Chicago, 
Year  Book  Medical  Publishers  Inc,  1988. 

Myer  CM  III,  Cotton  RT:  A Practical  Approach  to  Pediatric 
Otolaryngology.  Chicago,  Year  Book  Medical  Publishers  Inc, 
1988. 

Raffle  PAB,  Lee  WR,  McCallum  RI,  et  al  (eds):  Hunter’s  Dis- 
eases of  Occupations.  Boston,  Little  Brown  & Co,  1 987. 

Resnick  D,  Niwayama  G;  Diagnosis  of  Bone  and  Joint  Dis- 
orders, ed  2,  (6  vols).  Philadelphia,  WB  Saunders  Co,  1988. 

Rogers  MC  (ed):  Textbook  of  Pediatric  Intensive  Care,  (2 
vols  ).  Baltimore,  Williams  & Wilkins,  1987. 

Rothenberg  MA:  Advanced  Medical  Life  Support:  Adult  Medi 
cal  Emergencies.  St  Louis,  The  CV  Mosby  Co,  1 987. 

Schrier  RW,  Gottschalk  CW  ( ed ):  Diseases  of  the  Kidney,  ed  4, 
(3  vols).  Boston,  Little  Brown  & Co,  1988. 

Sinskey  RM,  Patel  JV:  Manual  of  Cataract  Surgery.  New  York, 
Churchill  Livingstone,  1987. 

Stanton  SL  (ed):  Principles  of  Gynaecological  Surgery’.  New 
York,  Springer-Verlag,  1987. 

Thorup  OA  Jr:  Leavell  and  Thorup’s  Fundamentals  of  Clinical 
Hematology,  ed  5.  Philadelphia,  WB  Saunders  C^o,  1987. 

Tingey  C:  Doum  Syndrome:  A Resource  Handbook.  Boston, 
Little  Brown  & Co,  1988. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 


713  528-1916  214  692-7011 

CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  7S230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

Pain  Management  Nerve  Blocks:  Cervical,  Thoracic  & Lumbar 
Epidural  Steroid  & Neurolytic;  Differential  Spinal  & 

Epidural;  Cervical  & Lumbar  Sympathetic,  Celiac  Plexus, 
Peripheral  Neurolytics;  Diagnostic  & Therapeutic 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
□alias,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD 
Mohs  Surgery 
Cutaneous  Oncology 
Dermatologic  Surgery 

Bayior  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dalias,  Texas  7S246;  214  827-5960 
Presbyterian  III,  8230  Walnut  Hill  Lane 
Suite  808,  Dallas,  Texas  75231 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


DIAGNOSTIC  RADIOLOGY 


COMPUTED  TOMOGRAPHY 

Temple  Independent  Scanner 

Stephen  J.  Vancura,  MD 

High  Resolution  In/Out  Patient  CT  (Head  or  Body) 
Including  Tumor  Biopsy,  Interventional  Radiology 
2027  S.  61st  St.,  Suite  116,  Temple,  Texas  76501 
817  774-9994 

Note;  24  hr.  Emergency  Services  Available 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


ENDOCRINOLOGY 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ENDOCRINE  CLINIC  OF  LUBBOCK 
Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 
Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 

2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 
Michele  D.  Reynolds,  MD 

Diplomates,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 

DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  691-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  di»ignoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 
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GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  j.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  ERGS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ROBERT  A.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blyd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicine 


NUCLEAR  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

j Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
I Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

1 Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 

OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Disease'^  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 


2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 

HAROLD  GRANEK,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008- 
713  862-6631 


JUDITH  T.  FEIGON,  MD 
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6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 


VITREORETINAL  CONSULTANTS 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 
Van  W.  Teeters,  MD 

Plaza  Medical  Center,  1200  Binz,  Suite  1290,  Houston,  Texas  77004 
Phone  713  524-3434;  WATS  1-800-833-5921 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Flenry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

G.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  j.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio, 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B,  Gunn,  MD  lames  M.  Lancaster,  MD 

Huntly  C.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 
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ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  yerde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 

Head  Injury 

Amputee 

Stroke 

Pediatric 

Neurophysiology 


Polytrauma 
Restorative  Surgery 
Scoliosis 
Spina  Bifida 
Cerebral  Palsy 
Neuromuscular 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


For  referrals  call  713-797-5922  or  in  Texas  1 -800-44REHAB.  Ask  for  the 
Patient  Services  Coordinator. 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  EACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  |.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  |.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

' Cosmetic  Surgery 
i Plastic  & Reconstructive  Surgery 

i 1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 


patients.  Care  for  every  phase 
resuscitation  to  late  rehabilitation. 
John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Lord,  MD 


burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Excellence  in  Form  & Function 
Neal  R.  Reisman,  MD,  FACS 
William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  » 

Diplomates  American  Board  Plastic  Surgery 

West  Houston  Doctors  Center,  12121  Richmond,  Suite  211,  Houston,  Texas 
77082;  713  558-5353 

Greenpark,  Memorial  Health  Center/Sugar  Land,  Memorial  Southwest  Pro- 
fessional Building,  The  Houstonian 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


! JOHN  E.  CARTER,  MD,  PA  TMA  Physician  Membership  Directory 

: Diplomate  American  Board  of  Surgery 
I Diplomate  American  Board  of  Plastic  Surgery 


1 Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229  , , . , . . 

Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331  . . . Another  service  of  yOUr  association 

TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Seryices  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  G.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  G.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Gaspari,  MD 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


John  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 

Inpatient  and  Outpatient  Services  for 


Treatment  of  Alcoholism 

Larrie  W.  Arnold,  MD 

92  Gary  L.  Etter,  MD 

Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


and  Drug  Abuse 

Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  5uite  307, 
Carrollton,  Texas  75010 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment  


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter  . . . Another  service  of  your  association 

. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


THE  UROLOGY  CLINIC 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19lh,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  ).  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 
3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 

3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


Deadline  is  the  5th  of  the  month  preceding  publication  month. 


PHYSICIAN 
SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
otter — outstanding  compensation,  better 
working  hours  pius  opportunities  for 
professional  development.  You  con  hove 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Coll 

Dallas,  TX  (817)  640-6469  Collect 
Houston,  TX  (713)  661-5711  Collect 
San  Antonio,  TX  (512)  341-6802  Collect 


Volume  84  April  1988 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted,  Dallas  metro  area  physicians,  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state  to  help  with  pre-enlistment  physicals.  Full- 
time pays  $36,899  to  $45,367  with  government 
benefits.  Part-time  pays  daily  rate  of  $125  for 
morning  work.  214  421-1312/2520. 

Assistant  Professor — Act  as  veterinary  medicine  spe- 
cialist to  insure  proper  care  of  animals  involved  in 
experimental  protocols,  independently  complete  in 
vivo  antiviral  substance  experiments  in  research 
projects  investigating  the  effectiveness  of  combined 
chemotherapy  and  immuno  modulators  against  toga- 
viruses  and  bunyaviruses.  Teaching  responsibilities 
in  medical  microbiology  are  possible  for  qualified 
applicant.  Applicants  also  should  have  at  least  10 
published  research  papers  on  microbiology-related 
research  topics  in  American  or  international  research 
journals  and  knowledge  of  microbiology  lab  and 
research  methods/techniques.  PhD  in  microbiology 
with  additional  degree  of  Doctor  of  Veterinary 
Science  or  Bachelors  of  Veterinary  Science  or  Asso- 
ciate Degree  in  Veterinary  Science  or  at  least  three 
years  of  work  experience  involving  the  care  and 
treatment  of  animals  plus  at  least  three  years  post- 
doctoral experience  in  microbiology  preferred.  Must 
be  independent  researcher.  Salary  $22,690  per  year. 
Apply  at  the  Texas  Employment  Commission,  Gal- 
veston, Texas,  or  send  resume  to  the  Texas  Employ- 
ment Commission,  TEC  Building,  Austin,  Texas 
78778,  )0  #5155833.  Ad  paid  by  an  equal  employ- 
ment opportunity  employer. 

Faculty  Associate — Biomedical  faculty  associate. 

Study  molecular  aspects  of  Salmonella  toxin  synthe- 
sis, including  gene  mapping,  using  molecular  hy- 
bridization techniques,  gene  amplification,  gene 
transfer,  cloning,  and  sequencing.  Perform  biologi- 
cal, biochemical,  and  immunological  studies  on 
Salmonella  toxins.  PhD  degree,  microbiology.  Lab- 
oratory experience,  microbiology,  biochemistry  and 
molecular  biology,  plus  at  least  three  years  postdoc- 
toral experience  in  the  following  areas:  recombinant 
DNA  techniques,  bacterial  toxinology,  protein  puri- 
fication, enzymology,  and  bacterial  pathogenic 
mechanisms.  Experience  in  working  with  tissue 
cultures,  and  the  preparation  of  polyclonal  and 
monoclonal  antibodies  will  be  preferred.  Must  be 
an  independent  researcher.  Salary  $21,156.  Apply  at 
the  Texas  Employment  Commission,  Galveston,  Tex- 
as, or  send  resume  to  Texas  Employment  Commis- 
sion, TEC  Building,  Austin,  Texas  78778.  )0 

#5155817.  Ad  paid  by  an  equal  employment  oppor- 
tunity employer. 

Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Eort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Eee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Eull-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACES 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Eull  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact:  Helen  Meyer,  8700  Crown- 
hill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 


Texas,  Abilene;  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,0004- 
year.  Contact:  Helen  Meyer,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,000-1-  year  with  paid  malpractice  insurance. 
Contact:  Helen  Meyer,  8700  Crownhill  Road,  Suite 
600,  San  Antonio,  Texas  78209;  1-800-999-3728, 

Texas:  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo— Full  -time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Houston  Suburb — A full-time  emergency  department 

opportunity  and  a medical  director  position  are 
currently  available  at  client  hospital  located  in 
suburb  east  of  Houston.  This  is  a full  service,  208- 
bed  facility  with  an  annual  emergency  department 
volume  of  12,000.  Guaranteed  hourly  rate  of  reim- 
bursement and  potential  quarterly  overage  based 
on  patient  volume,  occurrence  malpractice  insur- 
ance coverage,  CME  allowance,  reimbursement  of 
EM  board  fees  upon  successful  completion  of  test. 
Director  is  offered  annual  administrative  stipend 
and  health  benefits.  Eor  additional  information,  con- 
tact Don  Kruessel,  Spectrum  Emergency  Care,  P.O. 
Box  27352,  St.  Louis,  Missouri  63141;  1-800-325- 
3982. 

Mediclinic  Houston  has  immediate  positions  avail- 
able for  both  part-time  and  full-time  physicians. 
Please  contact  at  713  783-4707  for  further  informa- 
tion and  send  your  CV  to  6604  Southwest  Freeway, 
Houston,  Texas  77074. 

Texas — Full-time  ED  position  available  at  244  bed 
hospital.  Recreational  area  north  of  Dallas.  Excellent 
compensation  including  malpractice  insurance.  Bene- 
fit package  available  to  full-time  physicians.  Contact 
Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  29,  Traverse  City,  Michigan  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 

San  Antonio,  Texas — Full-time  position  available  for 

career  oriented  emergency  physician.  Compensation 
based  on  fee-for-service.  Volume  20,000/year.  BC 
or  BE  preferred.  Send  CV  to  Curtis  S.  Heinrich,  MD, 
1840  Lockhill-Selma,  #102,  San  Antonio,  Texas 
78213;  512  344-0404. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty  group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 
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• locum  tenens 

• practice  trials 

• permanent  placements 

1-800-531-1122 

PRN,  Ltd.  Physician  Staffing 
1000  N.  Walnut  St.,  (Suite  B) 

New  Braunfels,  Texas  78130 


Family  physician  wanted  to  associate  with  family 
physician  in  a rural  town  located  85  miles  south  of 
Midland-Odessa.  Excellent  professional  and  financial 
opportunity.  Contact  Paul  Harper,  Administrator, 
Iraan  General  Hospital,  P.O.  Box  665,  Iraan,  Texas 
79744;  915  639-2871. 

Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833. 

Tulsa,  Oklahoma — Seeking  BC  family  physician  to 

assume  established  practice.  OB  optional.  Shared 
call  coverage.  Practice  location  adjacent  to  full 
service  221 -bed  family  practice-oriented  hospital. 
Competitive  incentive  packages  available.  Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Tulsa  Vicinity — Seeking  BC  family  physician  to  as- 
sume established  practice  in  family-oriented  com- 
munity of  17,000  (county  population  approximately 
56,000).  OB  optional.  Practice  located  next  door  to 
modern  100-bed  community  hospital.  Incentive 
package  available.  Contact:  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 
emergency  practice  with  some  surgery.  Salary  plus 
incentive.  Partnership  possible,  j.  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249- 
9307. 

Family  Practice — Baptist  Hospital  Urgent  Care  Center 

is  seeking  a third  physician.  The  right  physician 
must  have  successfully  completed  a residency  pro- 
gram approved  by  Accreditation  Council  for  Grad- 
uate Medical  Education.  No  OBC.  This  very  active, 
high  volume,  primary  care  out-patient  clinic  has 
light  call,  set  hours,  guaranteed  salary  with  ex- 
cellent benefits  plus  possibility  of  a bonus.  Ex- 
cellent location  for  a family,  with  hunting,  fishing, 
and  skiing  close  for  recreation.  Send  CV  to  Mr. 
Thomas,  Employment  Manager,  High  Plains  Baptist 
Hospital,  1600  Wallace  Blvd.,  Amarillo,  Texas  79106. 

Family  Practice — A group  of  four  physicians  in 

Amarillo  is  looking  for  a fifth.  Must  have  family 
residency.  Partnership  open,  financial  relationship 
negotiable.  Excellent  salary,  benefits  and  incentive. 
Office  space  available.  Three  hospitals  with  com- 
bined 605 -t-  beds  have  open  staff  and  all  special- 
ties are  represented  in  this  community.  Amarillo  is 
a progressive  growing  community  near  mountains 
for  recreation,  excellent  schools,  great  place  to 
raise  a family.  Send  CV  to  Mr.  Thomas,  Employ- 
ment Manager,  1600  Wallace  Blvd.,  Amarillo,  Texas 
79106. 

Board  certified  family  practice  physician  needed 
for  busy  growing  practice.  Presently  one  physician's 
practice  is  growing  so  rapidly,  he  needs  help.  This 
could  possibly  work  into  a partnership  for  the  right 
physician.  Office  space  available.  Excellent  salary, 
benefits,  etc.  Must  have  completed  a residency 
program  approved  by  Accreditation  Council  for 
Graduate  Medical  Education.  Excellent  location  to 
raise  a family,  good  stable  economy  with  mod- 
erately low  cost  of  living.  Send  CV  to  Mr.  Thomas, 
Employment  Manager,  1600  Wallace  Blvd.,  Amarillo, 
Texas  79106. 

Rural  and  urban  communities  in  Texas  looking  for 
doctors  for  both  single  specialty  and  multispecialty 
groups.  Guaranteed  salary  plus  incentive.  Call  col- 
lect, jerry  Lewis,  817  776-4121,  The  Lewis  Croup, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710. 

Small  Panhandle  community  located  on  Interstate 
Highway  seeks  one  or  two  FPs  to  assume  practice 
of  retiring  physician.  Service  area  population  10,000. 
OB  required.  Office  adjacent  to  4S-bed  hospital. 
Call  coverage  and  time  off  no  problem.  Generous 
incentive  package.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Small  FP  group  seeks  recently  trained,  BC  associate 
for  practice  in  family  oriented  community  of  25,000 
(SAP  75,000).  Modern  101-bed  hospital.  Lucrative  in- 
come potential.  Competitive  incentive  package. 
Many  area  social  and  recreational  amenities.  Easy 
access  to  larger  city/airport.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

South  Central  Texas  supportive  rural  community 

seeking  BC/BE  family  practitioner.  OB  preferred. 
30-bed  progressive  community  hospital.  Solo  or 
associate  practice.  Amenities  include  outdoor  activi- 
ties, easily  accessed  metropolitan  areas  and  cultural 
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and  social  events,  and  excellent  quality  of  life. 
Contact  Anita  Nicol,  Route  1,  Box  129,  Shiner,  Texas 
77984;  512  594-2607. 

Family  practitioner  needed  to  practice  In  satellite 
clinic  for  a nine  member  multispecialty  Rroup  in  a 
small  Central  Texas  town.  Primarily  ambulatory  care 
practice.  Send  CV  or  call  Steve  B.  Alley,  MD,  Valley 
Mills  Clinic,  P.O.  Box  668,  Valley  Mills,  Texas 
76689;  817  932-5203. 

San  Antonio,  Texas — Excellent  opportunity  for  BE/BC 

specialist  in  family  practice  to  join  a well  estab- 
lished and  expanding  family  practice  in  a rapidly 
growing  area.  Competitive  guaranteed  salary  plus 
corporate  benefits.  Contact  H.  Paul  Freemyer,  MD, 
9805  Towerview,  Helotes,  Texas  78023  or  call  512 
695-3716  or  695-8958. 

Dallas,  Texas — Family  practice  opportunity.  Extreme- 
ly busy  physician  seeks  associate  to  join  successful 
practice.  Well-equipped,  new  office  designed  to 
accommodate  two  physicians.  Within  two  miles  of 
modern  hospital.  Salary  with  incentives  or  partner- 
ship arrangement  available.  Send  CV  to  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  59S-1128. 

Great  Opportunity — Position  open  for  family  practice 

physician  in  East  Texas  Coalition  for  Health  Care, 
a newly  deyeloping  regional  health  care  system. 
Immediate  posting  to  a community  of  7,500  people 
in  East  Central  Texas,  approximately  30  miles  from 
a larger  university  community.  Position  has  the 
strong  support  of  not  only  the  hospital,  a 130  bed 
licensed  facility,  and  the  physicians,  but  also  the 
community.  Send  CV  to  Southwest  Center  for  the 
Study  of  Hospital  and  Health  Care  Systems,  1020 
Holcombe  Boulevard,  Suite  804,  Houston,  Texas 
77030;  or  call  713  797-6647. 


General  Surgery 

Immediate  need  for  BC  general  surgeon  (endoscopy 
required)  in  community  of  16,000.  Within  50  miles 
of  city  of  120,000.  Strong,  diversified  economy. 
Generous  incentive  package.  Excellent  61  bed  acute 
care  hospital.  Existing  surgeon  leaving  to  pursue 
academic  position.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Internal  Medicine 


Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  S86-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson.  Jacksonville,  Texas  75766. 

Regional  medical  center  in  NE  Texas  (service  area 
population  150,000)  seeks  recently  trained,  BE/BC 
internist.  Shared  call  with  other  BC  internists.  Office 
next  door  to  175-bed  hospital.  Family  oriented 
community  with  strong,  diversified  economy;  good 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

General  Internist — for  an  enlarging  diagnostic  clinic 

fully  equipped  with  stress  testing,  Holter  monitor, 
x-ray,  and  lab.  Tyler  is  regional  East  Texas  health 
center  and  Rose  Capitol  of  the  world.  Terms  attrac- 
tive and  negotiable.  Please  write  or  call  Southpark 
Diagnostic  Clinic,  2020  Lindbergh,  Tyler,  Texas 
75703;  214  581-5115. 

Small  group  has  immediate  need  for  BC  FP  or 
general  internist.  Nice  community  of  25,000;  mod- 
ern hospital;  many  specialties  represented.  Many 
recreational/social  amenities;  easy  access  to  major 
airport.  Competitive  incentive  package  and  favor- 
able terms  of  association.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

An  internist/pulmonologist  needed  to  work  for  an- 
other physician  in  Lamesa,  Texas  to  diagnose  and 
treat  diseases  and  injuries  of  human  internal  organ 
systems;  examines  patients  for  symptoms  of  organic 
and  congenital  disorders  and  determines  nature  and 
extent  of  injury  or  disorder  using  diagnostic  aids 
such  as  x-ray  machines,  blood  test,  etc.  Prescribes 
medication  and  recommends  dietary  and  activity 
program  as  indicated  by  diagnosis.  Refers  patients 
to  appropriate  medical  specialist  when  indicated. 
Also  treats  patients  with  pulmonology  disorders. 
Salary  $50,000  per  year,  40  hours  work  week,  8 to  5 
daily.  Must  have  MD  degree,  four  years  internship/ 
residency,  two  years  experience,  and  must  be  board 
certified  in  internal  medicine.  Interested  applicants 
should  contact  the  Texas  Employment  Commission, 
Lamesa,  Texas,  or  send  resume  to  Texas  Employ- 
ment Commission,  TEC  Building,  Austin,  Texas 
78778  and  refer  to  JO  #5163913.  Ad  paid  by  an 
equal  opportunity  employer. 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBC  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
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tiful  lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas — OBG  office,  1,500  sq,  ft.  newly  finished 
out.  Fully  equipped.  Active  OBG  practice,  gross 
$250-$300K/vear.  For  sale-lease,  very  flexible  terms 
available.  This  is  a turnkey  opportunity.  Call  eye- 
nings  214  221-4055  or  write  OB  Associates,  309 
Tanglewood,  Lewisville,  Texas  75067. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380 

Orthopaedic  Surgeon — Immediate  need  for  BE/BC 
physician  to  serve  two  adjacent  Central  Texas  com- 
munities. Solo  with  call  coverage.  Modern  hospital 
equipment  and  facilities.  Competitive  incentive 
package,  including  income  guarantee,  office  space, 
etc.  Progressive  communities.  Great  schools.  Con- 
tact Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Panhandle  community  of  25,000  seeks  orthopaedic 
surgeon  for  associate  practice  or  solo  with  shared 
call  arrangement.  Modern,  101  bed  hospital;  75,000 
service  area  population.  Family  oriented  community 
with  many  social  and  recreational  opportunities. 
Excellent  schools.  45  minutes  from  a major  airport. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 


Radiology 

BC/BE  general  diagnostic  radiologist  with  skills  in 
CT  and  ultrasound  for  multispecialty  clinic  and  re- 
gional clinic  system  in  Central  Texas.  No  invasive 
procedures  Salary  plus  good  fringe  benefit  pack- 
age. Contact  Dr.  John  L.  Montgomery,  Chairman, 
Department  of  Radiology,  Scott  & White,  2401 
South  31st  Street,  Temple,  Texas  76508.  Or  call  817 
774-2415. 

Senior  radiologist — board  certified,  with  interest  in 
administration.  We  are  seeking  a physician  who  is 
interested  in  practicing  as  a radiologist  while  pro- 
viding leadership  and  direction  to  staff.  Large,  re- 
spected outpatient,  multispecialty  group  in  South- 
east Texas.  Excellent  fringe  benefits  and  salary  pack- 
age including  financial  assistance  in  moving.  Send 
curriculum  vitae  to  Ad-688,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  EOE. 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physician  to  associate  with  estab- 
lished radiology  group  serving  busy  regional  medi- 
cal center  (SAP  150,000).  All  modalities,  including 
MRI.  Early  partnership.  Family  oriented  community; 
strong  economy;  good  schools.  Easy  access  to 
D/FW.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receiye  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Sunbelt — Our  clients  seek  physicians  of  all  dis- 
ciplines throughout  the  sun  country.  For  more 
information  call  or  send  CV  to  )oyce  Staffel,  Medi- 
cal Division,  )SI,  P.O.  Box  710733,  Houston,  Texas 
77271-0733.  Phone  713  721-2536. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 


moye  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  5end  CV, 
references  to  William  Gonzaba,  MD,  PA,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  5an  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  P5,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
5outh  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, 5kinner  Clinic,  124  Dallas  5treet,  5an 
Antonio,  Texas  78205. 

Physicians — Have  you  contacted  the  Texas  Medical 
Association  Placement  5ervice?  We  have  informa- 
tion for  many  specialties  on  practice  opportunities 
throughout  the  state.  5end  inquiries  to  Physicians 
Placement  5ervice,  Texas  Medical  Association,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  Call  512 
477-6704,  ext.  263.  No  charge  to  TMA  members! 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBG,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.O.  Box  1804,  5cottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 
excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  5end  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  5pring,  Texas  79720. 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  additional  BE/BC  physicians: 
internal  medicine  and  subspecialties,  QBG,  family 
practice,  orthopedic  surgery,  general  surgery, 
anesthesiology,  dermatology,  psychiatry,  urology 
and  radiology.  Competitive  salary.  Extensive  bene- 
fits. Direct  inquiry  and  CV  to  Medical  Director, 
Permanente  Medical  Association  of  Texas,  12720 
Hillcrest,  5uite  600,  Dallas,  Texas  75230. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I'/z  hours 
drive  from  5an  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXA5 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Colorado  and  Flouston:  Immediate  need  for  medical 
ophthalmologists  to  join  thriving  practices,  develop 
glaucoma,  little  surgery.  Also  excellent  opportuni- 
ties throughout  the  country  for  general  ophthalmol- 
ogists, and  all  subspecialties.  For  information  call 
collect  Doug  Yeiser,  817  772-4006  or  776-4121,  The 
Lewis  Croup,  1227  N.  Valley  Mills,  5uite  200,  Waco, 
Texas  76710. 

West  and  Southwest — Locum  tenens  and  permanent 

positions  are  now  being  offered  to  qualified  family 
practitioners  and  other  specialists  in  a wide  variety 
of  community  and  practice  settings.  Practice  trials 
also  an  option.  For  more  information  and  no  obli- 
gation, contact  your  colleagues  at  physician-owned 
PRN  Limited,  one  of  America's  best-established  and 
most  respected  physician  search  firms.  1-800-531- 
1122.  Ken  Teufel,  MD,  PRN,  Ltd.,  1000  N.  Walnut 
5t.,  5uite  B,  New  Braunfels,  Texas  78130. 

Texas,  Oklahoma,  Louisiana — Considering  a change 

or  coming  out  of  a residency  program?  If  you  are 
interested  in  locating  the  right  practice  opportunity 
in  Texas,  Oklahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Baylor 
Physician  Placement  5ervice,  3201  Worth  5treet, 
Dallas,  Texas  75226;  1-800-999-5460. 

Cardiologists — Invasive/noninvasive,  BC/BE  to  join 

two  BC  cardiologists  located  in  southwest  Houston. 
Good  salary,  fringe  benefits,  partnership  after  two 
years.  5end  CV  to  P.  McKenzie,  1919  Landmark, 
Richmond,  Texas  77469 

Midwest  Opportunity — Marshfield  Clinic  is  seeking 
BE/BC  specialists  in  family  practice,  general  internal 
medicine,  and  OBG  for  Marshfield  and  a growing 
network  of  13  regional  centers  located  in  surround- 
ing communities  in  central  and  northern  Wiscon- 
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sin.  Positions  available  offer  a variety  of  unique 
rural  settings  with  excellent  educational  and  cul- 
tural opportunities,  research,  and  medical  school 
affiliation  and  an  outstanding  salary  and  fringe 
benefit  package.  Interested  parties  should  contact 
Mr.  David  Draves,  Marshfield  Clinic,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449,  or  cal! 
collect  715  387-5376. 

Urologist — Busy  regional  medical  center  serving 
150,000  in  Northeast  Texas  seeks  BE/BC  urologist. 
Family  oriented  town  of  27,000  with  strong  diversi- 
fied economy;  many  recreational  activities;  good 
schools.  Easy  access  to  D/FW  Metroplex.  Call 
coverage,  competitive  incentive  package  available. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Locum  Tenens — Opportunities  for  physicians  seek- 
ing flexibility,  top  pay  and  benefits.  No  restrictive 
contracts,  short  and  long  term  assignments  in  all 
specialties.  Contact  Physician  International,  Locum 
Tenens  Division,  Four-TM  Vermont  Street,  Buffalo, 
New  York  14213;  716  884-3700.  Physician  Interna- 
tional is  an  approved  membership  benefit  program 
of  the  medical  society  of  the  state  of  New  York. 

Physician  Opportunities — Dalton  & Roberson,  a na- 
tional physician  recruiting  firm,  has  opportunities 
across  the  country  for  BE/BC  physicians  in  all 
specialties.  Solo,  group,  and  academic  positions 
with  financial  guarantees  and  excellent  benefit  pack- 
ages. Call  713  558-2566  or  send  CV  to  14811  St. 
Mary's  Lane,  Suite  270,  Houston,  Texas  77079. 

Excellent  Texas  opportunities  in  cardiology,  cardio- 
vascular surgery,  dermatology,  ENT,  family  prac- 
tice, general  surgery,  internal  medicine.  OBG, 
oncology,  orthopedic  surgery,  pediatrics,  pulmonary, 
urology.  Excellent  quality  of  life,  first  year  guaran- 
tees, etc.  Other  opportunities  available  also.  Reply 
with  CV  or  call  Armando  L.  Frezza,  Medical  Support 
Services,  8806  Balcones  Club  Drive,  Austin,  Texas 
78750;  512  331-4164. 

Medical  Director/Director  of  Phase  1 Clinical  Phar- 
macology Unit,  Pharmaco  Dynamics  Research,  Inc, 
Pharmaco  Dynamics  Research,  Inc.,  an  innovative 
clinical  research  company,  providing  comprehensive 
services  for  clinical  evaluations  of  pharmaceutical 
agents  and  medical  devices,  is  currently  seeking  a 
MD  to  join  our  staff  as  a Medical  Director/Director 
of  Phase  I Clinical  Pharmacology  Unit.  Applicants 
must  possess  clinical  research  experience  and  ex- 
cellent interpersonal  and  decision  making  skills. 
Specific  responsibilities  include  performing  physical 
examinations,  supervising  dosing  of  investigational 
drugs,  providing  on-call  consultation  for  studies, 
serving  as  principal  investigator  and/or  medical 
supervisor  for  Phases  l-IV  clinical  investigational 
studies.  Pharmaco  offers  a competitive  salary,  gen- 
erous benefits  package  and  a superb  working  en- 
vironment in  a new  43,000  square  foot  clinical 
research  facility  which  houses  the  largest  {138  beds) 
Phase  1 clinical  pharmacology  unit  under  one  roof 
in  the  U.S.  Qualified  individuals  are  invited  to 
submit  curriculum  vitae  in  strict  confidence  to  Rick 
Hawkins,  President.  Pharmaco,  Two  Park  Place, 
4009  Banister  Lane,  Austin,  Texas  78704. 

Otolaryngologist — Immediate  opportunity  for  BE/BC 
physician  in  Northeast  Texas  community  of  27,000 
(service  area  pop.  150,000);  regional  medical  center. 
Quality  lifestyle  in  area  with  strong,  diversified 
economy;  easy  access  to  D/FW  Metroplex.  Shared 
call  coverage;  incentive  package  available.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Primary  Care  Physicians  In  Killeen  and  Copperas 

Cove — We  specialize  in  staffing  primary  care  centers 
for  the  government.  We  have  an  excellent,  im- 
mediate opportunity  for  physicians  who  are  resi- 

dency trained  and  board  eligible/or  certified  in 
IM,  FP,  EM,  PD,  OBG  with  current  Texas  license. 
We  are  opening  two  centers  in  the  Killeen  and 
Copperas  Cove  area.  Staff  physicians  enjoy  excellent 
hours,  compensation  and  procured  liability  insur- 

ance. Call  1-800-528-0396  for  information  and  ap- 
plication or  send  your  CV  to  Coastal  Government 
Services,  Inc.,  Attn;  Scott  Caldie,  P.O.  Box  15066, 
Durham,  North  Carolina  27704. 


OPPORTUNITIES  SOUGHT 


We  have  listings  of  physicians  desiring  to  relocate 
in  Texas.  Nearly  all  specialties  are  represented. 
There  is  no  charge  to  TMA  members  for  this 
service.  Contact:  Physicians  Placement  Service,  Tex- 
as Medical  Association,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701.  512  477-6704,  ext.  263. 

OBG — US  graduate  with  Texas  residency  in  OBG. 
Board  certified  and  fellow  in  ACOG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 

Native  East  Texan  currently  in  university  cardio- 
thoracic  surgical  residency  seeks  practice  in  adult 
cardiac  and  thoracic  surgery.  Available  July  1,  1989. 
Contact  Ad-689,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

50%  off  previously  owned  medical,  laboratory, 
x-ray,  ultrasound  equipment.  We  buy,  sell,  broker, 
repair.  Medical  Equipment  Resale  & Repair,  Inc., 
24026  Haggerty  Road,  Farmington  Hills,  Michigan 
48018.  1-800-247-5826  or  313  477-6880. 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  P.O.  Box  18164,  Dallas, 
Texas  75218;  214  369-3960;  Metro  229-9253. 

Discount  Holter  Scanning  Services  starting  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologist  overread  available  for  $15.  Stress 
test  electrodes  at  $.29.  One  free  test  is  offered  at 
no  obligation  on  a trial  basis.  For  more  information 
call  up  today  at  1-800-248-0153. 

For  Sale — DT60  Kodak  Ektachem  Chemistry  Analyzer 

with  DT5C  and  DTE  modules.  1987  model.  $5,500. 
Contact  M.  j.  Barfield,  817  447-1208. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
Brig  Meyers,  MD,  4545  Mill  Creek  Rd.,  Dallas,  Texas 
75244. 

Dallas — Medical  Arts  Professional  Building.  2,400 
sq.  ft.  available.  Conveniently  located  adjacent  to 
University  of  Texas  and  St.  Paul  complexes.  Call 
IWL  Management,  214  630-6161. 

Austin — Medical  office  space  will  be  available  in 

May  at  509  West  15th  Street,  very  near  Children's 
Hospital  of  Austin  at  Brackenridge.  Ready  to  occupy 
with  exam  rooms,  sinks,  reception  room,  etc.  Call 
512  327-1480  or  write  to  Dr.  Albert  johnson,  907 
Dartmoor,  Austin,  Texas  78746. 


Practices 

Pediatrics  Practice  in  Fort  Worth — Established  30 -L 
years,  with  over  2,400  active  charts.  Grossing  $300K 
with  99%  collection  rate.  Highly  trained  staff  will 
stay,  if  desired.  Flexible  price  and  terms.  Contact 
Ad-690,  TEXAS  MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701 . 

For  Sale — Internal  medical  practice  in  Kerrville, 
Texas.  Internist  wishes  to  retire.  For  particulars  con- 
tact Alex  M.  Rosenblum,  MD,  715  Hill  Country 
Drive,  Kerrville,  Texas  78028;  512  896-2976. 

For  Sale — Family  practice  in  Plano,  Texas.  3,500 
patients,  gross  over  $200,000.  Bright,  motivated 
families  appreciate  good  care  and  pay  cash.  X-ray, 
operating  area,  well  equipped.  Macintosh  computer 
system.  Space  for  expansion.  Family  matters  force 
sale.  Favorable  terms.  Practice  in  economic  hot 
spot.  Save  startup  costs.  214  596-7712. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

For  physicians  and  residents,  start-up  practitioners, 

and  established  physicians — Unsecured  signature 
loans  $5,000-$60,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deferred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal,  Dept.  114. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
brokerage  consulting  services.  We  can  help  you 


make  the  right  decisions.  For  a free  brochure  call 
or  write  Practice  Dynamics,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


CONTINUING  EDUCATION 


1988  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska,  China/Orient,  Europe,  New  England/Canada, 
Trans  Panama  Canal,  South  Pacific.  Approved  for 
24-28  CME  Cat.  1 credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Registration 
limited.  Prescheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences, 
189  Lodge  Avenue,  Huntington  Station,  New  York 
11746.  516  549-0869. 

FLEX  Preparation — May  1988  intensive  one  week  re- 
view course  in  Norfolk,  Virginia  by  professors,  MDs 
and  PhDs,  medical  authors.  Prepare  yourself 
thoroughly  and  professionally  in  the  basic  sciences 
and  clinical  disciplines.  This  course  is  designee) 
specifically  for  this  exam.  Study  notes  provided. 
USNBE  Review  Center,  P.O.  Box  767,  Friendswood, 
Texas  77546;  713  482-8597. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data;  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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Myth: 

All  alcoholics 
are  drunks. 

Reality: 

Alcoholism  is  a disease  that  is  not  re- 
stricted to  any  particular  social  class,  economic 
status  or  profession.  In  fact,  you  may  be  sur- 
prised to  learn  that  some  health  professionals 
nave  a dependency  problem.  What  happens 
when  the  professionals  who  care  for  others 
need  help  tnemselves? 

At  Timberlawn  Psychiatric  Hospital,  a 
special  program  exists  to  help  health  profes- 
sionals overcome  substance  abuse  problems. 
A range  of  treatment  options,  individual  and 
group  therapy  programs,  and  other  recovery- 
oriented  services  are  all  geared  toward  the 
unique  needs  of  the  health  professional.  An 
individualized  evaluation  leads  to  selection  of 
the  most  appropriate  treatment  program, 
which  is  further  enhanced  by  specialized  after- 
care and  monitoring  services.  Treatment  team 
members  include  Board  Certified  psychia- 
trists, clinical  psychologists,  psychiatric  social 
workers  and  substance  abuse  counselor  me- 
dalists with  certification  in  their  field.  The 
Twelve  Step  Programs  are  emphasized 
throughout  tne  recovery  process. 

At  Timberlawn,  we  understand  the 
unique  challenges  faced  by  health  profession- 
als today.  Effective  treatment  is  available. 


TIMBERLAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER  FOR 
TREATMENT,  EDUCATION  AND  RESEARCH 
4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  381-7181  • 1-800-426-4944 

Dispellmg  the  Myths  of  Mental  Illness. 


Volume  84  April  1988 


Support  Americans  colleges.  Because  college  is  more  than  a 
place  where  young  people  are  preparing  for  their  future.  It^s 
where  America  is  preparing  for  its  future. 

If  our  country's  going  to  get  smarter^  stronger— and  more 
competitive  — our  colleges  and  universities  simply  must  become 
a national  priority. 

Government.  Business.  And  you.  We^re  all  in  this  together. 

98  Because  it^s  our  future. 

So  help  America  keep  its  competitive  edge  with  a gift  to  the 

college  of  your  choice  — and  you^U  know  youVe  done  your  part. 

Give  to  the  college  of  your  choice. 


A Public  Servx*  ol  This  Publication 
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COURSES 


MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA’s  121st  Annual  Session,  May  12—15,  1988,  in  San  Antonio. 
Most  courses  are  scheduled  in  the  San  Antonio  Convention  Center; 
others  will  be  held  in  adjacent  hotels.  For  further  information,  contact 
Dale  Willimack,  CAE,  Director,  Department  of  Annual  Session  and  Sci- 
entific Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  78701 
(512)  477-6704. 

As  an  organization  accredited  to  sponsor  continuing  medical  education 
by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
Texas  Medical  Association  designates  these  continuing  medical  activi- 
ties as  meeting  the  criteria  for  hour-for-hour  credit  in  Category  1 of 
the  Physician’s  Recognition  Award  (PRA)  of  the  American  Medical 
Association. 

Adolescent  Medicine 

May  13,  1988 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Room  107,  Convention  Center. 
Fee  none.  Category  1 , AMA  PRA;  6 hours 

Aerospace  Medicine 

May  12,  1988 

FLYING  PHYSICIANS  ASSOCIATION  SOUTHWEST  REGION.  Room 
208,  Convention  Center.  Fee  none.  Category  1 , AMA  PRA;  5 hours 

Alcoholism 

May  12,  1988 

SYMPOSIUM  ON  FETAL  ALCOHOL  SYNDROME.  Room  210.  Conven- 
tion Center.  Eee  none.  Category  1,  AMA  PRA;  4 hours 

May  13,  1988 

SYMPOSIUM  ON  IDENTIEICATION  AND  REHABILITATION  OF  THE 
IMPAIRED  PHYSICIAN.  Room  208,  Convention  Center.  Fee  none.  Cate- 
gory 1 , AMA  PRA;  3 hours 

Allergy  and  Immunology 

May  14,  1988 

SECTION  ON  ALLERGY,  ASTHMA  AND  CLINICAL  IMMUNOLOGY. 
Fiesta  E,  Convention  Center.  Fee  none.  Category'  1 , AMA  PRA;  6 hours 

Anesthesiology 

May  14-15,  1988 

TEXAS  SOCIETY  OF  ANESTHESIOLOGISTS.  Saturday.  Room  107,  Con- 
vention Center;  Sunday,  El  Mirador  Room,  Hilton  Palacio  del  Rio.  Fee 
none.  Category  1,  AMA  PRA;  10  hours 

Cardiovascular  Disease 

May  12,  1988 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  Plaza  A and  B,  Conven- 
tion Center.  Fee  none.  Category  1,  AMA  PRA;  6 hours 


Chest  Disease 
May  13,  1988 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  108,  Convention  Cen- 
ter. Fee  none.  Category'  1 , AMA  PRA;  5 hours 

Colon  and  Rectal  Surgery 

May  14,  1988 

SECTION  ON  COLON  AND  RECTAL  SURGERY.  Centro  B,  Convention 
Center.  Fee  none.  Category  1,  AMA  PRA;  3 hours 

Critical  Care  Medicine 

May  11-12,  1988 

ADVANCED  TRAUMA  LIFE  SUPPORT  PROMDER  COURSE.  The  Univer- 
sity of  Texas  Health  Science  Center,  San  Antonio.  Fee  S400.  16  hours. 
ACS  prescribed 

May  12-14,  1988 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  VIP  Room, 
Rehearsal  Hall,  Convention  Center.  Pee  S200.  Category  1,  AMA  PRA; 

1 6 hours.  AAFP  prescribed 

May  12,  1988 

BASIC  LIFE  SUPPORT  FOR  PITi’SICIANS.  VIP  Room,  Rehearsal  Hall, 
Convention  Center.  Fee  S50.  Category'  1,  AMA  PRA;  4 hours.  AAFP 
prescribed 

Dermatology 

May  13-15,  1988 

TEXAS  DERMATOLOGICAL  SOCIETY.  Friday  and  Saturday,  Centro  D, 
Convention  Center;  Sunday,  The  University  of  Texas  Health  Science 
Center,  San  Antonio.  Fee  none.  Category  1 , AMA  PRA;  1 2 hours 

Endocrinology  and  Metabolism 

May  13,  1988 

SECTION  ON  ENDOCRINOLOGY.  Fiesta  D,  Convention  Center.  Fee 
none.  Category  1,  AMA  PRA;  5 hours 

May  14,  1988 

SYMPOSIUM  ON  PITUITARY  DISORDERS.  Patio  A,  Convention  Center. 
Fee  none.  Credit  TBA 

Family  Medicine 

May  12,  1988 

TEXAS  ACADEMY  OP  FAMILY  PFD’SICIANS  SEMINAR  Centro  A,  Con- 
vention Center.  Fee  S60  members,  S"’0  nonmembers,  S20  residents  of 
TAFP/AAFP,  S30  nonmember  residents.  Category  1,  AMA  PRA;  6 hours. 
AAFP  prescribed 

May  13,  1988 

SECTION  ON  FAMILY  PRACTICE.  Room  101,  Convention  Center.  Fee 
none.  Category'  1 , AMA  PRA;  5 hours.  AAFP  prescribed 

Gastroenterology 

May  14,  1988 

SECTION  ON  DIGESTIVE  DISEASES.  Plaza  B.  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  5 hours 
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Geriatrics 

May  14,  1988 

SYMPOSIUM  ON  GERIATRICS.  Fiesta  D,  Convention  Center.  Fee  none. 
C',ategory  1 , AMA  PRA;  5 hours 

Hematology 

May  13.  1988 

SYMPOSIUM  ON  BLOOD  BANKING  AND  BLOOD  TRANSRJSION 
Room  207.  Convention  Center.  Fee  none.  Category’  1 , AMA  PRA;  2 
hours 

Internal  Medicine 

May  13,  1988 

SE(;TI0N  on  internal  medicine.  Fiesta  E,  Convention  Center.  Fee 
none.  (Category  1 . AMA  PRA;  6 hours 

Legal  Medicine 

May  12,  1988 

S3TV1POSIUM  ON  PROFESSIONAL  LUBILHA’  Room  208,  Convention 
Center.  Fee  none.  Category’  1,  AMA  PRA;  3 hours 

May  12.  1988 

SYMPOSIUM  ON  MEDICINE  AND  THE  lAW.  Centro  C and  D,  Conven 
tion  Center.  Fee  none.  Category’  1 , AMA  PRA;  3 hours 

Nephrology 

May  13,  1988 

RENAL  PHYSICIANS  OF  TEXAS  SCIENTIFIC  PROCiRAM.  Patio  A,  Con- 
vention Center.  Fee  none.  Category’  1 , AMA  PRA;  3 hours 

Neurology 

May  13-14,  1988 

SECTION  ON  NEUROLOGY.  Fiesta  A,  (T)ny’ention  Center.  Fee  none. 
Category  1,  AMA  PRA;  7 hours 

Neurosurgery 

May  13-14,  1988 

SECTION  ON  NEUROLOGICAL  SURGERY  Plaza  C and  D,  Convention 
Center.  Fee  none.  (Yedit  TBA 

Nuclear  Medicine 

May  12.  1988 

SYMPOSIUM  ON  MEDICAL  ASPECTS  OF  NUCLEAR  WAR.  Plaza  C and 
D,  Convention  Center.  Fee  none.  C^ategory'  1 , AMA  PRA;  2 hours 

May  14,  1988 

SECTION  ON  NUCLEAR  MEDICINE  Room  210,  Convention  Center 
Fee  none.  Category  1,  AMA  PRA;  5 hours 

Obstetrics  and  Gynecology 

May  12.  1988 

JOINT  SESSION:  SECTION  ON  OBSTETRICS  AND  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH.  Room  102,  Convention  Center,  Fee 
100  none.  C^ategory  1 , AMA  PRA;  5 hours 

Occupational  Medicine 

May  13-14,  1988 

SECTION  ON  OCCUPATIONAL  MEDICINE.  Room  209,  Convention 
Center.  Fee  none.  Category  1,  AMA  PRA;  6 hours 

Oncology 

May  14,  1988 

SECTION  ON  ONCOLOGY.  Patio  B,  Convention  Center.  Fee  none. 
Credit  TBA 


Ophthalmology 

May  13-14,  1988 

SECTION  ON  OPHTHAIJVIOLOGY.  River  Room  B,  Convention  Center. 
Fee  none.  Category'  1,  AMA  PRA;  9 hours 

Orthopedic  Surgery 

May  14-15,  1988 

TEXAS  ORTHOPAEDIC  ASSOCIATION  SCIENTIFIC  PROGRAM.  Satur- 
day, Room  101,  Convention  Center;  Sunday,  Corte  Real,  Hilton  Palacio 
del  Rio.  Fee  none.  Category  1,  AMA  PRA;  10  hours 

Otolaryngology 

May  13-14,  1988 

SECTION  ON  OTOIARYNGOLOGY.  Fiesta  C,  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  7 hours 

Pathology 

May  14,  1988 

SECTION  ON  PATHOLOGY.  Centro  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  6 hours 

Pediatrics 

May  14,  1988 

SECTION  ON  PEDIATRICS.  Room  102,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  6 hours 

Physical  Medicine  and  Rehabilitation 

May  14,  1988 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION.  Plaza  A, 
Convention  Center.  Fee  none.  Category  1 , AMA  PRA;  6 hours 

Plastic  Surgery 

May  13-14,  1988 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE,  AND  MAXILLOFACIAL 
SURGERY.  Hidalgo  A,  Four  Seasons  Hotel.  Fee  none.  Category  1,  AMA 
PRA;  8 hours 

Preventive  Medicine  and  Public  Health 

May  13,  1988 

SECTION  ON  PUBLIC  HEALTH.  Centro  B,  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  6 hours 

Peer  Review  Organizations 

May  12,  1988 

WHAT  THE  PRO  EXPECTS  OF  THE  PHYSICIAN.  Room  102-B,  Conven- 
tion Center.  Fee  none.  Category  I,  AMA  PRA;  4 hours 

Psychiatry 

May  15,  1988 

SECTION  ON  PSYCHIATRY  Centro  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  5 hours 

Radiology 

May  13,  1988 

SECTION  ON  RADIOLOGY.  Plaza  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  5 hours 

Sports  Medicine 

May  14,  1988 

SYMPOSIUM  ON  SPORTS  MEDICINE.  Mission  Room,  Convention  Cen- 
ter. Fee  none.  Category  1,  AMA  PRA;  6 hours 

Surgery 

May  12,  1988 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION.  Patio  B, 
Convention  Center.  Fee  none.  Category  1,  AMA  PRA;  3 hours 


Texas  Medicine 


May  13,  1988 

SF,CT10N  ON  SURGERY.  Plaza  8,  Gonvention  Center.  Fee  none.  (;ate- 
gory  1 , AMA  PRA;  6 hours 

Urology 

May  13,  1988 

SECTION  ON  UROLOGY,  Room  209,  tY)nvt‘ntion  Center.  Fee  none. 
Category  1 , AMA  PRA;  3 hours 


COURSES 


MAY 

Cardiovascular  Disease 
May  28-30,  1988 

MASTER  APPROACH  TO  CARDIOVASCUIAR  PROBITMS.  Contempo 
rary  Resort  Hotel,  Walt  Disney  World,  Orlando,  Fla.  Fee  TEA.  Credit 
TEA,  Contact  Yolanda  Barcena,  Division  of  Cardiology,  University  of 
Miami  School  of  Medicine,  PO  Box  016969,  Miami,  FL  33101  (305) 
549-7124  or  (305)  549-6975 

Family  Medicine 

May  16-20,  1988 

12TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  PRACTICE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  $490  physicians,  $325  residents  and  fel- 
lows. Category  1,  AMA  Physician’s  Recognition  Award;  43  hours.  AAFP 
prescribed.  Contact  Vicki  Forgac  or  Carol  Soroka,  Office  of  Continuing 
Medical  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

General  Medicine 

May  7,  1988 

HEART  DISEASE  IN  OFFICE  PRACTICE.  Grand  Kempinski  Hotel, 

Dallas.  Fee  $90.  Category  1 , AMA  Physician’s  Recognition  Award;  7 
hours.  AAFP  prescribed.  Contact  Diane  Pitkin,  Dept  of  Medical  Educa- 
tion, St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)879-3789 

May  12-14,  1988 

AMERICAN  BACK  SOCIETY  SPRING  S’TMPOSIUM  ON  BACK  PAIN. 
Grosvenor  Resort,  Orlando,  Fla.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  18  hours.  Contact  Aubrey  Swartz,  MD,  Executive 
Director,  American  Back  Society,  2647  E I4th  St,  Suite  401,  Oakland, 
CA  94601  (415) 536-9929 

Internal  Medicine 

May  16-20,  1988 

UPDATES  IN  INTERNAL  MEDICINE.  Location  TBA.  Fee  TBA.  Credit 
TBA.  Contact  Ann  Parchem,  Division  of  Continuing  Education,  The 
University  of  Texas  Health  Science  Center,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2166 

May  23-27,  1988 

ADVANCES  IN  INTERNAL  MEDICINE.  Sheraton  Palace  Hotel,  San 
Francisco,  Fee  $440  before  April  1,  $485  after  April  1.  Category  1, 

AMA  Physician’s  Recognition  Award;  hours  TBA.  AAFP  prescribed. 
Contact  Postgraduate  Programs,  Dept  of  Medicine,  University  of  Cali- 
fornia, 505  Parnassus,  M979,  San  Francisco,  CA  94143-0120  (415  ) 
476-5208 

Ophthalmology 

May  27,  1988 

YAG/ARGON  WORKSHOP  FOR  OPHTHALMOLOGISTS.  Presbyterian 
Hospital,  Dallas.  Fee  $150  physicians,  $75  residents  and  fellows.  Credit 
TBA.  Contact  Lela  Breckenridge,  Continuing  Medical  Education, 
Presbyterian  Hospital,  8200  Walnut  Hill  Iji,  Dallas,  TX  75231  (214) 
696-8458 


Orthopedic  Surgery 

May  4-5,  1988 

(;ARE  of  sports  injuries.  Baylor  University  Medical  Cx-nter,  Dallas. 

Fee  $50.  Category  1 , AMA  Physician's  Recognition  Award;  3 hours. 

(a)ntact  Barbara  Cirayson,  Ciontinuing  Education,  Baylor  University 
Medical  Cxmter,  3500  Gaston  Ave,  Dallas,  I’X  752-46  ( 2 1 4 ) 820-  23 1 7 

May  6-8,  1988 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  $425.  Credit  TBA.  fxmtact  June  Bovill,  Division  of 
C.ontinuing  Education,  The  University  of  Texas  Southwestern  Medical 
School,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  ( 2 U ) 688-2166 

May  24-25,  1988 

ANNUAL  CONFERENCE  ON  INNOVATIONS.  Learning  Center,  The  Uni- 
versity of  Texas  Medical  Branch,  Galveston,  Tex.  Fee  $ 1 50.  Category'  1 , 

AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Gail  Norris, 

Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-39,  Galveston,  'fX 
77550-2782  (409)  761-2934 

Otolaryngology 

May  2-4,  1988 

COCHLEAR  IMPLANTS/NIH  CONSENSUS  DEVELOPMENT  CONFER- 
ENCE. Masur  Auditorium,  National  Institutes  of  Health,  Rock-ville  Pike, 

Md.  No  fee.  Category  1,  AMA  Physician’s  Recognition  Award;  13  hours. 

Contact  Nancy  Cowan,  Prospect  Associates  (301  ) 468-6555 

Pathology 

May  19-21,  1988 

CURRENT  ISSUES  IN  SURGICAL  PATHOLOGY,  VIl.  Dallas  Fee  $600 
complete  course/slides,  $450  complete  course/no  slides,  $350  basic 
course,  $125  partial  course,  $125  residents,  fellows,  medical  students. 

Category  1,  AMA  Physician’s  Recognition  Award;  24  hours.  Contact 
Ann  Parchem,  Division  of  Continuing  Education,  'I’he  University  of 
Texas  Southwestern  Medical  School,  5323  Harn-  Hines  Blvd,  Dallas,  TX 
75235  (214)688-2166 

Risk  Management 

May  13-June  3,  1988 

RISK  MANAGEMENT  AND  COMPARATIVE  MEDICOLEGAL  ISSUES. 

Royal  Viking  Star  Cruise  ship,  Hong  Kong,  China,  and  Japan.  Fee  not 
available.  Category  1,  AMA  Physician’s  Recognition  Award;  28  hours. 

AAFP  prescribed.  Contact  International  Conferences,  189  Lodge  Ave, 

Suite  C,  Huntington  Station,  N5'  1 1746  (800)  521-0076 

Surgery 

May  19-21,  1988 

FACE  AND  BODY  CONTOURING/AN  ADVANCED  COURSE.  Waldorf 
Astoria  Hotel,  New  York.  Fee  $775  physicians,  $375  residents,  fellows. 

Category  1 , AMA  Physician’s  Recognition  Award;  1 7 hours.  Contact 
Francine  Leinhardt,  Coordinator,  Manhattan  Eye,  Ear  and  Throat  Hospi- 
tal, 210  E 64th  St,  New  York,  NY  10021  (212)838-9200,  ext  2776 

May  26-29,  1988 

AIDS,  HEPATITIS,  AND  BLOOD  TRANSFUSION:  IMPACH’  ON  SUR 
GICAL  PRACTICE.  Omni  at  Charleston  Place,  Charleston,  SC.  Fee  $350. 

Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Pat  101 
Curl,  Meeting  Coordinator,  Cardiothoracic  Research  and  Education 
Foundation,  PO  Box  33185,  San  Diego,  CA  92103  (619)  692-91 15 

JUNE 

Anesthesiology 
June  4-5,  1988 

5TH  ANNUAI,  PAIN  SYMPOSILIM.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  HSC,  Lubbock,  TX 
79430 (806) 743-2929 
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Cancer 

June  11-12,  1988 

BEAUMONT  CANCER  CONFERENCE:  CANCER  PREVENTION  AND 
CONTROL.  Beaumont  Plaza-Holiday  Inn,  Beaumont,  Tex.  Fee  $95. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 0 hours.  Contact 
Martha  Berlin,  Office  of  Continuing  Education,  The  University  of  Texas 
Medical  Branch,  3rd  Floor  Levin  Hall,  Route  J-34,  Galveston,  TX  77550 
(409) 761-2934 

Cardiovascular  Disease 

July  14-16,  1988 

ADVANCES  IN  CARDIOLOGY/4TH  ANNUAL  BERKSHIRE  MEDICAL 
CONFERENCE.  Country  Inn  and  Conference  Center,  Hancock,  Mass. 
Fee  $295.  Category  1,  AMA  Physician’s  Recognition  Award;  15  hours. 
Contact  Berkshire  Area  Health  Education  Center,  725  North  St, 
Pittsfield,  MA  01201  (413)  447-2417 

June  27-29,  1988 

STRESS  AND  THE  HEART:  BEHAVIORAL,  ENVIRONMENTAL  INFLU- 
ENCES/ADVANCES IN  DIAGNOSIS,  MANAGEMENT.  Jackson  Lake 
Lodge,  Grand  Teton  National  Park,  Moran,  Wyo.  Fee  $290  members  of 
American  College  of  Cardiology,  $355  nonmembers.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 3 hours.  Contact  the  Registration  Sec- 
retary, Extramural  Programs  Dept,  American  College  of  Cardiology, 
9111  Old  Georgetown  Rd,  Bethesda,  MD  20814  (800)  253—4636 

Emergency  Care 

June  9-10,  1988 

CAREFLITE’S  6TH  ANNUAL  EMERGENCT  CARE  UPDATE.  Dallas.  Fee 
$75.  Contact  Jane  Wynn,  RN,  EMT-P,  PO  Box  655999,  Dallas,  TX 
75275  (214)  944-8591 

Family  Medicine 

June  4,  1988 

FAMILY  PRACTICE  CLINICAL  ENCOUNTERS  1988.  The  University  of 
Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $95.  Category 
1,  AMA  Physician’s  Recognition  Award;  9 hours.  Contact  Linda  Spino, 
PhD,  Dept  of  Family  Practice  and  Community  Medicine,  The  Univer- 
sity of  Texas  Southwestern  Medical  School,  5323  Harry  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2134  or  (214)  688-2166 

General  Medicine 

June  1-3,  1988 

TDC  HEALTH  CARE  CONFERENCE.  San  Luis  Hotel,  Galveston,  Tex. 

Fee  TBA.  Credit  TBA.  Contact  Gayle  Norris,  Office  of  Continuing  Edu- 
cation, The  University  of  Texas  Medical  Branch,  3rd  Floor  Levin  Hall, 
Route  J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

June  11,  1988 

1 3TH  annual  infectious  diseases  seminar.  Marriott  Mandalay, 
Irving.  Fee  $45.  Category  1,  AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

June  13-15,  1988 

DENTAI.  IMPLANTS/NIH  CONSENSUS  DEVELOPMENT  CONFERENCE. 
Masur  Auditorium,  National  Institutes  of  Health,  Rockville  Pike,  Md.  No 
1 fee.  Credit  TBA.  Contact  Nancy  Cowan,  Prospect  Associates,  (301 ) 

468-6555 


June  15-18,  1988 

2ND  ANNUAL  WOMEN’S  HEALTH  ISSUES.  South  Padre  Island,  Tex.  Fee 
$300.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st 
St,  Temple,  TX  76508  (817)  774-4083 

June  15-18,  1988 

AIDS  AND  INFECTIOUS  DISEASE  UPDATE.  South  Padre  Island,  Texas. 
Fee  $300.  Category  1,  AMA  Physician’s  Recognition  Award;  18  hours. 
Contact  Susan  Larson,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple, 
TX  76508  (817)  774-4083 

June  21-23,  1988 

SPECIAL  CHALLENGES  IN  GENERAL  MEDICINE/4TH  ANNUAL 


BERKSHIRE  MEDICAL  CONFERENCE.  Country  Inn  and  Conference 
Center,  Hancock,  Mass.  Fee  $295.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 5 hours.  Contact  Berkshire  Area  Health  Education  Cen- 
ter, 725  North  St,  Pittsfield,  MA  01201  (413)  447-2417 

Geriatrics 

June  10-12,  1988 

GERIATRIC  SYMPOSIUM  FOR  PHYSICIANS  AND  OTHER  HEALTH 
PROFESSIONALS.  Drake  Hotel,  Chicago.  Fee  $220  members  American 
Geriatrics  Society  before  May  10,  $240  nonmembers,  $265  on-site. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  the 
Health  and  Education  Council,  7201  Rossville  Blvd,  Baltimore,  MD 
21237(301)686-3610 

Obstetrics  and  Gynecology 

June  2-5,  1988 

WORKSHOPS  IN  GYNECOLOGICAL  MICROSURGERY/LASER  AND 
OPERATIVE  LAPAROSCOPY.  Presbyterian  Hospital,  Dallas.  Fee  $825 
basic,  $725  residents  and  fellows;  $925  advanced,  $825  residents  and 
fellows.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Lela  Breckenridge,  Continuing  Medical  Education,  Pres- 
byterian Hospital,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

June  12-15,  1988 

3RD  ANNUAL  SOUTH  PADRE  ISLAND  OB/GYN  SEMINAR.  Hilton  Re- 
sort, South  Padre  Island,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  University  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

June  17-18,  1988 

INFERTILITY  CONFERENCE.  Four  Seasons  Hotel,  San  Antonio,  Tex. 

Fee  $150.  Credit  TBA.  Contact  Kathleen  O’Shea,  8026  Floyd  Curl  Dr, 
San  Antonio,  TX  78229  (512)  692-7875 

Otolaryngology 

June  15-16,  1988 

LASER  SURGERY  AND  SAFETY  IN  OTOLARYNGOLOGY,  Learning  Cen- 
ter, The  University  of  Texas  Medical  Branch,  Galveston,  Tex.  Fee 
$1,000.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Martha  Berlin,  Office  of  Continuing  Education,  The  University 
of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Gal- 
veston, TX  77550-2782  (409)  761-2934 

June  15-16,  1988 

ENDOSCOPIC  SINUS  SURGERY.  Learning  Center,  The  University  of 
Texas  Medical  Branch,  Galveston,  Tex.  Fee  $500.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  The  University  of  Texas  Medical  Branch,  3rd 
Floor  Learning  Center,  Route  J-34,  Galveston,  TX  77550—2782  (409) 
761-2934 

June  16-18,  1988 

19TH  ANNUAL  OTOLARYNGOLOGY  CONFERENCE.  San  Luis  Hotel, 
Galveston,  Tex.  Fee  varies.  Credit  TBA.  Contact  Martha  Berlin,  Office  of 
Continuing  Education,  The  University  of  Texas  Medical  Branch,  3rd 
Floor  Levin  Hall,  Route  J-34,  Galveston,  TX  77550-2782  (409) 
761-2934 

JUNE  17-18,  1988 

ENDOSCOPY.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $250.  Category  1, 
AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782  (409)  761-2934 

Pediatrics 

June  12-17,  1988 

ACUTE  CARE  PEDIATRICS:  REVIEW  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Fee  $375;  $275  residents,  fellows. 
Category  1 , AMA  Physician’s  Recognition  Award;  24  hours.  AAFP  pre- 
scribed. Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  (713)  799—6020 


Texas  Medicine 


June  25- 2S,  1988 

1988  ANNUM.  PHOIATRIC  RKVIF.W  AND  UPDATE.  San  Luis  Hotel,  Cial 
veston,  Tex.  Fee  $275.  c:ategor>'  1,  AMA  Pliysieian’s  Recognition 
Award;  15  htturs.  AAFP  prescribed,  (a)ntact  Ciail  Norris,  Office  of'Uon- 
tinuing  Education,  The  University  of  Texas  Medical  Branch,  .5rd  Floor 
Learning  Center,  Route  J-54,  Cialveston,  LX  ■'^550—2782  (409) 
■’61-293-t 

Physical  Medicine  and  Rehabilitation 
June  21,  1988 

HEAD  INJURY:  FUNtn  iONAL  OUTCOMES  AND  COMMUNi  n'  RE 
ENTRY.  St  David’s  Community  Hospital,  Austin,  Tex.  Fee  $65.  Category 
1,  AMA  Physician's  Recognition  Award;  3 hours.  Contact  C^ollin  Barnes 
or  Mark  Salmonson,  919  E 32nd  St,  Box  4039,  Austin,  TX  78765  (512) 
397-4114 

Sports  Medicine 

June  24-25,  1988 

6TH  ANNUAL  C0NFERENC:E  ON  INNOVATIONS  IN  SPORTS  MEDI 
CINE.  Learning  Center.  ITie  University  of  Texas  Medical  Branch,  Gal- 
veston, Tex.  Fee  $ 1 50.  Categoty  1 , AMA  Physician’s  Recognition 
Award;  13  hours.  Contact  Gayle  Norris,  Office  of  Continuing  Edu- 
cation, Room  3. 324,  The  Learning  Center,  UTMB,  Galveston,  TTf 
77550-2782  (409)  761-2934 

JULY 

Internal  Medicine 

July  24-29.  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island,  Tex. 
Fee  $350.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South 
31st  St,  Temple,  TX  76508  (817)  774-4083 

AUGUST 

General  Medicine 

Aug  6,  1988 

CANCER.  PREVENTION  AND  EARLY  DETECTION.  Location  TBA.  Con- 
tact Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul  Medical  Center, 
5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)879-3789 

Obstetrics  and  Gynecology 

Aug  8- 12,  1988 

MATERNAL  FETAL  MEDICINE.  Copper  Mountain,  Colo.  Contact  Susan 
Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st  St, 

Temple,  TX  76508  (817)  774-4083 

SEPTEMBER 

Cardiovascular  Disease 

Sept  28- Oct  1,  1988 

CARDIOLOGY  AND  CARDIOVASCULAR  SURGERY:  INTERVENTIONS 
1988.  Houston.  Contact  Susan  Murray,  Texas  Heart  Institute,  PO  Box 
20345,  MC  3-276,  Houston,  TX  77225  (713)  791-2157 

Endocrinology 

Sept  23-24,  1988 

MANAGEMENT  OF  THE  COMPLICATIONS  OF  DIABETES.  Location 
TBA.  Contact  Lila  Lemer  or  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Obstetrics  and  Gynecology 

Sept  17-18,  1988 

14TH  ANNUAL  PERINATM,  SEMINAR.  Temple,  Tex.  Contact  Susan 
Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 


.Sept  30- Oct  1,  1988 

PEDIATRIC  AND  ADOLESf;ENT  (iYNECOLOGY.  Houston,  Contact 
Carol  .Soroka,  Baylor  College  of  Medicine,  One  Baylor  Pla/.a,  Houston, 
TX  77030 (713) 799-6020 

Orthopedic  Surgery 

Sept  15-17,  1988 

MUSCLILOSKELETAl.  DISEASE  IN  THE  WORKPLACE.  Dallas  Contact 
Ann  Carlton,  Division  of  Orthopedic  Surgery,  Lhe  University  of  Texas 
Southwestern  Medical  (Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3525 

OCTOBER 

Geriatrics 

Oct  26,  1988 

GERIATRICS  IN  CLINICAL  PRACTICE.  Houston.  Contact  Vicki  Forgac, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713) 799-6020 

Neurology 

Oct  6-8,  1988 

ALZHEIMER  CAREGIVER  TRAINING  CONFERENCE.  San  Antonio,  Tex. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 
Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Dallas.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Oct  29-30,  1988 

12TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Radiology 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2502 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday  — Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday  — Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1,  AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713) 799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 
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Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)  480- 1869 

Thursday  — Friday 

POSTGRADUATE  WORKSHOP  IN  REAL  TIME  OBSTETRICAL  ULTRA- 
SONOGRAPFTY.  ( Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONEERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
81,000  physicians;  8500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  I-ab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  8 1 ,000  physicians  for  40  hours;  8 1 ,600 
physicians  for  80  hours;  8800  residents  and  fellows  for  40  hours; 
81,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  I,ab,  Room 
44  3E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713) 
799-4536 

April  25-May  6,  1988 

29TH  ANNUAL  POSTGRADUATE  INSTITLITE  FOR  PATHOLOGISTS  IN 
CLINICAL  CYTOPATHOLOGY/SUBSPECIALTY  RESIDENCE  IN 
CLINICAL  C'rrOPATHOLOG'^'.  In  Residence  Course  B,  April  25-May 
6,  1988.  Johns  Hopkins  Medical  Institutions,  Baltimore,  Md.  Contact 
John  Frost,  MD,  604  Pathology-  Bldg,  ITie  Johns  Hopkins  Ho,spital,  Balti- 
more, Md  21205 (301  ) 955-3522 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  llniversity'  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
835  program,  hospital  subscription  program.  Category'  1,  AMA  Physi- 
cian’s Recognition  Award.  Ckmtact  Phvllis  Wood,  Acting  Director,  Tele- 
704  conference  Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  C',ategor\’  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Umar  Blvd,  Austin,  'IX  ^g-^Ol  ( 512 ) 477-6704. 


APRIL 

MARKETING  TECHNIQUES  FOR  A SUCCESSFUL  PRACTICE— 6 hours 
April  14,  1988,  Austin 
April  15,  1988,  Houston 

JUNE 

FINANCIAL  MANAGEMENT,  PATIENT  FLOW,  COMPUTERS 
June  1-3,  1988,  Dallas 

FINANCIAL  MANAGEMENT,  PATIENT  FLOW,  PERSONNEL 
MANAGEMENT 

June  14— 16,  1988,  San  Antonio 
June  22-24,  1988,  El  Paso 

JULY 

FINANCIAL  MANAGEMENT,  PATIENT  FLOW,  COMPUTERS 
July  12-14,  1988,  Houston 

FINANCIAL  MANAGEMENT,  PATIENT  FLOW,  PERSONNEL 

MANAGEMENT 

July  20-22,  1988,  Et  Worth 

July  26-28,  1988,  Austin 


CALENDAR  OF  MEETINGS  "Denotes  Texas  Meetings 


APRIL 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  SPRING  MEETING,  Palm  Beach,  Fla,  April  28-30,  1988. 
Contact  Joyce  Neill  or  Judy  Woods,  AAFPRS,  1101  Vermont  Ave,  NW, 
Suite  404,  Washington,  DC  20005  (202)  842-4500 

AMERICAN  CLEFT  PALATE  ASSOCIATION  45TH  ANNIVERSARY 
MEETING,  Williamsburg,  Va,  April  26—29,  1988.  Contact  the  American 
Cleft  Palate  Association,  331  Salk  Hall,  University  of  Pittsburgh,  Pitts- 
burgh, PA  15261  (412)681-9620 

MAY 

AMERICAN  GERIATRICS  SOCIETY  45TH  ANNUAL  MEETING/9TH  AN- 
NUAL MEETING  OF  THE  AMERICAN  FEDERATION  FOR  AGING  RE- 
SEARCH, Anaheim,  Calif,  May  19-22,  1988.  Contact  Kelly  DeAngelis, 
AGS,  770  Lexington  Ave,  Suite  400,  New  York,  NY  10021  (212) 
308-1414 

■AMERICAN  RHEUMATISM  ASSOCIATION/52ND  ANNUAL  SCIEN- 
TIFIC MEETINGS,  Houston,  May  23-28,  1988.  Contact  Lynn  Forbes, 
Director  of  Communications,  American  Rheumatism  Association,  17 
Executive  Park  Dr  NE,  Suite  480,  Atlanta,  GA  30329  (404)  633—3777 

ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION 23RD  ANNUAL  MEETING,  Washington,  DC,  May  14-18, 

1988.  Contact  AAMI,  1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  VA 
22209-1699(703)  525-4890 

NATIONAL  INSTITUTES  OF  HEALTH  CONSENSUS  DEVELOPMENT 
CONFERENCE:  COCHLEAR  IMPLANTS,  Bethesda,  Md,  May  2-4,  1988. 
Contact  Conference  Registrar,  Prospect  Associates,  Suite  500,  1801 
Rockville  Pike,  Rockville,  MD  20852  (301 ) 468-MEET 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  San  Antonio, 
May  11  — 15,  1988.  Contact  Robert  Mickey,  Executive  Vice  President, 
1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

JUNE 

AMERICAN  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET- 
ING, Chicago,  June  26—30,  1988.  Contact  AMA,  535  N Dearborn  St, 
Chicago,  IL  60610  (312)  645-5000 


Texas  Medicine 


DIAGNOSTIC  CLINIC  OF  HOUSTON 

6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 

ALLERGY 

Arthur  T.  Pedersen,  MD 

CARDIOVASCULAR  DISEASE 

Hugh  F.  Arnold,  MD 
Michael  B.  Paine,  MD 
Michael  A.  Modelski,  MD 
Sigmund  W.  Friedland,  MD 
Boguslaw  Godlewski,  MD 
John  W.  Kirk,  MD 

DERMATOLOGY 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY  & 
METABOLIC  DISEASES  ^ 

Thomas  G.  Vandivier,  MD 
R.  Frederick  Gregory,  MD 
Thomas  J.  Hanson,  MD 
Richard  D.  Jablonski,  MD  . 

Brian  R.  Tulloch,  MD 

GASTROENTEROLOGY 
W.  Tom  Arnold,  MD 
Belton  G.  Griffin,  MD 
Frederick  R.  Lummis,  MD 
Dean  C.  Solcher,  MD 
Margaret  E.  Bridges,  MD 
Daniel  E.  Whitman,  MD 

GERIATRICS 

Eugene  M.  Hoyt,  MD 

: N . 


HEMATOLOGY 

Edmund  N.  Gouldin,  MD 
George  T.  Conklin,  MD 

INFECTIOUS  DISEASES 

Lewie  L.  Travis,  MD 
George  Burnazian,  MD 
Benjamin  L.  Portnoy,  MD 

INTERNAL  MEDICINE 

Jeffrey  Zatorski,  MD 
Paul  T.  Forth,  MD 
Ronald  R.  Galfione,  MD 
Steve  Rosenbaum,  MD 
James  V.  Ryan,  MD 

NEPHROLOGY 

Fernando  Raudales,  MD 

NEUROLOGY 

Donald  J.  Russell,  MD 
George  Isaacs,  MD 
Ernesto  Infante,  MD 
Robert  W.  Fayle,  MD 
Simon  J.  Farrow,  MD 

NUCLEAR  MEDICINE 

William  L.  Hinds,  MD 
C.  P Eldridge,  MD 
Joe  B.  Wilson,  MD 
Richard  J.  Frachtman,  MD 

ONCOLOGY 

Lester  L.  Hoaglin,  MD 
J.  Peter  Sullivan,  MD 
Harry  R.  Price,  MD 
Edward  Middleman,  MD 
Martin  Hrgovcic,  MD 
Elizabeth  W.  Rogg,  MD 


PATHOLOGY 

Paul  B.  Radelat,  MD 
Ashok  M.  Balsaver,  MD 

PULMONARY  DISEASE 

Joel  E.  Reed,  MD 
Gene  R.  Lindley,  MD 
Martin  L.  Kaplan,  MD 
Nelson  A.  Fernandez,  MD 

RADIOLOGY 

William  L.  Hinds,  MD 
C.  P.  Eldridge,  MD 
David  D.  Lawrence,  MD 
Charles  A.  Spain,  MD 
Joe  B.  Wilson,  MD 
Howard  J.  Pollock,  MD 
Jeffrey  A.  Klein,  MD 
Richard  J.  Frachtman,  MD 

RHEUMATOLOGY 

John  E.  Norris,  MD 
Carolyn  A.  Smith,  MD 
John  J.  Zieminski,  MD 

ADMINISTRATION 

Robert  B.  Hall, 
Administrator 

Joan  R.  McClung, 
Associate  Administrator 


SCOTT&WHITE 


AIDS 

and  Infectious  Disease  Update 
June  15-18,  1988 

South  Padre  Hilton  Resort 
South  Padre  Island 


For  more  information  or  to  register  contact;  Office  of  Continuing  Medical  Education,  Scott  and  White, 
Temple,  Texas  76508,  (817)  774-4073. 


Texas  A&M  University 
College  of  Medicine 


Timberlawn  Psychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

# ^ V- 

Admissions:  PO.  Box  11288  Dallas, 


• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  Training  Program, 

• Child  Residency  Training  Program 
•JCAH  Approved 

s 75223;  214/381-7181;  1-800426^944 
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Our  temn  includes  you . 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gesaiei;  Houslon,  Texas  77080  ( 713)  462-4000 


Each  month— 
the  most  important 
articles  on  cardiology. . . 


presents 


• selected  from  the  best  of  the  peer- 
reviewed  literature* 

• revised  and  updated  by  the  original  authors 

• edited  for  clarity  and  brevity 

• classified  into  clinical  categories  for 
quick  reference 

• offering  a CME  Self-Study  Quiz  that 
provides  two  credit  hours  in  Category  1 


CARDIOLOGY  BOARD  REVIEW 

Greenwich  Office  Park  3,  Greenwich,  CT  06831 
(203)  629-3550 


ARDIOLOCy 

OARD 

EVIEW 

A lOURNAI.  HORCARDIOt.OOlSTS  AND 
RHV.SKIANXS  fN  INIF.RNAI.  MFOIUNK 
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Effect  of  Medical  versus  Surgical  Therapy  for  Coronary 
Disease  / PHTKR  PKlH’ZZt.  PhD,  ct  al. 

Electrophysiological  Testing  and  Nonsiistaincd  Ventricular 
Tachycardia  / PHTER  R KOWEY.  MD,  et  al. 

Residual  Coronary  Arterj’  Stenosis  after  Thrombolytic 
Therapy  ■ I.OU'Kl  1,  f.  SATLER,  MD,  cr  aJ 

Assessment  of  Aortic  Regurgitation  by  Doppler 
Ultrasound  / PAUl.  A.  GRAYBURN.  MD.'o  al. 

Embolic  Risk  Due  to  Left  Ventricular  Thrombi 
JOHN  R STRATTON.  Ml") 


Hemodynamic  Effects  of  Diltiazem  in  Chronic  Heart 
Failure  / DANIFI.  E.  KULICK,  MD,  « .il. 

Cardiovascular  Reserve  in  Idiopathic  Dilated 
Cardiomyopathy  / RICKY  D LATHAM.  .MD.  ct  al. 

Overview  • Coronary  Angioplasty:  Evolving  Applications 
GEORGE  VV  Vk  I ROVKC,  .MD 


'Journals  reviewed  include:  Circulation,  American  Heart  Journal, 
Journal  of  the  American  College  of  Cardiology,  British  Heart 
Journal,  Chest,  The  American  Journal  of  Cardiology,  The  New 
England  Journal  of  Medicine,  Annals  of  Internal  Medicine, 
American  Journal  of  Medicine,  and  The  Journal  of  the  American 
Medical  Association. 


Before  prescribing,  see  complete  prescribing 
Information  In  SKAF  LAB  CO.  literature  or  PDR. 
The  following  Is  a brief  summary. 
Contraindications:  There  are  no  known  contraindi- 
cations to  the  use  of  Tagamet'. 

Precautions:  While  a weak  antlandrogenic  effect 
has  been  demonstrated  in  animats,  'Tagamet'  has 
been  shown  to  have  no  effect  on  spermatogenesis, 
sperm  count,  motility,  morphology  or  \r\  vitro  fertiliz- 
ing capacity  in  humans. 

In  a 24‘month  toxicity  study  in  rats  at  dose  levels  ap- 
proximately 9 to  56  times  the  recommended  human 
dose,  benign  Leydig  cell  tumors  were  seen.  These 
were  common  in  both  the  treated  and  control 
groups,  and  the  incidence  became  significantly 
higher  only  in  the  aged  rats  receiving  Tagamet '. 

Rare  instances  of  cardiac  arrhythmias  and  hypoten- 
sion have  been  reported  following  the  rapid  admin- 
istration of  Tagamet'  HCI  (brand  of  cimetidine  hy- 
drochloride} Injection  by  intravenous  bolus. 
Symptomatic  response  to  Tagamet'  therapy  does 
not  preclude  the  presence  of  a gastric  malignancy. 
There  have  been  rare  reports  of  transient  healing  of 
gastric  ulcers  despite  subsequently  documented  ma- 
lignancy. 

Reversible  confusional  states  have  been  reported  on 
occasion,  predominantly  in  severely  III  patients, 
Tagamet'  has  been  reported  to  reduce  the  hepatic 
metabolism  of  warfarin-type  anticoagulants,  pheny* 
toin,  propranolol.  Chlordiazepoxide.  diazepam,  lido- 
caine.  theophylline  and  metronidazole.  Clinically  sig- 
nificant e^^ecf5  have  been  reported  with  the 
warfarin  anticoagulants;  therefore,  close  monitor- 
ing of  prothrombin  time  Is  recommended,  and  ad- 
justment of  the  anticoagulant  dose  may  be  neces- 
sary when  Tagamet  ' is  administered  concomitantly. 
Interaction  with  phenytoin,  lidocaine  and  theophyl- 
line has  also  been  reported  to  produce  adverse  clini- 
cal effects. 

However,  a crossover  study  in  healthy  subjects  re- 
ceiving either  Tagamet'  300  mg.  q.i.d.  or  800  mg. 
h.$.  concomitantly  with  a 300  mg,  b.i.d.  dosage  of 
theophylline  (Theo-Dur®,  Key  Pharmaceuticals.  Inc.), 


demonstrated  less  alteration  In  steady-state  theo- 
phylline peak  serum  levels  with  the  800  mg.  h.s.  regi- 
men. particularly  In  subjects  aged  54 years  and  older. 
Data  beyond  ten  days  are  not  available.  (Note:  All 
patients  receiving  theophylline  should  be  monitored 
appropriately,  regardless  of  concomitant  drug  ther- 
apy.) 

Lack  of  experience  to  date  precludes  recommending 
Tagamet'  for  use  In  pregnant  patients,  women  of 
childbearing  potential,  nursing  mothers  or  children 
under  16  unless  anticipated  benefits  outweigh  po- 
tential risks:  generally,  nursing  should  not  be  under- 
taken in  patients  taking  the  drug  since  cimetidine  Is 
secreted  In  human  milk. 

Adverse  Reactions:  Diarrhea,  dizziness,  somno- 
lence. headache,  rash.  Reversible  arthralgia,  myalgia 
and  exacerbation  of  joint  symptoms  In  patients  with 
preexisting  arthritis  have  been  reported.  Reversible 
confusional  states  (e.g.,  mental  confusion,  agitation, 
psychosis,  depression,  anxiety,  hallucinations,  disori- 
entation), predominantly  In  severely  ill  patients, 
have  been  reported.  Gynecomastia  and  reversible 
impotence  In  patients  with  pathological  hypersecre- 
tory disorders  receiving  Tagamet',  particularly  In 
high  doses,  for  at  least  12  months,  have  been  re- 
ported. Reversible  alopecia  has  been  reported  very 
rarely.  Decreased  white  blood  cell  counts  in 
Tagamet -treated  patients  (approximately  I per 
100,000  patients),  including  agranulocytosis  (ap- 
proximately 3 per  million  patients),  have  been  re- 
ported, including  a few  reports  of  recurrence  on  re- 
challenge. Most  of  these  reports  were  in  patients 
who  had  serious  concomitant  illnesses  and  received 
drugs  and/or  treatment  known  to  produce  neutrope- 
nia. Thrombocytopenia  (approximately  3 per  million 
patients)  and  a few  cases  of  aplastic  anemia  have 
also  been  reported.  Increased  serum  transaminase 
and  creatinine,  as  well  as  rare  cases  of  fever,  intersti- 
tial nephritis,  urinary  retention,  pancreatitis  and  al- 
lergic reactions,  including  hypersensitivity  vascu- 
litis, have  been  reported.  Reversible  adverse  hepatic 
effects,  cholestatic  or  mixed  cholestatic- 
hepatocellular  in  nature,  have  been  reported  rarely. 
Because  of  the  predominance  of  cholestatic  features, 
severe  parenchymal  injury  is  considered  highly  un- 


likely. A single  case  of  biopsy-proven  periportal 
hepatic  fibrosis  In  a patient  receiving  Tagamet  has 
been  reported. 

How  Supplied:  Tablets:  200  mg.  tablets  in  bottles 
of  100:  300  mg.  tablets  In  bottles  of  100  and  Single 
Unit  Packages  of  100  (intended  for  Institutional  use 
only):  400  mg.  tablets  In  bottles  of  60  and  Single 
Unit  Packages  of  100  (Intended  for  Institutional  use 
only),  and  800  mg.  Tlltab*  tablets  in  bottles  of  30 
and  Single  Unit  Packages  of  100  (Intended  for  insti- 
tutional use  only). 

Liquid:  300  mg./5  ml..  In  8 fl.  oz.  (237  ml.)  amber 
glass  bottles  and  in  single-dose  units  (300  mg./5  ml.). 
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filled disposable  syringes. 
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packages  of  4 units.  No  preservative  has  been 
added. 

ADD’Vantage'^*  Vials:  300  mg. 12  mi.  in  single-dose, 
ADD-Vantage^  Vials,  in  packages  of  25. 

Exposure  of  the  premixed  product  to  excessive  heat 
should  be  avoided.  It  is  recommended  the  product  be 
stored  at  controlled  room  temperature.  Brief  expo- 
sure up  to  40  ®C  does  not  adversely  affect  the  pre- 
mixed product. 

Tagamet ' HCI  (brand  of  cimetidine  hydrochloride)  In- 
jection premixed  in  single-dose  plastic  containers  is 
manufactured  for  SK&F  Lab  Co.  by  Travenol  Labora- 
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* ADD-Vantage'^is  a trademark  of  Abbott  Laboratories. 
BRS-TG:L73B  Date  of  issuance  Apr.  i987 

SK&F  LAB  CO. 

Odra,  P.R.  00639 
©SK&F Lab  Co.,  1988 


peptic  ulcer: 

RELIEF 

REASSURANCE 

REWARD 


You  7/  both  feel  good  about  it. 


We  need 
someone 

with  the 
confidence 
ofasu^eon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  Jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 

Ext.  93. 

Peace  Corps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 

EDUCATION 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z. 5.  dose' 

^ First-week  improvement  in  somatic  symptoms' 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

_ Protect  Your  Prescribing  Decision: 

Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References:  1.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley.  N|.  2.  Feighner  VP, 
et  ah  Psychopharmacology  67  .■  217-225, Mar22, 1979. 


Limbitrol*® 

Hanquilizer— Antidepressant 

Before  prescribing,  please  consuit  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g..  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dmg.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  severd  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  an’hythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  prurims.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abaipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Titblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Idblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tbl-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A s’,  dose* 

^ First- week  reduction  in  somatic  symptoms^ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produrt  information  inside  back  cover. 
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Editorials 


Childhood  acute  leukemia  as  a 
prototype  of  curable  cancer 

The  year  1988  is  a landmark  year  for  everyone  interested  in 
cancer  treatment  and  research.  It  is  the  40th  anniversary  of  the 
report  by  Dr  Sidney  Farber  and  his  colleagues  at  Children’s 
Hospital  in  Boston  documenting  the  first  chemotherapy- 
induced  complete  remissions  in  children  with  acute  leukemia 
( 1 ).  At  last  there  seemed  to  be  hope  for  a disease  which 
had  previously  been  uniformly  fatal  within  weeks  to  several 
months.  The  drug  used  by  Dr  Farber  and  his  associates  was 
aminopterin,  an  analog  of  folic  acid  which  appeared  to  an- 
tagonize this  vitamin’s  important  effects  on  DNA  synthesis.  The 
report  in  1948  by  the  Boston  workers  that  drugs  could  destroy 
cancer  cells  was  actually  preceded  by  observations  of  astute 
military  physicians  in  World  War  I and  clinical  researchers  dur- 
ing World  War  11  that  mustard  compounds  caused  severe  in- 
jury to  bone  marrow  and  lymphoid  tissues.  These  discoveries 
were  the  first  in  a series  of  advances  over  the  next  several  de- 
cades which  led  to  our  current  ability  to  cure  the  majority  of 
children  with  acute  lymphoblastic  leukemia. 

Acute  lymphoblastic  leukemia  fortunately  remains  an  un- 
common disease,  with  approximately  200  newly  diagnosed 
cases  among  children  in  Texas  each  year.  Yet,  it  remains  the 
most  common  form  of  childhood  cancer,  and  it  is  worth  re- 
membering that  cancer  remains  the  second  most  common 
cause  of  death  (after  accidents)  between  the  ages  of  1 and  15 
years  in  Texas  and  throughout  the  nation.  Although  leukemia 
and  other  childhood  cancers  are  far  less  common  than  lung, 
colon,  and  breast  cancers  affecting  many  thousands  of  adult 
Texans,  the  lessons  learned  from  the  careful  study  of  leukemia 
have  been  and  remain  highly  relevant  to  the  greater  under- 
standing of  these  more  common  malignancies.  Many  of  the 
therapeutic  advances  that  have  been  made  in  the  diagnosis  and 
management  of  common  adult  malignancies  (contrary  to  some 
recent  well-publicized  pessimistic  observations,  advances  are 
being  made)  have  directly  resulted  from  research  discoveries 
in  childhood  cancer.  Examples  of  such  developments  include 
the  discovery  of  effective  new  chemotherapeutic  agents,  the 
use  of  combination  chemotherapy  aimed  to  eradicate  every 
malignant  cell,  the  multidisciplinary  treatment  approach  (ie, 
use  of  surgery,  radiation,  and  chemotherapy),  and  the  use  of 
new  and  often  sophisticated  drugs  and  devices  to  assist  with 
supportive  care  (eg,  improved  antibiotics,  indwelling  central 
catheters,  and  implantable  infusion  devices).  In  each  of  these 
areas,  the  initial  pilot  research  studies  took  place  in  children 
with  leukemia. 

Although  the  cure  rate  in  childhood  leukemia  is  now  over 
50% , the  dark  side  of  the  story  is  that  more  than  one  third  of 
affected  patients  still  develop  relapses  and  eventually  succumb 
to  their  disease.  Unfortunately,  the  overall  cure  rate  in  leuke- 
mia (and  most  other  chOdhood  cancers)  has  not  advanced 
greatly  since  the  late  1970s.  Also,  the  “quality”  of  our  leukemia 
cures  is  often  suboptimal,  in  view  of  the  late  effects  (second 
malignancies,  growth  retardation,  learning  disabilities,  etc) 


seen  in  all  too  many  of  our  survivors.  Therefore,  new  research 
is  needed  just  as  much  now  as  it  was  in  Dr  Farber’s  time. 

Progress  in  therapeutic  research  is  exceedingly  slow,  and 
there  are  many  stumbling  blocks.  This  is  very  frustrating  to 
physicians  and  the  general  public  alike.  The  lay  public  often 
does  not  understand  the  very  nature  of  biomedical  research — 
that  it  occurs  slowly  and  ploddingly  over  a period  of  many 
years,  is  extremely  expensive  (with  personnel  costs  rather 
than  supplies  and  equipment  representing  the  greatest  ex- 
pense), and  that  many  individuals,  rather  than  a single  brilliant 
investigator,  contribute  to  the  eventual  success.  For  example, 
development  of  a new  anti-cancer  drug  may  take  as  long  as  10 
to  1 5 years  from  the  time  that  the  drug  is  synthesized  until 
there  is  clear  demonstration  in  carefully  controlled  clinical 
trials  that  it  is  effective.  Unfortunately,  this  process  is  usually 
much  too  slow  for  an  individual  patient  with  cancer  (who  has 
little  time  to  lose)  to  benefit  from  a promising  new  drug  in  the 
initial  stages  of  testing.  A “dramatic  breakthrough”  is  generally 
more  a public  relations  phrase  than  an  accurate  reflection  of  a 
scientific  advance. 

There  are  many  reasons  for  the  slow  progress  of  research  in 
the  development  of  new  cancer  treatments.  Clinical  trials  re- 
quire detailed  protocols,  approval  by  federal  regulatory  agen- 
cies and  institutional  review  boards,  written  informed  consent 
by  study  subjects,  and  prolonged  periods  of  data  collection 
and  analysis.  This  latter  point  is  extremely  important.  In  cer- 
tain types  of  childhood  cancer — childhood  acute  leukemia 
being  one  of  them — therapeutic  researchers  are  a “victim  of 
their  own  success.”  When  survival  was  measured  in  weeks  or 
months  (as  in  Dr  Farber’s  time),  it  took  few  patients  and  little 
time  to  determine  whether  a new  drug  was  effective.  Now, 

95%  of  children  enter  a complete  remission,  and  in  most  pa- 
tients (even  those  ultimately  destined  to  relapse)  the  remis- 
sion lasts  several  years  or  longer.  Therefore,  many  hundreds 
of  patients  and  nearly  a decade  are  required  to  determine 
whether  a new  drug  combination  is  really  more  effective  than 
that  existing  previously.  The  only  means  by  which  further  re- 
search advances  can  occur  is  to  include  all  or  nearly  all  eligible 
patients  on  carefully  controlled  multi-institutional  scientific 
trials.  Two  groups  supported  by  the  National  Cancer  Insti- 
tute— the  Pediatric  Oncology  Group  and  the  Children’s  Can- 
cer Study  Group — exist  for  this  purpose.  Nearly  all  children  in 
Texas  diagnosed  with  cancer  are  treated  with  one  of  these 
groups’  therapeutic  research  protocols  under  the  direction  of  7 

cancer  specialists  at  a university-based  or  university-affiliated  

center.  It  is  difficult  indeed  to  deliver  state-of-the-art  treatment 
to  a child  with  cancer  without  simultaneously  including  the 
patient  on  one  or  another  of  these  carefully  conducted  thera- 
peutic trials. 

Many  individuals  have  expressed  dismay  that  so  few  totally 
new  and  effective  anti-cancer  drugs  have  been  developed  dur- 
ing the  past  decade.  However,  such  pessimism  is  unwarranted. 
Currently  existing  drugs  clearly  have  an  established  track 
record  in  eradicating  cancer,  and  the  potential  to  cure  nearly 
all  malignant  disease  probably  exists  using  agents  available 
presently.  We  must  only  gain  a better  understanding  of  the 
proper  dose,  schedule,  route  of  delivery,  and  ideal  combina- 
tion with  other  effective  agents.  For  example,  although  Dr 
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Farber  first  reported  use  of  aminopterin  40  years  ago,  we  still 
do  not  know  the  best  way  to  use  methotrexate,  the  anti-folate, 
anti-cancer  agent  in  current  use.  During  the  past  few  years,  ex- 
citing new  information  about  methotrexate  has  evolved,  so 
that  we  can  indeed  consider  it  ( and  many  other  currently 
existing  agents)  a “new”  anti-cancer  drug  in  need  of  further 
development  and  testing  in  the  years  ahead. 

We  have  come  a long  way  since  the  1940s  in  our  ability  to 
deal  with  cancer,  but  a great  deal  more  needs  to  be  done. 
These  further  advances,  however,  will  take  a great  deal  of  pa- 
tience, financial  support,  and  perseverance  on  the  part  of 
patients,  primary  physicians,  and  cancer  researchers  alike. 

GEORGE  R.  BUCHANAN,  MD 

BARTON  A.  KAMEN,  MD,  PhD 

Division  of  Hematology-Oricology,  Children’s  Medical  Center  of  Dallas,  Depart- 
ment of  Pediatrics,  The  University  of  Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235. 
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For  additional  resources  on  this  topic,  see  the  MORE  ON  THE  SUB- 
JECTS department  in  this  issue. 


Trends  in  street  drug  use 

During  the  years  1984  through  1987,  patients  admitted  to  the 
Dallas  Veteran’s  Medical  Center  Drug  Treatment  Program  had 
urine  surveillance  and  testing  for  cocaine,  marijuana,  opiates, 
and  amphetamines.  The  numbers  of  positive  tests  indicate 
trends  in  street  drug  use. 

The  following  table  shows  the  numbers  of  positive  test  re- 
sults for  these  drugs  in  each  year: 


Marijuana 

Cocaine 

Morphine/Opiates 

Amphetamines 

1984 

122 

47 

32 

6 

1985 

140 

75 

48 

6 

1986 

142 

147 

69 

14 

1987 

87 

126 

37 

22 

Trends  during  the  four-year  period  indicate  a shift  from  mari- 
juana to  cocaine.  Both  drugs  are  smoked.  Cocaine  is  also  in- 
jected intravenously.  Opiate  use  has  been  stable.  There  has 
been  an  increase  in  use  of  amphetamines,  although  the  total 
numbers  of  amphetamine  positives  are  small. 

Urine  testing  provides  objective  data  about  street  drug  use. 
Histories  are  often  unreliable  so  laboratory  data  is  helpful. 

HORACE  A.  DeFORD,  MD 
PO  Box  29588,  Dallas,  TX  75229. 
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TMA  INACTION 


Recoupment  suit  progresses 
throu^  legal  system 

At  press  time,  Texas  Medical  Associa- 
tion’s lawsuit  against  the  US  Department 
of  Health  and  Human  Services  (HHS)  and 
Blue  Cross  and  Blue  Shield  of  Texas 
( BC/BS ) was  progressing  through  the 
legal  system  as  attorneys  anticipated  a 
trial  date  and  a ruling  on  a motion  to  cer- 
tify the  suit  as  a class  action.  TMA  and  20 
other  plaintiffs  took  legal  action  when 
the  department,  through  the  Health  Care 
Financing  Administration,  and  BC/BS,  the 
Medicare  carrier  in  Texas,  undertook  re- 
coupment of  S 1 4 million  for  alleged 
“overpayments”  to  physicians  and  Medi- 
care beneficiaries. 

In  response  to  TMA’s  motion,  US  Dis- 
trict Judge  James  R.  Nowlin  approved  a 
schedule  of  deadlines  for  discovery  and 
trial  preparation  that  culminates  with  a 
pretrial  conference  of  the  attorneys  for 
the  plaintiffs  and  the  defendants  and  the 
judge  by  Nov  1,  1988.  At  that  time,  a trial 
date  will  be  set. 

If  US  Magistrate  Stephen  H.  Capell  cer- 
tifies the  case  as  a class  action,  all  physi- 
cians and  patients  subject  to  recoupment 
will  become  plaintiffs  in  the  case.  The 
original  plaintiffs  in  the  suit  are  the  Texas 
Medical  Association,  Texas  Ophthal- 
mological  Association,  Texas  Academy  of 
Family  Physicians,  Texas  Society  of  Inter- 
nal Medicine,  Travis  County  Medical  So- 
ciety, 1 1 physicians,  one  medical  clinic, 
and  four  patients. 

In  support  of  the  motion  for  class  ac- 
tion certification,  plaintiffs’  attorneys  pre- 
sented written  testimony  from  Health 
Care  Financing  Administration  Region  VI 
Administrator  Jerry  Sconce  and  BC/BS 
Medical  Director  Rogers  Coleman,  MD, 
both  of  Dallas.  The  testimony  supported 
the  assertions  that  the  case  represents 
common  questions  of  law  and  the  final 
judgement  should  be  extended  to  all 
affected  parties. 

The  events  leading  to  the  lawsuit 
began  when  HHS  instructed  HCFA  to 
change  its  coding  procedures  in  1985. 
BC/BS  based  payment  to  physicians  and 
beneficiaries  on  fee  schedules,  rather 
than  physician  fee  profiles,  an  option  the 


carrier  legally  held.  BC/BS  followed  this 
procedure  for  nine  months,  during  which 
time  numerous  physicians  noticed  in- 
creased payment  levels  for  certain  codes. 
Physicians  who  informed  the  carrier  of 
the  discrepancy  were  told  that  the  pay- 
ment levels  were  correct.  However,  in 
August  1987,  HCFA  instructed  BC/BS  to 
collect,  or  recoup,  “overpayments”  of 
$14  million,  $11  million  of  which  was 
paid  to  5,000  physicians.  In  October 
1987,  Judge  Nowlin  granted  a prelimi- 
nary injunction  to  halt  the  recoupment. 
The  injunction  remains  in  effect  until 
there  is  a trial  on  the  merits. 

TMA’s  general  counsel  reports,  “The 
plaintiffs  continue  to  incur  litigation  ex- 
penses resulting  directly  from  the  ag- 
gressive, uncooperative  approach  of  the 
HHS  and  the  carrier’s  attorneys.  Motions 
and  briefs  by  the  defendants  to  ( 1 ) dis- 
miss the  case,  (2 ) quash  TMA’s  sub- 
poenas for  documents  and  witnesses, 

( 3 ) appeal  the  case  to  the  Fifth  Circuit 
Court  of  Appeals,  and  ( 4 ) delay  discov- 
ery' ( access  to  relevant  information ) are 
delaying  efforts  to  get  the  case  ready  for 
trial.” 


Program  helps  physicians 
prevent  cancer  in  Texas 

ITie  Physician  Oncology’  Education  Pro- 
gram ( POEP ) of  the  Texas  Medical  Asso- 
ciation aims  to  make  every  physician’s 
office  a cancer  prevention  and  detection 
center.  Toward  that  end  the  POEP  offers 
speakers,  funding,  and  materials  to  in- 
crease cancer  awareness  among  primary 
care  physicians, 

Ehe  .speakers  bureau  responds  to  re- 
quests from  county'  medical  societies,  os- 
teopathic societies,  specialty'  societies, 
and  hospital  staffs.  Contracts  ranging 
from  $2,500  to  $5,000  are  available  to 
fund  new  cancer  education  programs  for 
primary'  care  physicians.  Smaller  stipends 
are  available  to  incorporate  cancer  infor- 
mation into  existing  programs.  ITie  POEP 
al.so  provides  materials  on  planning  edu- 
cational programs  and  putting  cancer 
prevention  and  screening  knowledge 
into  practice  in  physicians’  offices. 

ITie  POEP  .sponsors  meetings  through- 
out the  state  to  provide  information  on 
the  program  and  its  re.sources,  encourage 
a dialogue  between  the  POEP  repre.sen- 


tatives  and  community'  physicians  on  the 
needs  of  the  area,  and  explore  how  the 
POEP  can  assist  area  projects  initiated  by 
community'  physicians  and  hospitals. 

Eurther  information  on  the  program  is 
available  from  Catherine  Edwards,  PhD, 
Texas  Medical  Association,  1801  N Lamar 
Blvd,  Au.stin,  TX  78701,  phone  (512) 
477—6704,  extension  255. 


TMA  names  winners 
of  media  competition 

Thirteen  Texas  writers  and  broadcasters 
have  been  selected  as  winners  in  Texas 
Medical  Association’s  3 1 st  annual  Anson 
Jones  Award  competition,  a statewide 
event  that  honors  excellence  in  commu- 
nicating health  and  medical  information 
to  the  public.  Fourteen  others  will  re- 
ceive citations  of  merit.  The  winners  will 
receive  certificates  and  checks  for  $500 
during  ceremonies  in  conjunction  with 
TMA’s  Annual  Session,  May  12-15  in  San 
Antonio.  County'  medical  societies  will 
award  the  citation  of  merit  certificates 
locally. 

Winners  in  the  four  newspaper  catego- 
ries are  The  Dallas  Morning  News  re- 
porters Rita  Rubin  and  Olive  Talley;  Ruth 
SoRelle  and  Mary’  C.  Bounds,  Houston 
Chronicle,  Kim  Phelan,  Amarillo  Globe- 
Neivs,  Leigh  Hopper,  The  Brazosport 
Facts,  Clute;  and  Donnie  A.  Lucas,  The  Al- 
bany News. 

Winners  in  the  two  magazine  catego- 
ries are  Angela  Smith,  Classroom 
Teacher,  Texas  Classroom  Teachers  Asso- 
ciation, and  Emily  Yoffe,  Texas  Monthly. 

Broadca.st  winners  include  Ken  Baker, 
KZEW  Radio,  Dallas;  Ken  Eilert,  KWED 
Radio,  Seguin;  Angela  Vierv  ille,  KSAT-TV, 
San  Antonio;  and  Mary’  Alice  Salinas, 
enable  Channel  5,  Laredo. 

Receiving  citations  of  merit  in  print 
categories  are  Tom  Siegfried,  The  Dallas 
Morning  News,  Stan  Jones,  Fort  Worth 
Star  Telegram,  The  Daily  Texan,  Tlie 
L'niversity'  of  Texas  at  Austin;  Jim  Good- 
son,  Athens  Daily  Review,  Lamesa  Press- 
Reporter,  Bland  Crowder,  Food  & Service 
Magazine,  Texas  Restaurant  Association; 
and  l.uticia  Condcr,  Texas  Monthly. 

Citations  of  merit  in  the  broadcast 
categories  go  to  Jan  Nunley,  KERA  Radio, 
Dallas;  Keith  R.  Iwig,  KTTX/KSHl-EM  Ra- 
dio, Brenham;  Christi  Myers,  KTRK-TV', 
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THE  THING 
SPEAKS 
FOR  ITSELF 


Why  do  physicians  enroll  in  the  Texas  Medical  Association 
Insurance  Program? 

We  surveyed  those  who  enrolled  in  1987  and  received  the 
following  response; 

11%  . . . “It  was  part  of  my  working 

agreement  with  my  associates.” 

5%  . . . “An  insurance  agent  urged  me  to 
enroll.” 

62%  . . . “My  comparison  of  TMA  rates  and 
benefits  with  other  offerings  favored 
the  TMA  Plans.” 

22%  . . . “None  of  the  above,  it  was  merely 
my  decision.” 


For  brochure  and  enrollment  form, 

CALL  1-800-252-9318 

Texas  Medical 
Association 

INSURANCE  PROGRAM 

1901  N.  LAMAR  BLVD.,  AUSTIN,  TX  78705 
underwritten  by 

PRUCO  LIFE  INSURANCE  COMPANY  OF  TEXAS 
a subsidiary  of  The  Prudential 
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Houston;  Judy  Maggio,  KVIIE-TV,  Austin; 
Karin  McCay,  KCBD-TV,  Lubbock;  Ben 
Trevino,  KRGV-TV,  Weslaco;  and  Susan 
Robinson,  KTAB-TV,  Abilene. 

In  addition,  an  Honorary  Anson  Jones 
Award  was  accorded  Garth  Jones  in  rec- 
ognition of  his  many  years  as  head  of  the 
Associated  Press,  Austin  Bureau;  as  a fre- 
quent judge  and  advisor  for  the  Anson 
Jones  Award;  and  as  a respected  jour- 
nalist and  friend  of  medicine. 


PSAs  promote  positive  image 
for  physicians  in  Texas 

More  than  60  television  stations  through- 
out the  state  have  received  Texas  Medi- 
cal Association’s  public  service  an- 
nouncements (PSAs)  reinforcing  the 
message  that  physicians  are  in  medicine 
because  they  want  to  help  people.  Fol- 
lowing the  theme,  “Physicians  are  help- 
ers, and  the  doctors  of  Texas  want  you 
healthy,”  the  videotaped  messages  are  a 
continuation  of  TMA’s  successful  “Health- 
break”  series  on  the  image  of  physicians, 
which  began  in  April  1986. 

In  the  latest  announcements,  five  phy- 
sicians deliver  brief  messages  on  dififerent 
health  topics:  Frederick  Buckwold,  MD, 
San  Antonio,  discusses  AIDS;  Dixie 
Melillo,  MD,  Pasadena,  cancer;  David  Van- 
derpool,  MD,  Dallas,  patient  advocacy; 

Jim  Bob  Brame,  MD,  Fldorado,  organ  do- 
nation; and  Leonard  Riggs,  MD,  Dallas, 
motorcycle  and  all-terrain-vehicle  safety. 

According  to  Lisa  Stark  Walsh,  acting 
director  of  TMA’s  Communication  De- 
partment, “The  impetus  for  the  PSA  se- 
ries was  a 1985  Texas  public  opinion  poll 
that  indicated  patients  were  beginning  to 
question  a physician’s  motivation  for  en- 
tering medicine,  and  that  perhaps  money 
and  prestige  were  seen  as  more  signifi- 
cant factors  than  helping  people.” 

The  announcements  were  produced  in 
conjunction  with  TMA’s  Council  on 
Communication,  chaired  by  Johnnie  J. 
Jerome,  MD,  Garland.  Other  council 
members  are:  Joel  Farl  Reed,  MD,  Hous- 
ton; Joseph  A.  O’Neill,  MD,  San  Antonio; 
Julian  Kitay,  MD,  Galveston;  Clark  C. 
Hampe,  MD,  Tyler;  Michael  A.  Ozer,  MD, 
San  Antonio;  Mary  D.  Bublis,  MD,  Plain- 
view;  Dixie  Melillo,  MD,  Pasadena; 
Thomas  S.  McHorse,  MD,  Austin;  Vincent 
Sherman,  student  representative,  Gal- 


veston; Cristin  Dickerson,  alternate  stu- 
dent representative,  Houston;  and  Mrs 
C.  Bruce  Malone,  Auxiliary  represen- 
tative, Austin. 


Mrs  Afflerbach  retires 
from  TMA  Memorial  Library 

Betty  Afflerbach,  director  of  TMA’s  Me- 
morial Library,  has  retired  after  18  years 
with  the  association. 

Mrs  Afflerbach  was  hired  as  a reference 
librarian  in  1969.  She  has  a master’s  de- 
gree in  library  science  from  Our  Lady  of 
the  Lake  University  in  San  Antonio,  and 
served  as  library  director  for  1 2 years. 

Susan  Brock  became  library  director 
April  1. 


HEMTH  LINE 


Program  funded  to  study 
Rett  syndrome  in  Texas 

A five-year  program  to  study  Rett  syn- 
drome in  Texas  has  been  funded  by  the 
National  Institute  of  Child  Health  and  De- 
velopment, National  Institutes  of  Health. 
Researchers  from  the  Department  of  Pe- 
diatrics at  Baylor  College  of  Medicine  are 
conducting  the  program;  one  of  their 
projects  is  to  develop  and  maintain  the 
Texas  Rett  Syndrome  Registry. 

Rett  syndrome,  first  described  in  1 965 
by  Dr  Andreas  Rett  of  Vienna,  is  a neu- 
rological disorder  that,  to  date,  has  oc- 
curred only  in  girls.  Although  the  cause 
of  the  syndrome  is  not  known,  knowl- 
edge about  the  syndrome  is  increasing  at 
a rapid  pace.  Studies  have  found  the 
prevalence  of  Rett  syndrome  to  be  from 
1 : 1 2,000  to  1 : 1 5,000  live  female  births. 

There  are  no  biological  markers  for 
Rett  syndrome.  Because  a test  for  diag- 
nosis has  not  been  developed,  diagnosis 
depends  upon  documentation  of  a child’s 
early  growth  and  development,  and  con- 
tinuing evaluation  of  medical  history  and 
physical  and  neurological  status.  Devel- 
opment is  normal  up  to  about  6-18 
months  of  age.  A period  of  stagnation  or 
regression  follows,  during  which  the 
child  loses  purposeful  use  of  the  hands. 


replacing  it  with  repetitive  hand  move- 
ments, which  become  constant.  Intellec- 
tual development  is  severely  delayed, 
and  many  children  are  misdiagnosed  as 
autistic  or  cerebral  palsied. 

The  purpose  of  the  Texas  Rett  Syn- 
drome Registry  is  to  describe  the  epi- 
demiology of  the  syndrome  in  the  de- 
fined population  of  Texas.  The  ethnic  and 
geographic  diversity  of  Texas  will  help 
describe  more  fully  the  occurrence  of 
the  syndrome.  In  order  to  generate  accu- 
rate prevalence  proportions  and  in- 
cidence rates  of  the  syndrome,  it  is 
important  that  every  case  of  Rett  syn- 
drome (newly  diagnosed  and  previously 
diagnosed ) in  Texas  be  identified. 

Active  surveillance  of  cases  will  be 
maintained  at  the  registry  offices  in  Hous- 
ton. Identified  children  with  the  syn- 
drome will  be  able  to  participate  in  other 
components  of  the  program — the  ge- 
netic, developmental,  clinical,  and  drug 
studies.  Confidentiality  of  identified  cases 
is  assured;  parents  will  not  be  contacted 
without  their  consent. 

Healthcare  professionals  who  know  of 
a case  of  Rett  syndrome  in  Texas  should 
contact  Claudia  A.  Kozinetz,  PhD,  MPH, 
or  Thomas  McIntosh  Jones,  MD,  6550 
Fannin  St,  Suite  920,  Houston,  TX  77030, 
phone  (713)  799—6460. 


American  Liver  Foundation  offers 
patient  information  materials 


Educational  materials  useful  in  explaining 
liver  diseases  to  patients  and  family  mem- 
bers are  available  from  the  American 
Liver  Foundation. 

The  foundation  points  out  that  under 
the  stress  of  hearing  the  diagnosis  of  a se- 
rious and  unfamiliar  illness,  patients  often  11 

find  it  difficult  to  understand  the  facts  

they  are  given.  Even  what  is  understood 
in  the  doctor’s  office  may  be  difficult  to 
recall  accurately  at  home.  The  patient 
can  refer  to  printed  materials  when  he  or 
she  is  calmer  and  better  able  to  concen- 
trate. Printed  materials  also  assist  in  con- 
veying accurate  information  to  relatives 
and  friends. 

Brochures  available  from  the  founda- 
tion include:  Biliary  Atresia,  Cirrhosis — 

Many  Causes,  Diet  and  Your  Liver,  I’m 
Your  Liver,  Your  Liver  Lets  You  Live, 

Facts  on  Liver  Transplantation,  Gallstones 
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Visit  Our  Display 

at  the 

TMA  Annual  Meeting 


San  Antonio 
May  12-14 


SPECIAL  RATES  FOR  TMA  MEMBERS 

Mazda  626  LX 

$237.00 

Acura  Legend,  5 Speed 

$376.00 

Honda  Accord  LX,  5 Speed 

239.00 

Cadillac  Sedan  Deville 

398.00 

Chevrolet  Beretta  GT 

239.00 

Corvette 

449.00 

OldsmobileCutlass  Supreme 

258.00 

Mercedes  Benz  190E 

449.00 

Nissan  Maxima,  5 Speed 

298.00 

BMW  325  Convertible 

469.00 

Oldsmobile  98/Buick  Electra 

349.00 

Mercedes  Benz  420  SEl 

849.00 

Plus  tax,  title  and  license.  Prices  subject  to  change  due  to  manufacturers  price  increase  and  interest  rate  fluctuations. 

Custom  Lease  Quotes  on  all  Domestic  or  Import  Cars  or  Trucks 

Call  Larry  Albright  at  1-800-654-1288  TOLL  FREE 


APPLE  LEASllNG 

725  LAMAR  BLVD.  E.  • ARLINGTON,  TX  76011  • 461-3232  Metro 

Leawtg  Owi  BiMuim,  Oun  Only  3Muiml 


and  Other  Gallbladder  Disorders,  Hemo- 
chromatosis— Not  So  Rare,  Liver  Dis- 
ease— A Problem  for  the  (^hild?.  Myths  of 
Alcohol  and  the  Liver,  and  Viral  Hepatitis, 
Everybody’s  Problem? 

Information  sheets  are  available  on: 
Alagille  syndrome,  alpha, -antitrypsin  defi- 
ciency, cancer  of  the  liver,  chronic  active 
hepatitis,  cystic  disease  of  the  liver,  drug- 
induced  liver  injury,  fatty  liver,  galac- 
tosemia, Gilbert’s  syndrome,  glycogen 
storage  disease,  hepatitis  B vaccine,  neo- 
natal hepatitis,  porphyria,  primary  biliary 
cirrhosis,  sarcoidosis,  sclerosing  cho- 
langitis, and  Wilson’s  disease. 

Physicians  may  request  a free  sample 
of  the  materials  from  the  American  Liver 
Foundation,  Cedar  Grove,  NJ  07009, 
phone  (201 ) 857-2626. 

Meflical  Student  Section  sponsors 
organ  donor  awareness  program 

Increasing  public  awareness  about  the 
importance  of  organ  donation  was  this 
year’s  social  issue  project  for  TMA’s 
Medical  Student  Section.  The  project  was 
organized  by  a task  force  representing  all 
seven  MSS  chapters;  Felise  Zollman,  Bay- 
lor College  of  Medicine,  chaired  the  task 
force. 

Highly  successful  “Organ  Donor 
Awareness  Weeks”  were  conducted  in 
November  in  Bryan/College  Station, 
Houston,  Lubbock,  and  San  Antonio.  In 
February,  the  MSS  chapter  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School  distributed  organ  donor  literature 
at  the  Dallas  County  Health  Fair,  and  the 
chapter  at  The  University  of  Texas  Medi- 
cal Branch  at  Galveston  participated  in 
their  local  health  fair. 

Mayoral  proclamations,  radio/TV  news 
coverage,  informational  television  medi- 
cal spots  on  organ  donation,  and  news- 
paper articles  resulted  from  the  efforts  of 
the  task  force  and  chapter  members. 

In  December,  the  Texas  delegation  to 
the  AMA-MSS  presented  the  results  of  the 
I project  to  the  general  assembly;  they  also 
I distributed  packets  containing  copies  of 
I all  the  printed  materials  used  at  health 
fairs  around  the  state  and  information 
about  the  organization  of  the  project. 

The  presentation  increased  support 
for  organ  donor  awareness  as  a future 
project  of  the  AMA-MSS. 
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NIH  issues  free  reports 
on  several  medical  conditions 

Three  new  consensus  development  state- 
ments may  be  obtained  from  the  National 
Institutes  of  Health  (Nil! ).  The  state- 
ments are  on  the  management  of  clini- 
cally localized  prostate  cancer,  differ- 
ential diagnosis  of  dementing  diseases, 
and  neurofibromatosis. 

The  reports  were  prepared  by  panels 
of  experts  that  considered  scientific 
evidence  presented  at  Consensus  De- 
velopment Conferences  at  NIH.  Each  re- 
port contains  recommendations  and 
conclusions. 

At  NIH,  consensus  conferences  bring 
together  researchers,  practicing  physi- 
cians, representatives  of  public  interest 
groups,  consumers,  and  others  to  carry 
out  scientific  assessments  of  drugs,  de- 
vices, and  procedures  in  an  effort  to 
evaluate  their  safety  and  effectiveness. 

Free,  single  copies  of  each  consensus 
statement  are  available  from  Michael  J. 
Bernstein,  Office  of  Medical  Applications 
of  Research,  National  Institutes  of  Health, 
Building  1,  Room  216,  Bethesda,  MD 
20892, 


SOCIOECONOMIC  NEWS 


President  asks  physicians 
to  become  advisors  for  TMF 

Texas  Medical  Association  President 
David  Vanderpool,  MD,  encourages  quali- 
fied physicians  to  become  physician  ad- 
visors for  the  Texas  Medical  Foundation, 
the  contracting  organization  that  is  re- 
sponsible for  reviewing  the  care  pro- 
vided to  Medicare  beneficiaries  in  Texas. 
His  action  follows  approval  by  the  TMA 
House  of  Delegates  of  a recommenda- 
tion, “That  TMA  solicit  county  medical 
societies  to  submit  names  of  physicians 
in  their  area  willing  to  participate  in  the 
PRO  review  process.”  The  delegates  ap- 
proved the  recommendation  during  their 
meeting  in  November  1987. 

Physician  advisors’  duties  include  re- 
viewing records,  making  decisions  about 
appropriateness  of  principal  diagnoses, 
and  arbitrating  in  disagreements  between 


attending  physicians  and  hospitals  about 
continued  hospitalization.  The  advisors 
also  provide  the  nurse  review  coordi- 
nator with  a review  decision  and  the 
rationale  for  the  decision;  provide  educa- 
tional assistance  to  members  of  their 
own  hospital  staff  by  being  a resource 
person  and  continuing  educator,  espe- 
cially in  matters  of  medical  peer  review; 
attend  problem-solving  and  training  ses- 
sions of  physician  advisors;  and  perform 
review  in  hospitals  other  than  where  pri- 
mary privileges  are  held. 

To  be  eligible  to  serve  as  a physician 
advisor,  the  individual  must  be  licensed 
to  practice  medicine  in  Texas;  engaged  in 
an  active  medical  practice;  hold  active 
staff  privileges  in  a licensed  hospital  in 
Texas;  be  interested  in  the  provision  of 
high  quality,  ethical,  cost  efficient  medi- 
cal services;  and  a member  of  the  Texas 
Medical  Foundation. 

Other  desirable  qualifications  include 
experience  or  current  membership  on  a 
hospital  utilization  review  committee, 
skill  at  one-to-one  physician  communica- 
tion, willingness  to  make  a decision  on 
medical  necessity  based  on  his  or  her 
own  medical  judgment,  and  flexibility  in 
hours  of  availability  and  ability  to  travel 
in  his  or  her  local  area. 

Dr  Vanderpool  has  asked  county  medi- 
cal society  presidents  to  recommend 
physician  advisors  to  the  association 
office  in  Austin,  He  told  the  presidents, 
“As  many  of  you  are  aware,  the  TMA, 
working  through  its  Physician  Advocacy 
Committee  and  the  TMA-TMF  Liaison 
Committee  (composed  of  Advocacy  Com- 
mittee members  and  TMF  represen- 
tatives ) has  been  working  with  the  Texas 
Medical  Foundation  to  improve  its  PRO 
review  system.  As  a result  of  many 
changes  and  improvements  during  the 
past  year,  we  believe  the  system  has  been 
much  improved.  However,  a great  deal  of 
work  remains  in  order  to  assure  a high 
quality  PRO  peer  review  mechanism  in 
the  state  of  Texas  ....  A high  quality 
peer  review  program  needs  the  participa- 
tion of  practicing  Texas  physicians  as 
physician  advisors.  Involving  practicing 
physicians  in  the  review  process  will 
help  to  assure  a proper  focus  on  quality 
and  assure  that  improvements  will  occur 
in  the  PRO  review  process  as  they  are 
recognized  as  being  needed.” 
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Crisis  in  black  and  whita 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


<3^ 

CP 

resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Richard  B.  Ross,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Suite  346 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
512  GPM  Life  Building 
San  Antonio,  TX  78216,  (512)  344-5901 


JCAHO  to  require  disclosure 
of  legal,  disciplinary  actions 

The  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  (JCAHO)  has 
announced  a new  standard  that  require 
physicians  seeking  medical  staff  member- 
ship or  renewal  of  clinical  privileges  to 
disclose  any  disciplinary  actions  that  may 
have  been  taken  against  them,  as  well  as 
any  adverse  judgments  or  settlements  in 
medical  njalpractice  actions.  The  stan- 
dard takes  effect  Jan  1,  1989,  along  with 
a requirement  that  hospital  medical  staffs 
participate  in  the  clinical  aspects  of  risk 
management  activities. 

According  to  a statement  from  the 
JCAHO,  information  to  be  provided  in 
physicians’  applications  for  staff  member- 
ship or  clinical  privileges  must  include 
pending  challenges  to  and/or  loss  of  any 
licensure  or  registration,  as  well  as  volun- 
tary or  involuntary  termination  of  medi- 
cal staff  membership  or  loss  or  reduction 
of  privileges  at  another  hospital.  Report- 
ing adverse  final  judgments  or  settle- 
ments in  malpractice  actions  to  the 
hospital  is  a minimum  requirement.  Any 
additional  requirements  for  disclosure  of 
further  information  regarding  a practi- 
tioner’s involvement  in  litigation  must  be 
specified  in  the  hospital’s  medical  staff 
bylaws. 

Albert  F.  Hendler,  MD,  chairman  of 
TMA’s  Hospital  Medical  Staff  Section  and 
vice  chairman  of  the  American  Medical 
Association  Hospital  Medical  Staff  Sec- 
tion, responding  to  the  requirement,  em- 
phasized, “We  need  to  balance  the 
benefits  of  knowing  about  charges  with 
some  degree  of  consideration  for  the 
physician  who  might  be  on  the  edge  of 
medical  science  and  a bigger  target  for 
lawsuits.  We’re  hoping  that  in  the  imple- 
mentation of  this  standard,  the  joint  com- 
mission will  maintain  a balanced  concern 
for  the  physician  who  might  be  sued 
unjustly.” 

I The  requirement  that  medical  staffs 
I participate  in  the  clinical  aspects  of  risk 
I management  activities  mandates  that 
I medical  staffs  become  involved  in  devel- 
|l  oping  criteria  for  identifying  specific 
i:  cases  with  potential  risk  in  clinical  as- 
Ij  pects  of  care;  correcting  problems  in 
I'  clinical  care  uncovered  by  risk  manage- 
ji  ment  activities;  and  designing  programs 

I 


to  reduce  risk  in  the  clinical  areas  of  pa- 
tient care  and  safety. 

Dr  Hendler  noted,  “Risk  management 
certainly  is  important  and  should  be 
undertaken  with  enormous  energy  by 
every  department  in  the  hospital.”  How- 
ever, he  expressed  concern  about  hospi- 
tals that  might  undertake  clinical  risk 
management  that  reflects  “the  pure  defi- 
nition of  the  term.”  Following  that  defini- 
tion, a hospital  would  take  every  measure 
to  limit  its  exposure  to  risk  of  losing 
money.  Dr  Hendler  said.  In  such  a cli- 
mate, “the  best  thing  for  hospitals  would 
be  to  treat  only  colds  and  minor  ill- 
nesses.” He  added,  “At  the  national  level, 
there  is  a concern  that  this  requirement 
will  be  misused  to  control  the  practice  of 
medicine  in  a manner  that  is  not  bene- 
ficial to  the  patient.” 

CHAMPUS  requires  certificate 
of  necessity  for  abortions 

Physicians  who  perform  abortions  on  pa- 
tients who  are  covered  by  the  Civilian 
Health  and  Medical  Program  of  the  Uni- 
formed Services  (CHAMPUS)  must  cer- 
tify' in  writing  that  the  abortion  was 
induced  because  the  patient’s  life  would 
have  been  endangered  if  the  fetus  had 
been  carried  to  term. 


The  certification  from  the  attending 
physician  is  required  before  the  CHAM- 
PUS claims  processors  will  share  the  cost 
of  medical  services  and  supplies  related 
to  the  abortion.  In  the  certification,  the 
physician  must  specify  the  life-threaten- 
ing condition  that  makes  the  abortion 
necessary.  The  conditions  that  may  be 
covered  include:  certain  malignancies, 
such  as  leukemia  and  breast  cancer; 
kidney  failure;  congestive  heart  failure; 
severe  heart  disease;  uncontrolled  diabe- 
tes; and  several  others. 

CHAMPUS  for  several  years  has  been 
prohibited  by  law  from  paying  for  abor- 
tions except  where  the  life  of  the  mother 
would  be  endangered  if  the  pregnancy 
were  continued. 


CAPITAL  COMMENTS 


Legislative  committee  studies 
post-secondary  education 

At  press  time,  the  Texas  Legislature’s  Spe- 
cial Committee  on  Post  Secondary  Medi- 
cal, Dental,  and  Allied  Health  Education 
had  expected  to  complete  public  hear- 
ings on  medical  education  at  the  state’s 


“I'm  sorry  you  didn’t  expect  a 'lady  doctor.'  Mr  Thorndyke  Perhaps  you'll  be  relieved  to  learn  that  1 don’t 
believe  the  way  to  a man’s  heart  is  through  his  stomach  ’’ 
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seven  medical  schools  during  April.  The 
committee’s  study  was  to  continue  with 
investigations  of  dental,  nursing,  and  al- 
lied health  education. 

During  the  committee’s  hearing  in 
Temple,  James  Rohack,  MD,  College  Sta- 
tion, presented  information  on  TMA  ac- 
tivities related  to  gathering  data  on 
graduate  medical  education  and  physi- 
cian manpower,  the  geographic  distri- 
bution of  physicians,  and  demographic 
information  on  physicians.  Dr  Rohack 
is  chairman  of  TMA’s  Committee  on 
Manpower. 

In  Houston,  Sam  Nixon,  MD,  repre- 
sented TMA  and  discussed  the  Texas 
State  Rural  Medical  Education  Board.  Dr 
Nixon  explained  that  the  board  was  es- 
tablished to  provide  loans  to  medical  stu- 
dents as  incentives  to  practice  medicine 
in  rural  and  underserved  areas  in  the 
state.  Practicing  physicians  could  repay 
their  loans  by  service  in  a rural  or  under- 
served area  at  an  established  percentage 
of  payback  for  each  year  practiced.  Not- 
ing that  the  Texas  Legislature  withdrew 
funding  for  the  board  in  1986,  Dr  Nixon 
urged  the  Special  Committee  to  support 
renewed  funding.  He  also  discussed  spe- 
cial needs  for  physicians  in  long-term 
care  facilities. 

House  Concurrent  Resolution  107 
created  the  Special  Committee  on  Post- 
Secondary  Medical,  Dental  and  Allied 
Health  Education.  The  committee’s  study 
must  include,  but  is  not  limited  to: 

( 1 ) the  most  effective  system  of  gover- 
nance of  these  institutions,  ( 2 ) the  role 
and  mission  statements  of  each  institu- 
tion, ( 3 ) long-term  manpower  needs  for 
physicians  and  other  health  professionals 
in  Texas,  ( 4 ) the  role  of  research  in 
health  related  institutions,  ( 5 ) the  role  of 
medical  and  dental  institutions  in  the  de- 
livery of  health  care  for  Texas  residents, 
and  (6)  a cost-effective  method  for  fund- 
ing health-related  education.  Their  report 
is  to  be  completed  by  Oct  1 , 1 988. 

'Hie  members  of  the  Special  Commit- 
tee are  Jamie  H.  Clements,  chairman, 
general  counsel,  Scott  and  White  Medical 
Center,  Temple;  Sen  Cyndi  Krier  (R-San 
Antonio );  Sen  Carl  Parker  ( D-Port  Ar- 
thur); Rep  Wilhelmina  Delco  (D-Austin); 
Rep  Cliff  Johnson  (D-Palestine);  Maxie 
Davie,  Texas-New  Mexico  Power  Com- 
pany, Fort  Worth;  William  Levin,  MD,  The 
University  of  Texas  Medical  Branch,  Gal- 


veston; Charles  Sprague,  MD,  Southwest- 
ern Medical  Foundation,  Dallas;  Lou 
Waters,  Browning-Ferris  Industries,  Inc, 
Houston;  and  Greg  Hooser,  executive  di- 
rector, Austin. 

"Hie  Special  Committee’s  Medical  Ad- 
visory' Committee  members  are:  Charles 
Mullins,  MD,  chairman,  executive  vice 
chancellor  for  health  affairs,  The  Univer- 
sity of  Texas  System,  Austin;  Bobby  Al- 
ford, MD,  vice  president  and  dean, 
academic  and  clinical  affairs,  Baylor  Col- 
lege of  Medicine,  Houston;  Frank  Bryant, 
MD,  chairman,  Texas  Board  of  Health, 

San  Antonio;  Ted  Forsy'the,  MD,  Lubbock; 
Bernard  Mittemeyer,  MD,  executive  vice 
president,  Texas  Tech  Health  Sciences 
Center,  Lubbock;  Dave  Morehead,  MD, 
associate  dean,  Texas  A&M  College  of 
Medicine,  Scott  & White  Clinic,  Temple; 
Joaquin  Cigarroa,  MD,  Laredo;  and  Eu- 
gene Zachary,  DO,  vice  president  for  aca- 
demic affairs  and  dean,  Texas  College  of 
Osteopathic  Medicine, 


NEWSMAKERS 


RODY  COX,  MD,  has  been  chosen  as  the 
new  dean  of  The  University  of  Texas 
Southwestern  Medical  School.  Dr  Cox,  a 
geneticist,  researcher,  and  clinician,  as- 
sumed duties  at  Southwestern  on  May  1 . 
Previously  he  was  professor  and  vice 
chairman  of  the  Department  of  Medicine 
at  Case  Western  Reserve  University  and 
chief  of  medical  services  at  the  Cleveland 
Veterans  Administration  Medical  Center. 

The  first  Gibson  D.  Lewis  Award  for  Ex- 
cellence in  Cancer  Control  was  pre- 
sented to  CHARLES  A.  LeMAISTRE,  MD, 
Houston.  'Hie  award,  named  for  the 
speaker  of  the  Texas  House  of  Represen- 
tatives, was  given  by  the  Texas  Cancer 
Council.  Dr  LeMaistre,  president  of  'Hie 
University  of  Texas  M.D.  Anderson  Hospi- 
tal and  Tumor  Institute,  was  recognized 
for  outstanding  contributions  in  the  fight 
against  cancer  in  Texas. 

'Hiree  Texas  physicians  are  among  the 
members  of  a steering  committee  to 
develop  a Texas  Office  for  Prevention  of 
Developmental  Disabilities.  Chosen  by 


Lieutenant  Governor  William  P.  Hobby 
and  Speaker  of  the  House  Gibson  D. 

Lewis  are  EDWARD  R.B.  McCABE,  MD, 
PhD,  Houston,  SAM  A.  NIXON,  MD, 
Houston,  and  WAL'TER  P.  PETER,  JR,  MD, 
Austin.  Dr  McCabe  is  assistant  professor 
in  the  Institute  of  Molecular  Genetics 
and  Department  of  Pediatrics  at  Baylor 
College  of  Medicine;  Dr  Nixon  is  director 
of  'Hie  University  of  Texas  Health  Science 
Center  at  Houston;  and  Dr  Peter  is  chief 
of  the  Texas  Bureau  of  Maternal  and 
Child  Health. 

SAM  A.  NIXON,  MD,  Houston,  was  pre- 
sented the  John  P.  McGovern  Award  at 
the  1 2th  annual  convention  of  the  Texas 
School  Health  Association  (TSHA)  in  Gal- 
veston. 'Hie  award  honors  individuals 
outside  the  TSHA  and  recognizes  out- 
standing contributions  and  distinguished 
service  in  the  field  of  school  health.  Dr 
Nixon  was  recognized  for  his  commit- 
ment to  the  role  of  education  in  prevent- 
ing sexually  transmitted  diseases. 

CHARLES  Y.C.  PAK,  MD,  Dallas,  received 
the  United  States  Health  Service  Award 
for  Exceptional  Achievement  in  Orphan 
Products  Development.  Dr  Pak,  chief  of 
mineral  metabolism  at  'Hie  University  of 
Texas  Southwestern  Medical  Center,  has 
been  responsible  for  developing  a num- 
ber of  drugs  for  preventing  the  recur- 
rence of  kidney  stones. 

RICHARD  S.  RUIZ,  MD,  Houston,  was  se- 
lected by  the  American  Academy  of  Oph- 
thalmology to  serve  on  its  1988  Academy 
Board  of  Directors.  Dr  Ruiz  is  founder 
and  director  of  the  Hermann  Eye  Center. 

DRE’W  D.  WILLIAMS,  MD,  Baytown,  was 
elected  president  of  the  Texas  State 
Board  of  Medical  Examiners.  Other  offi- 
cers elected  were  ARTHUR  M.  JANSA, 
MD,  Houston,  vice  president,  and  JAMES 
W.  LIVELY,  DO,  Corpus  Christi,  secretary/ 
treasurer. 


Texas  Medicine 


Texas  Medical  Association 
121st  Annual  Session 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 
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. . .like  the  more  than  one  million  patients  who  have 
received  INDERALf  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 


Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 


INDERAL*  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg.  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  beta-adrenergic  receptor-blocking 
agent  possessing  no  other  autonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  for  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL.  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60.  80.  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  the  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  lor  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranoloi.  resulting  from  the  slower 
rate  of  absorption  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect,  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicated  in  the  management  of 
hypertension:  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  Is  Indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hypertrophic 
subaortic  stenosis,  especially  tor  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradient  which  is  exacerbated  by  beta-receptor  stimulation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma:  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE:  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure.  If  necessary,  they  can  be  used  with  close  follow-up  in  patients  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  lead  to  cardiac  failure.  Therefore,  at  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually.  If  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarction,  following  abrupt  discontinuance  of  iNDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  Interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  11  usually  is  advisable  to  reinstItute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized.  It  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occult  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  Indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  It  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agents,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 


THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefore, 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyroid- 
ism, including  thyroid  storm.  Propranoloi  may  change  thyroid  function  tests,  increasing  T4  and 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reported  in 
which,  after  propranoloi,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demand 
pacemaker.  In  one  case  this  resulted  after  an  Initial  dose  of  5 mg  propranolol. 

PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  In  patients  with  impaired 
hepatic  or  renal  function.  INDERAL  (propranolol  HCI)  Is  not  Indicated  for  the  treatment  of  hyperten- 
sive emergencies. 

Beta-adrenoreceptor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  be  told 
that  INDERAL  may  interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return  of 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  In  patients  with  severe  heart  disease, 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  reser- 
pine  should  be  closely  observed  if  INDERAL  (propranolol  HCI)  Is  administered.  The  added 
catecholamine-biocking  action  may  produce  an  excessive  reduction  of  resting  sympathetic 
nervous  activity  which  may  result  In  hypotension,  marked  bradycardia,  vertigo,  syncopal  attacks, 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calcium- 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocardial 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  use  of  a 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  In  patients  with 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  In  Increased  plasma  levels  of 
both  drugs. 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol. 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantly  with 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasing 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS.  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animals 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  in  both 
rats  and  mice,  employing  doses  up  to  150  mg/kg  day,  there  was  no  evidence  of  significant  drug-in- 
duced toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reproduc- 
tive studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  in  animal 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose.  ; 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  used 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  when 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  In  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  rarely 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia:  congestive  heart  failure:  intensification  of  AV  block;  hypotension; 
paresthesia  of  hands:  thrombocytopenic  purpura;  arterial  Insufficiency,  usually  of  the  Raynaud  type. 

Central  Nervous  System:  Light-headedness:  mental  depression  manifested  by  insomnia,  iassitude, 
weakness,  fatigue:  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hallu- 
cinations: vivid  dreams:  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  and 
place,  short-term  memory  loss,  emotional  lability,  siightly  clouded  sensorium,  and  decreased  perfor- 
mance on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  dreams 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constipa- 
tion, mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  and 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematoiogic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia.  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  Impotence,  and 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  skin, 
serous  membranes  and  conjunctivae  reported  for  a beta  blocker  (practolol)  have  not  been  associated 
with  propranolol. 

DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in  a 
sustained-release  capsule  for  administration  once  daily.  If  patients  are  switch^  from  INDERAL 
Tablets  to  INDERAL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect  is 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAL' 
INDERAL  LA  has  different  kinetics  and  produces  lower  blood  levels.  RetItratlon  may  be  necessary, 
especially  to  maintain  effectiveness  at  the  end  of  the  24-hour  dosing  interval.  1 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  Initial  dosage  is  80  mg  INDERAL  LA 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  increased  to  120  mg  once 
daily  or  higher  until  adequate  blood  pressure  control  is  achieved.  The  usual  maintenance  dosage  is 
120  to  160  mg  once  daily.  In  some  instances  a dosage  of  640  mg  may  be  required.  The  time  needed  for 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  several 
weeks.  I 

ANGINA  PECTORIS— Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  daily, 
dosage  should  be  gradually  increased  at  three-  to  seven-day  intervals  until  optimal  response  Is 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dosage 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320  mg 
per  day  have  not  been  established.  1 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (see 
WARNINGS).  I 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  Is  80  mg  INDERAL  LA  once  daily. 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  increased  gradually  to 
achieve  optimal  migraine  prophyiaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  six 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  be 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS- 80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOS  AGE — At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited  to 
permit  adequate  directions  for  use. 

*The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 


Reference: 

1.  Data  on  file,  Ayerst  Laboratories. 
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Living  in  the  city 
is  lonely  enough... 
with  herpes  it’s  like 
solitary  confinement 
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Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  w(!re 
totally  preventfid  for  4 to  6 months  in  up  to 
7r//(  oC patients.) 
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ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 
recurrences. 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
-—month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  with  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  tmique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional  ' 
impact  of  the  disease,  should 
be  considered  when  selecting 
daily  therapy  with  ZOVIRAX 
CAPSULES. 

Please  see  brief  summary  of 
prescribing  information  on  next  page. 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acyclovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  tne  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement.  These  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unioue  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient’s 
needs.  Thus  Zovirax  Capsules  are  not  ^propriate  in 
treating  all  genital  herpes  infections.  Tne  following 
guidelines  may  be  useful  in  weighing  the  benefit/ 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primary  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture)  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups. 
The  promptness  of  initiation  of  therapy  and/'or  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovirax. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  (6  or  more 
episodes  per  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  9591  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75%  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy;  the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heircs  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a remmen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affected 
patients.  Unanswered  questions  concerning  the 
human  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  'This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromist'd  patients  with  recurrent 
herpt's  infections  can  lx-  treated  with  either  int*>r- 
mittent  or  chronic  suppressive  therapy.  Clinically 
significant  resi.stince,  although  rare,  is  more  likely 
to  tx>  seen  with  prolonged  or  repeaUxl  therapy  in 
severely  immunocompromised  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation. 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  ingestion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  dosage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  'ITiere  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
tumors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained. 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day  s.c.).  At  50  mg/kg/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg/kg/day  s.c..  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg/kg/day 
and  25  mg/kg/day  s.c.  The  intravenous  administra- 
tion of  100  mg/kg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg'kg/ 
day  m rabbits,  there  were  no  drug-related  reproduc- 
tive elfects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  6 months,  respec- 
tively, cau.sed  testicular  atrophy.  Testicular  atrophy 
was  persistent  through  the  4-week  posUlo.se  recovery 
pha.se  after  320  mg/kg/day;  .some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  cau.sed  a.sperma- 
togenesis.  Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Category  C.  Acyclovir  was  not  teratogenic  in  the 
mouse  (450  mg/kg/day,  p.o  ),  rat  (50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  'There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  dunng  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS  — Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  'The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis (1),  muscle  cramps  (2),  pars  planitis  (1 ), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  bair  loss  (1 ),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capfeule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  drug, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
<10  ml/min/1.73/m^. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  pnnted  with 
“Wellcome  ZOVIRAX  200"  - Bottles  of  100 
(NDC-0081-0991-551  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  Ib^-OO'C  (59  '-86°F)  and  protect  from  light. 

*ln  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 

Burroughs  Wellcome  Co.,  Research  Triangle  Park,  North  Carolina  27709 
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Myth: 

AU  alcoholics 
are  drunks. 

Reality: 

Alcoholism  is  a disease  that  is  not  re- 
stricted to  any  particular  social  class,  economic 
status  or  profession.  In  fact,  you  may  be  sur- 
prised to  learn  that  some  health  professionals 
have  a dependency  problem.  What  happens 
when  the  professionals  who  care  for  others 
need  help  tnemselves? 

At  Timberlawn  Psychiatric  Hospital,  a 
special  program  exists  to  help  health  profes- 
sionals overcome  substance  abuse  prcmlems. 
A range  of  treatment  options,  individual  and 
group  therapy  programs,  and  other  recoveiy- 
oriented  services  are  all  geared  toward  the 
unique  needs  of  the  health  professional.  An 
individualized  evaluation  leads  to  selection  of 
the  most  appropriate  treatment  program, 
which  is  further  enhanced  by  specialized  after- 
care and  monitoring  services.  Treatment  team 
members  include  Board  Certified  psychia- 
trists, clinical  psychologists,  psychiatric  social 
workers  and  suDstance  abuse  counselor  me- 
dalists with  certification  in  their  field.  The 
Twelve  Step  Programs  are  emphasized 
throughout  tne  recovery  process. 

At  Timberlawn,  we  understand  the 
unique  challenges  faced  by  health  profession- 
als today.  Effective  treatment  is  available. 


TIMBERIAWN 

PSYCHIATRIC  HOSPITAL 


A COMPREHENSIVE  CENTER  FOR 
TREATMENT,  EDUCATION  AND  RESEARCH 
4600  Samuell  Blvd.  • P.O.  Box  11288 
Dallas,  Texas  75223 
(214)  381-7181  • 1-800-426-4944 

Dispelling  the  Myths  of  Mental  Illness. 


What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology,  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


I, 


AHHERIOIN 
^O^NCER 
fSOOETY® 


Professional  Education  Dept. 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703) 648-8900 


Texas  Medicii 


For  urinary  tract  infection 


Illustration  of 
Bactrim  power 
in  urinary  tract 
infection 


• Penetrates 

* Concentrates 

* Overpowers 

• Persists 


Bactrim  penetrates  all  tissues'  to  overpower  most  common  susceptible 
uropathogens  including  E.  coli,  Klebsiella  species,  Enterobacter  species, 
Morganella  morganii,  Proteus  (In  vitro)  year  after  year.*  B.i.d.  dosing, 
easy  transition  from  IV  to  oral,  and  economy  help  keep  successful  ther- 
apy within  your  power.  Especially  when  you  remember  to  protect  your 
prescribing  decision  by  specifying  D.A.W. 

Please  note  that  in  vitro  data  may  not  correlate  with  clinical  experience. 
Bactrim  is  contraindicated  in  infants  less  than  two  months  of  age,  in 
pregnancy  at  term,  during  lactation,  and  in  documented  megaloblastic 
anemia  due  to  folate  deficiency.  Maintain  adequate  fluid  intake. 


II 


Specify  uiibeMAi 

Bactrim  DS 

(160  mg  trimethoprim  and  800  mg  sulfamethoxazole/Roche) 


Copyright  © 1988  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 

Please  see  references  and  summary  of 
aroduct  information  on  following  page. 


Specify  “Dispense  as  Written,"  “Do  Not  Substitute,"  or  "Brand 
Necessary"  according  to  your  state  regulations. 


References:  1.  Rubin  RH,  Swartz  MN:  N EnglJ  Med  302:426-432,  Aug  21,  1980.  2.  BAC-DATA  Medical 
Information  Systems.  Inc. , Volume  1, 1986 


Bactrinr 

(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which  follows: 
CONTRAINDICATIONS:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  documented  megaloblastic 
anemia  due  to  folate  deficiency;  pregnancy  at  term  and  during  the  nursing  period;  infants  less  than  two 
months  of  age 

WARNINGS:  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES.  ALTHOUGH 
RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING  STEVENS-JOHNSON  SYNDROME, 
TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS.  AGRANULOCYTOSIS,  APLASTIC 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

BACTRIM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVERSE  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  arthralgia,  cough,  shortness  of 
breath,  pallor,  purpura  or  jaundice,  may  be  early  indications  of  serious  reactions,  in  rare  instances  a skin 
rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson  syndrome,  toxic  epidermal 
necrolysis,  hepatic  necrosis  or  serious  blood  disorder  Perform  complete  blood  counts  frequently 
BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS.  Clinical  stud- 
ies show  that  patients  with  group  A 8-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  Incidence 
of  bacterlologic  failure  when  treated  with  Bactnm  than  with  penicillin 

PRECAUTIONS:  General:  Give  with  caution  to  patients  with  impaired  renal  or  hepatic  function,  possible 
folate  deficiency  {e  g . elderly.  chronic«alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  states)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphate  dehy- 
drogenase deficient  individuals,  hemolysis  may  occur,  frequently  dose-related. 

Use  m the  Elderly  May  be  increased  risk  of  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  e g . impaired  kidney  and/or  liver  function,  concomitant  use  of  other  drugs.  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  or  a specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly.  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  of  throm- 
bocytopenia with  purpura  reported  Make  appropriate  dosage  adjustments  for  patients  with  impaired  kidney 
function  (see  DOSAGE  AND  ADMINISTRATION) 

Use  in  the  Treatment  of  Pneumocystis  Carinii  Pneumonia  in  Patients  with  Acquired  Immunodeficiency  Syn- 
drome (AIDS):  AIDS  patients  may  not  tolerate  or  respond  to  Bactrim  in  same  manner  as  non -AIDS  patients 
Incidence  of  side  effects,  particularly  rash,  fever,  leukopenia,  elevated  aminotransferase  (transaminase) 
values,  with  Bactrim  in  AIDS  patients  treated  for  Pneumocystis  carinii  pneumonia  reported  to  be  greatly 
increased  compared  with  incidence  normally  associated  with  Bactrim  in  non-AIDS  patients. 

Information  tor  Patients  Instruct  patients  to  maintain  adequate  fluid  intake  to  prevent  crystalluria  and  stone 
formation. 

Laboratory  Tests:  Perform  complete  blood  counts  frequently:  if  a significant  reduction  in  the  count  of  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  for  patients  with  impaired  renal  function 
Drug  Interactions  In  elderly  patients  concurrently  receiving  certain  diuretics,  primarily  thiazides,  an 
increased  incidence  of  thrombocytopenia  with  purpura  has  been  reported,  Bactrim  may  prolong  the 
prothrombin  time  in  patients  who  are  receiving  the  anticoagulant  warfarin.  Keep  this  in  mind  when  Bactnm 
IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time  Bactrim  may  inhibit  the 
hepatic  metabolism  of  phenytoin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  277o  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  tree  methotrexate  concentrations 

Drug/Laboratory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
serum  methotrexate  assay  as  determined  by  the  competitive  binding  protein  technique  (CBPA)  when  a 
bacterial  dihydrofolate  reductase  is  used  as  the  binding  protein  No  interference  occurs  if  methotrexate  is 
measured  by  a radioimmunoassay  (RIA)  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
interfere  with  the  Jaffe  alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 
107o  in  the  range  of  normal  values 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis  Long-term  studies  in  animals  to 
evaluate  carcinogenic  potential  not  conducted  with  Bactnm  Mutagenesis.  Bacterial  mutagenic.studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagenic  m the  Ames  assay  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
sulfamethoxazole  and  trimethoprim  alone  or  in  combination,  concentrations  used  exceeded  blood  levels  of 
these  compounds  following  therapy  with  Bactrim  Observations  of  leukocytes  obtained  from  patients 
treated  with  Bactrim  revealed  no  chromosomal  abnormalities  Impairment  of  hrtility  No  adverse  effects  on 
fertility  or  general  reproductive  performance  observed  in  rats  given  oral  dosages  as  high  as  70  mg/kg/day 
trimethoprim  plus  350  mg/kg/day  sulfamethoxazole 

Pregnancy:  Teratogenic  Effects:  Pregnancy  Category  C.  Trimethoprim  and  sulfamethoxazole  may  interfere 
with  folic  acid  metabolism,  use  durino  pregnancy  only  if  potential  benefit  justifies  potential  risk  to  fetus 
Nonteratogenic  Effects  See  CONTRAINDICATIONS  section 
Nursing  Mothers:  See  CONTRAINDICATIONS  section 

Pediatric  Use  Not  recommended  for  infants  under  two  months  (see  INDICATIONS  and  CONTRAINDICA- 
TIONS sections) 

ADVERSE  REACTIONS:  Most  common  are  gastrointestinal  disturbances  (nausea,  vomiting,  anorexia)  and 
allergic  skin  reactions  (such  as  rash  and  urticaria)  FATALITIES  ASSOCIATED  WITH  THE  ADMINISTRATION 
OF  SULFONAMIDES.  ALTHOUGH  RARE.  HAVE  OCCURRED  DUE  TO  SEVERE  REACTIONS.  INCLUDING 
STEVENS-JOHNSON  SYNDROME,  TOXIC  EPIDERMAL  NECROLYSIS.  FULMINANT  HEPATIC  NECROSIS, 
AGRANULOCYTOSIS.  APLASTIC  ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS  (SEE  WARNINGS  SECTION) 
Hemafo/og/c.  Agranulocytosis,  aplastic  anemia,  thrombocytopenia,  leukopenia,  neutropenia,  hemolytic 
anemia,  megaloblastic  anemia,  hypoprothrombinemia.  methemoglobinemia,  eosinophilia.  Allergic  Reac- 
tions: Stevens-Johnson  syndrome,  toxic  epidermal  necrolysis,  anaphylaxis,  allergic  myocarditis,  erythema 
multiforme,  exfoliative  dermatitis,  angioedema,  drug  fever,  chills,  Henoch-Scnoenlein  purpura,  serum 
sickness-like  syndrome,  generalized  allergic  reactions,  generalized  skin  eruptions,  photosensitivity,  con- 
junctival and  scleral  injection,  pruritus,  urticaria  and  rash  Periarteritis  nodosa  and  systemic  lupus  erythe- 
matosus have  been  reported  Gastrointestinal  Hepatitis  (including  cholestatic  jaundice  and  hepatic 
necrosis),  elevation  of  serum  transaminase  and  bilirubin,  pseudomembranous  enterocolitis,  pancreatitis, 
stomatitis,  glossitis,  nausea,  emesis,  abdominal  pain,  diarrhea,  anorexia  Genitourinary  Renal  failure, 
interstitial  nephritis.  BUN  and  serum  creatinine  elevation,  toxic  nephrosis  with  oliguria  and  anuria,  crystal- 
luria.  Neurologic  Aseptic  meningitis,  convulsions,  peripheral  neuritis,  ataxia,  vertigo,  tinnitus,  headache 
Psychiatric:  Hallucinations . depression . apathy,  nervousness  Endocrine:  Sulfonamides  bear  certain  chem- 
ical similarities  to  some  goitrogens.  diuretics  (acetazolamide  and  the  thiazides)  and  oral  hypoglycemic 
agents,  cross-sensitivity  may  exist  Diuresis  and  hypoglycemia  have  occurred  rarely  in  patients  receiving 
sulfonamides  Respiratory  Pulmonary  infiltrates  Musculoskeletal  Arthralgia,  myalgia  Miscellaneous: 
Weakness,  fatigue,  insomnia 

DOSAGE  AND  ADMINISTRATION:  Not  recommended  tor  use  in  infants  less  than  two  months  of  age. 
URINARY  TRACT  INFECTIONS  AND  SHIGELLOSIS  IN  ADULTS  AND  CHILDREN,  AND  ACUTE  OTITIS  MEDIA 
IN  CHILDREN  Usual  adult  dosage  for  urinary  tract  infections  is  one  DS  tablet,  two  tablets  or  four  teaspoon- 
fuls (20  ml)  b i d for  10  to  14  days  Use  identical  daily  dosage  for  5 days  for  shigellosis  Recommended 
dosage  for  children  with  urinary  tract  infections  or  acute  otitis  media  is  8 mg/kg  trimethoprim  and  40  mg/kg 
sulfamethoxazole  per  24  hours,  in  two  divided  doses  every  12  hours  for  10  days  Use  identical  daily  dosage 
for  5 days  for  shigellosis.  Renal  Impaired:  Creatinine  clearance  above  30  ml/min.  give  usual  dosage; 
15-30  ml/min,  give  one-half  the  usual  regimen,  below  15  ml/min.  use  not  recommended 
ACUTE  EXACERBATIONS  OF  CHRONIC  BRONCHITIS  IN  ADULTS  Usual  adult  dosage  is  one  DS  tablet,  two 
tablets  or  four  teasp  (20ml)b  / d for  14  days 

PNEUMOCYSTIS  CARINII  PNEUMONIA  Recommended  dosage  is  20  mq/kg  trimethoprim  and  100  mg/kg 
sultamethoxazole  per  24  hours  in  equal  doses  every  6 hours  for  14  days  See  complete  product  information 
for  suggested  children’s  dosage  table 

HOW  SUPPLIED:  DS  (double  strength)  Tablets  (160  mg  trimethoprim  and  800  mg  sulfamethoxazole)— 
bottles  of  100,  250  and  500;  Tel-E-Dose'^  packages  of  100;  Prescription  Paks  of  20.  Tablets  (80  mg  tri- 
methoprim and  400  mg  sulfamethoxazole)— bottles  of  100  and  500;  Tel-E-Dose'®  packages  of  100; 
Prescnption  Paks  of  40  Pediatric  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per 
teasp.)— bottles  of  100  ml  and  16  oz  (1  pint)  Suspension  (40  mg  trimethoprim  and  200  mg  sulfamethoxa- 
zole per  teasp  )— bottles  of  16  oz  (1  pint) 

STORE  TABLETS  AT  15"-30°C  (SO^-SB^F)  IN  A DRY  PUCE  PROTECTED  FROM  LIGHT  STORE  SUSPEN- 
SIONS AT  15°-30"C  (59"-86°F)  PROTECTED  FROM  LIGHT 
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YOCON’ 

YOHIMBINE  HCI 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbtne-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Acflon;  Yohimbine  blocks  presynaptic  aipha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (alrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
perfomiance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone . 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B -adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon®  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Gontraindi^ions:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.^  ^ Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.i>3 
Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence.  ^ 1 tablet  (5.4  mg)  3 times  a day.  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  ’/a  tablets 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
Hot*  S^plied:  Oral  tablets  of  Yocon®  1/12  gr.  5.4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Happiness  is  More 
than  Medical  Practice. 


Happiness  is  family  and  loved  ones.  Leisure 
hours  with  friends.  Travel.  Cheering  your  alma 
mater’s  football  team  to  victory.  A burned 
mortgage  on  your  dream  home.  Well-educated 
children.  The  freedom  that  comes  with  finan- 
cial independence.  In  fact,  financial  indepen- 
dence buys  most  of  it. 

Whether  your  life  is  absorbed  in  treating 
patients,  caring  for  a family  or  preparing  for 
an  abundant  and  enjoyable  retirement-or  all 
of  these  at  the  same  time-Kanaly  Trust 
Company  can  help. 

Financial  advisors  to  physicians  and  sur- 
geons, we  specialize  in  the  coordination  of 
personal  and  closely  held  business  finance. 

And  we  do  it  without  sales  commissions  and 
related  conflicts  of  interest.  For  a happy,  enjoy- 
able future,  phone  or  write  today. 


Kanaly  Trust  Company 

Financial  advice  in  your  best  interest. 
4550  Pbst  Oak  Place,  Houston,  Texas  77027,  713/626-9483 
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The  Air  Force  can  make  you  an 
attractive  offer — outstanding 
compensation  plus  opportunities 
for  professional  development. 

You  can  have  a challenging 
practice  and  time  to  spend  with 
your  family  while  you  serve  your 
cpuntry.  Find  out  what  the  Air 
force  offers  clinical  psychologists 
Call 

Dallas  TX  817-640-6469 
Houston  TX  713-661-5711 
San  Antonio  TX  512-341-6802 
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HeRpecm-a: 


herpes  labiolis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

‘‘HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

‘‘HERPECIN-15.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

‘‘Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

‘‘(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-I proven  far  superior.”  DOS,  PA 

‘‘All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  box  812-MD,  FDR  STATION.  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


Information  for  tkuthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permiMion  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  7870 1 . 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Collecting  mone^^ 

M an  ug^ jobjbut  someboc^ 

has  to  do  it. 


Nobody  likes  to  collect  money, 
but  it  can  be  done  well,  with  effici- 
ency and  fairness. 

That's  what  l.C.  System  is  all 
about.  We're  in  business  to  collect 
money  that's  owed  you,  and  we  do  our 
work  with  great  efficiency. 

At  the  same  time,  we  understand 
that  debtors  are  human  beings,  too, 
and  should  be  treated  as  such.  And 
while  we  believe  in  results,  we  also 
believe  there's  no  need  to  alienate 
people,  particularly  those  who  sin- 
cerely want  to  pay. 

It  is  that  very  philosophy 
that  has  been  the  foundation  of  our 
operation  for  almost  fifty  years. 

And,  no  doubt,  it  is  contributory  to 
the  fact  that  our  work  is  endorsed 
by  over  1,200  professional  and  trade 
associations,  including  yours. 

Although  we're  headquartered 
in  St.  Paul,  Minnesota,  we  have 
communication  centers  in  every  state 
of  the  union.  We'll  assign  a local 
l.C.  representative  to  your  account 


who  will  be  supported  by  a full 
range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  specialists. 
We'll  even  provide  initial  training 
on  how  to  use  our  service  for  the 
person  (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  structure 
combines  a very  competitive  com- 
mission rate  with  a retainer  (corporate 
or  standard)  scaled  to  your  needs. 
And  we  guarantee  to  keep  collecting 
for  as  long  as  it  takes  to  recover  at 
least  ten  times  the  amount  of  that 
retainer. 

To  find  out  how  the  l.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  824-9469,  ext.  330. 

In  Minnesota,  call  (612)  483-8201, 
ext.  330.  Or  return  the  coupon. 

® LG  System 

The  System  yWorksT 
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I want  to  recover  the  money  that's  owed  me.  Please  provide  me  with  information 
on  the  l.C.  System  approach. 

Name 

Title 

Firm 

Address 

City State Zip 

Telephone  number 

Mail  to:  l.C.  System,  Inc.,  444  East  Highway  96,  P.O.  Box  64639,  St.  Paul,  Minnesota  55164-0639 
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Olinical  ikhstracts 


Clinical  abstracts  are  selected  from  current  revieu’s  in  100 
internationally  recognized  journals  received  by  tbe  TMA  Me- 
morial Library  each  month. 


Intravenous  immunoglobulin:  new  clinical  applications. 
Russell  W.  Steele,  MD,  A.  Wesley  Burks,  Jr,  MD,  and  Larry  W. 
Williams,  MD.  (American  College  of  Allergists),  Annals  of  Al- 
lergy,  vol  60,  February  1988,  pp  89—94. 

At  the  present  time  there  are  over  30  intravenous  immuno- 
globulin (rVIG)  preparations  under  investigation  for  clinical 
application.  Half  of  these  are  commercially  available  in  Europe 
and  Japan  while  only  three  are  currently  approved  for  use  in 
the  United  States.  Others  should  be  marketed  in  the  near  fu- 
ture. Labelling  indications  for  these  products  include  only  re- 
placement therapy  for  antibody  immunodeficiency  states  and 
treatment  of  acute  and  chronic  idiopathic  thrombocytopenic 
purpura.  Well-designed  controlled  clinical  studies  have  demon- 
strated efficacy  for  the  prevention  or  treatment  of  specific  in- 
fectious diseases  and  some  additional  clinical  experience  has 
supported  its  broader  application  in  the  management  of  other 
infectious  and  autoimmune  processes.  This  review  is  an  at- 
tempt to  critically  evaluate  available  data  as  a guide  to  rational 
use  of  IVIG. 


The  pregnant  woman’s  eye.  Janet  S.  Sunness,  MD.  (Survey  of 
Ophthalmology,  Inc),  Survey  of  Ophthalmology,  vol  32,  no  4, 
pp  219-238. 

The  effects  of  pregnancy  on  the  eye  fall  into  three  categories. 
Nonpathological  physiologic  changes  in  pressures,  corneal 
sensitivity  and  thickness,  and  visual  function  can  occur.  Patho- 
logic conditions  reported  to  develop  during  pregnancy  in- 
clude central  serous  chorioretinopathy,  hypertensive  and 
vascular  disorders,  and  uveal  melanoma.  Pregnancy  also  can 
affect  pre-existing  ocular  conditions,  such  as  diabetic  retinopa- 
thy, tumors,  and  a variety  of  immunological  disorders  and  can 
have  beneficial  effects  on  such  pre-existing  conditions  as 
glaucoma.  This  review  covers  ocular  disorders  in  these  three 
categories,  and  summarizes  the  systemic  changes  of  pregnancy 
and  the  effects  of  ocular  medications  on  the  fetus. 


FamUy  and  genetic  studies  of  affective  disorders.  Mary  C. 
Blehar,  PhD,  Myma  M.  Weissman,  PhD,  and  Elliot  S.  Gershon, 
MD,  et  al.  (American  Medical  Association),  Archives  of  General 
Psychiatry,  vol  45,  March  1988,  pp  289-292. 

This  article  summarizes  discussion,  conclusions,  and  recom- 
mendations of  participants  in  a National  Institute  of  Mental 
Health-sponsored  workshop  dealing  with  major  issues  in  family 
and  genetic  studies  of  affective  disorders.  Key  up-to-date  find- 
ings in  the  field  are  reviewed  with  emphasis  on  areas  of  agree- 
ment. Remaining  controversies  and  problems  are  identified, 
and  a set  of  overall  conclusions  and  recommendations  for  fu- 
ture research  activities  in  the  field  is  presented. 


Shock-wave  lithotripsy  of  gallbladder  stones.  Michael 
Sackmann,  MD,  Michael  Delius,  MD,  and  Tilman  Sauerbruch, 
MD,  et  al.  ( Massachusettes  Medical  Society),  The  New  England 
Journal  of  Medicine,  vol  318,  no  7,  Feb  18,  1988,  pp  393— 

397. 

To  substantiate  the  early  results  of  extracorporeal  shock-wave 
fragmentation  of  gallstones,  the  authors  used  this  nonsurgical 
procedure  to  treat  175  patients  with  radiolucent  gallbladder 
calculi.  Chenodeoxycholic  acid  and  ursodeoxycholic  acid 
were  administered  as  adjuvant  litholytic  therapy.  The  gall- 
stones disintegrated  in  all  patients  except  one  and  completely 
disappeared  in  30%  of  all  patients  within  2 months  after  litho- 
tripsy, in  48%  at  2 to  4 months,  in  63%  at  4 to  8 months,  in 
78%  at  8 to  12  months,  and  in  91%  at  12  to  18  months.  In  pa- 
tients with  solitary  stones  up  to  20  mm  in  diameter,  the  corre- 
sponding values  were  45,  69,  78,  86,  and  95%,  respectively. 
Shock-wave  therapy  had  no  adverse  effects  except  cutaneous 
petechiae  (14%  ) and  transient  gross  hematuria  (3%  ).  One 
third  of  the  patients  had  one  or  more  episodes  of  biliary  coUc 
before  all  the  fragments  disappeared.  Two  patients  had  mild 
pancreatitis,  which  necessitated  endoscopic  sphincterotomy  in 
one.  The  patient  with  insufficient  stone  fragmentation  under- 
went elective  cholecystectomy;  no  additional  operations  were 
necessary.  Extracorporeal  shock-wave  lithotripsy  combined 
with  medical  therapy  for  stone  dissolution  is  a safe  and  effec- 
tive treatment  in  selected  patients  with  radiolucent  gallbladder 
calculi. 


Geriatric  hypertension:  the  growing  use  of  calcium- 
channel  blockers.  Jorge  C.  Busse,  MD,  and  Barry  J.  Materson, 

MD.  (Harcourt  Brace  Jovanovich),  Geriatrics,  vol  43,  no  2, 

February  1988,  pp  51-58. 

The  recognition  of  essential  hypertension  as  a heterogeneous 
entity  mandates  that  therapy  be  individualized  according  to 
the  subset  of  hypertension  that  characterizes  each  patient. 

Choosing  the  most  appropriate  therapeutic  regimen  in  elderly 
hypertensives  is  complicated  by  a greater  susceptibility  to  side 
effects  from  medications,  and  by  concomitant  diseases.  Cal- 
cium-channel blockers  address  the  pathophysiologic  mecha- 
nisms of  generic  hypertension,  thus  providing  clinicians  with 
more  specific  pharmacologic  tools  for  treating  elderly  hyper-  33 

tensives.  In  addition,  these  agents  will  avoid  many  of  the  side  

effects  of  other  antihypertensive  agents  and  can  ameliorate 
certain  concomitant  diseases. 
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No  two  are  exactly  alike. 


Because  body  chemistry 
differs  from  person  to 
person,  we  often  need 
a choice  of  drugs  to 
treat  the  same  illness. 


You’ve  heard  it  said  that  no  two 
snowflakes  are  exactly  alike. 

The  variety  is  endless.  Much 
the  same  Ls  tme  of  the  human 
body. 

Take  the  c'ase  of  two  patients 
suffering  from  hypertension. 
Both  under  the  care  of  the  same 
physician,  who  prescribes  the 
.same  medication  for  each.  One 
patient  responds  to  the  medi- 
cation while  the  other  reports 
unpleasant  side-effects.  Thanks 
to  the  diversity  of  dmgs  avail- 
able to  treat  this  illness,  the  doc- 
tor is  able  to  prescribe  another 
medicine  that  works  without 
the  side  effects. 

To  maintain  the  high  standards 
of  quality  care,  and  because 
some  dmgs  work  better  than 


others  on  different  people,  it  is 
e.ssential  to  have  this  diversity. 

Americ'a’s  research-based  phar- 
maceutic'al  companies  are  com- 
mitted to  providing  a wide 
range  of  dmgs  of  the  highest 
quality  to  serve  the  public 
VCfliy?  Because  the  public  is 
made  up  of  different  people 
requiring  different  treatment — 
even  when  they  suffer  from  the 
same  illness. 
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Mass  screening  for 
breast  cancer:  is  it 
worthwhile? 


Victor  G.  Vogel,  MD, 
MHS,  Assistant  Pro- 
fessor of  Medicine  and 
Epidemiology,  Depart- 
ment of  Medical  On- 
cology, The  University 
of  Texas  System  Cancer 
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Breast  cancer  is  a major  cause  of  morbidity  and 
mortality  among  American  women.  Its  natural 
history  includes  a lengthy,  preclinical  phase  where 
early  detection  and  cure  are  possible.  Screening 
mammography  applied  to  populations  of  women 
at  risk  reduces  breast  cancer  mortality  by  30%, 
and  is  an  accurate,  reliable,  and  safe  method  to 
detect  asymptomatic  breast  cancer.  The  radiation 
risk  from  regular,  life- long  annual  mammo- 
graphic  screening  is  minimal.  Acceptance  by 
physicians  and  patients  has  been  impeded  by  a 
misunderstanding  of  the  indications  for  arui  the 
benefits  of  mammography.  Cost  remains  a major 
deterrent  to  wider  use  of  screening  mammography, 
but  available  data  support  the  need  to  improve 
patient  and  physician  compliance  with  published 
mammography  screening  guidelines. 

KEY  WORDS:  BREAST  NEOPLASMS,  MASS  SCREENING,  PATIENT 
COMPLIANCE,  MAMMOGRAPHY 
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Breast  cancer  remains  an  important  public 
health  problem.  The  American  Cancer  So- 
ciety estimated  that  1 30,000  cases  of  breast 
cancer  were  diagnosed  in  the  United  States  in  1 987 
and  that  there  were  4 1 ,000  deaths  from  the  disease. 
Among  Texas  women,  6,000  new  cases  of  breast 
cancer  were  diagnosed,  and  1 ,900  deaths  occurred. 
Breast  cancer  is  the  most  common  cause  of  cancer 
death  among  women  of  all  ages  combined  ( 1 ). 

The  annual  incidence  of  breast  cancer  varies 
among  racial  groups  and  increases  progressively 
with  age  for  all  women  regardless  of  race.  An  aver- 
age incidence  of  82  to  88  cases  per  100,000  women 
is  seen  among  white  females  in  the  United  States. 
The  rate  among  blacks  is  slightly  lower  at  65  to  74 
per  1 00,000.  Hispanics  have  the  lowest  annual  inci- 
dence of  breast  cancer  among  Texas  women  with 
average  rates  of  40  to  59  per  100,000  (2).  Among 
white  women  25  to  29  years  old,  the  annual  inci- 
dence is  only  8.2  per  100,000  but  increases  to  215 
per  100,000  women  who  are  from  55  to  59  years 
old.  Screening  strategies  for  breast  cancer  are  de- 
signed to  account  for  these  differences  in  incidence 
by  age  among  women  at  risk.  There,  mammography 
is  recommended  only  every  other  year  for  women 
age  40  to  49,  but  every  ye^  for  women  age  50  and 
older. 

Principles  of  early  disease  detection 
When  proposing  population-based  screening  strate- 
gies for  any  disease,  epidemiologists,  public  health 
officials,  and  clinicians  must  keep  in  mind  several 
principles  of  early  disease  detection  (3).  These  are 
summarized  in  Fig  1 , and  this  paper  will  demon- 
strate that  mammographic  screening  for  breast  can- 
cer fulfills  these  criteria. 


Biology  of  breast  cancer 

The  natural  history  of  breast  cancer  remains  some- 
what controversial,  although  many  principles  of 
breast  cancer  biology  are  now  understood  (4).  It  is 
likely  that  there  is  a progression  from  normal  ductal 
epithelium  in  the  breast  to  hyperplasia  and  that  a 
proportion  of  women  with  hyperplasia  develop 
atypical  histopathologic  changes.  Atypical  hyper- 
plasia appears  to  be  the  setting  in  which  transforma- 
tion to  ductal  carcinoma  in  situ  occurs.  As  many  as 
50%  to  70%  of  intraductal  carcinomas  will  progress 
to  invasive  cancer  if  women  with  this  lesion  are  ob- 
served for  an  adequate  length  of  time  without  de- 
finitive treatment  (5).  Extrapolation  from  clinical 
observations  makes  it  apparent  that  there  is  a rela- 
tively long  preclinical  growth  phase  of  breast  can- 
cer during  which  it  cannot  be  detected  by  physical 
examination.  If  the  average  breast  tumor  doubles  in 
size  every  100  to  180  days,  it  would  require  six  to 
seven  years  (or  20  doublings)  to  achieve  a size  of 
1 mm  (6).  While  the  tumor  continues  to  double  in 
size,  it  begins  to  be  detectable  by  radiographic 
means — two  to  three  years  before  it  becomes  pal- 
pable on  physical  examination.  Mammographically 
detected  breast  cancer  discovered  in  this  “pre- 
clinical” stage  has  a high  potential  for  cure,  and 
there  is  little  disagreement  that  acceptable  treat- 
ment exists  for  patients  with  the  disease.  Hence,  cri- 
teria 1—4  in  Fig  1 can  be  met. 

Breast  screening  methods 
Is  there  an  adequate  screening  test  to  detect  pre- 
clinical breast  cancer?  Two  major  systems  are  cur- 
rently available  to  produce  radiographic  images  of 
the  breast.  Most  mammograms  done  today  are  per- 
formed using  a combination  of  high  resolution  ra- 
diographic film  against  a fluorescent  screen  (screen/ 
film  mammogram ).  The  screen  enhances  the  image 
produced  by  the  x-ray  beam  and  results  in  a signifi- 
cant decrease  in  radiation  exposure  to  the  patient. 
Compression  of  the  breast  and  an  imaging  grid  are 
often  utilized  because  compression  provides  a more 
uniform  exposure  with  increased  image  resolution. 
Grids  improve  the  sharpness  of  the  image  by  reduc- 
ing secondary  radiation  scatter. 

Xeroradiography  employs  an  aluminum  plate 
coated  with  selenium  to  form  a semiconductor.  Ra- 
diation reaching  the  plate  through  the  breast  causes 
a discharge  proportional  to  the  number  of  photons 
contacting  the  plate,  and  the  distribution  of  charges 
produces  a latent  image  of  the  breast.  The  advan- 
tage of  xeroradiography  is  edge-enhancement  at  a 
lower  x-ray  dose  (7).  Either  film/screen  mammogra- 
phy or  xeroradiography  can  be  used  for  screening, 
but  many  radiologists  now  prefer  the  film/screen 
technique  due  to  its  lower  radiation  dose,  a lower 
incidence  of  false-positive  readings  (films  inter- 
preted as  showing  cancer  when  the  lesion  is  subse- 
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quently  proved  to  be  benign),  and  the  ability  to  do 
batch  processing. 

The  sensitivity  of  a screening  test  refers  to  its 
ability  to  detect  abnormalities  in  those  with  disease 
(true  positives).  The  sensitivity  of  mammography, 
therefore,  relates  to  its  ability  to  detect  clinically 
occult  cancers.  The  reported  sensitivity  of  screen- 
ing mammography  ranges  from  53%  to  95%  with 
most  radiologists  reporting  sensitivities  of  85%  to 
90%  (8).  The  specificity  of  a screening  test  refers  to 
the  proportion  of  screenees  without  disease  who 
have  a negative  test  result  (true  negatives).  Screen- 
ing mammography  has  very  high  specificity,  usually 
ranging  from  94%  to  98%  in  reported  studies  (8). 

Mammographic  films  showing  no  evidence  of  can- 
cer in  women  subsequently  proven  to  have  the  dis- 
ease are  referred  to  as  false  negative.  One-third  of 
false  negative  mammograms  are  due  to  technical 
factors  such  as  poor  image  quality  or  malpositioning 
of  the  breast  so  that  the  tumor  was  not  projected 
onto  the  mammographic  film.  Another  reason  for 
false  negative  mammograms  is  that  the  tumor  may 
have  the  same  density  as  the  surrounding  breast 
tissue  so  that  it  cannot  be  distinguished  from  the 
normal  breast.  Breast  tissue  in  younger  women  is 
typically  more  radiographically  dense  and  may 
obscure  small  lesions.  Small  lesions  may  also  be 
overlooked  due  to  poor  review  technique  by  the 
radiologist,  but  a systematic  approach  to  reading 
mammographic  films  will  minimize  this  source  of 
error. 

Population-based  evaluation  of  screening 
mammography 

Two  studies  in  the  United  States  have  evaluated  the 
benefit  of  screening  mammography  in  large  num- 
bers of  women.  One  study  conducted  with  mem- 
bers of  the  Health  Insurance  Plan  (HIP)  of  Greater 
New  York  was  the  first  randomized  controlled  trial 
to  evaluate  screening  for  any  site  of  cancer  (9).  This 
trial  randomly  assigned  31,000  women  to  receive 
only  usual  medical  care  without  screening  mam- 
mography. Another  group  of  3 1 ,000  women  re- 
ceived four  annual  screening  mammographic 
examinations.  Five  years  following  study  entry, 
there  was  a 38%  reduction  in  breast  cancer  deaths 
among  the  screened  population  when  compared  to 
controls.  At  ten  years,  there  was  approximately  a 
30%  reduction  in  mortality,  and  a 22%  mortality  re- 
duction persisted  at  14  years  following  study  entry 
(9).  Early  evaluations  suggested  that  the  survival  ad- 
vantage was  available  only  to  those  women  age  50 
or  over  at  study  entry,  but  subsequent  analyses 
showed  a 19%  to  26%  mortality  reduction  among 
women  aged  40  to  49  at  entry  (10). 

The  second  large  study  which  examined  the 
survival  experience  among  women  screened  for 
breast  cancer  was  the  Breast  Cancer  Detection  and 


Demonstration  Project  (BCDDP)  (11).  While  the 
BCDDP  was  not  a randomized  trial,  more  than 
280,000  women  were  followed  for  up  to  11  years  at 
29  centers  across  the  United  States.  Histologically 
confirmed  breast  cancer  was  diagnosed  in  4,240 
women  during  the  years  of  observation  in  the 
project  (12).  Due  to  improvements  in  mam- 
mographic techniques,  30%  of  the  cancers  detected 
in  BCDDP  were  detected  on  mammography  only; 
that  is,  they  were  not  detected  on  physical  examina- 
tion. Only  7%  of  the  detected  cancers  were  found 
by  physical  examination  alone  and  were  missed  by 
mammographic  screening.  Minimal  cancers,  which 
were  defined  as  intraductal,  in  situ,  or  invasive  can- 
cers less  than  1 cm  in  greatest  dimension,  com- 
prised 24%  of  the  screen-detected  cancers  in 
BCDDP.  Of  all  cancers  detected,  more  than  56% 
were  intraductal  or  in  situ,  or  were  less  than  5 cm 
with  negative  axillary  lymph  nodes.  Two  thirds  of 
all  the  women  with  cancers  detected  had  negative 
axillary  lymph  nodes. 

While  BCDDP  had  no  control  group,  survival 
comparisons  can  be  made  to  the  Surveillance,  Epi- 
demiology, and  End  Results  reporting  (SEER)  sur- 
vival rates  published  by  the  National  Cancer  In- 
stitute ( 2 ).  At  eight  years  following  diagnosis, 
survival  for  all  invasive  cancers  detected  in  BCDDP 
was  81%  compared  to  65%  among  invasive  cases  in 
the  SEER  data  set.  Furthermore,  a mortality  benefit 
was  clearly  demonstrated  for  younger  women.  The 
five-year  survival  rate  for  women  under  age  50  at  di- 
agnosis in  BCDDP  was  88%  compared  to  76% 
among  women  in  the  SEER  population.  A similar 


/,  Principles  of  early  disease  detection  applied  to  a screening 
population  Adapted  from  Sharp  and  Keen,  1968  (JJ. 

1.  The  disease  being  sought  with  screening  should  be  an  important 
public  health  problem. 

2.  The  natural  history  of  the  disease  being  sought  should  be 
understood. 

3.  There  should  be  a stage  of  the  disease  during  which  screenees 
are  asymptomatic. 

4.  There  should  be  an  acceptable  treatment  for  cases  detected 
through  screening. 

5.  The  screening  test  must  be  suitable  with  acceptable  sensitivity, 
specificity,  and  positive  predictive  value. 

6.  Diagnosis  and  treatment  facilities  should  be  available  to  the 
population  at  large. 

7.  The  test  must  be  acceptable  to  the  screenees  in  the  target 
population. 

8.  Case  detection  should  be  a continuing  process. 

9.  The  cost  of  diagnosis  and  treatment  should  be  justified  by 
accepted  means  of  cost-benefit  analysis. 
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Breast  cancer  screening 


2.  Five-year  survival  (percent)  for  screening-detected  breast 
cancers  in  HIP*  and  BCDDPf  and  all  invasive  breast  cancers 
in  white  females  in  the  SEERf  program,  1977—1983. 
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* Health  Insurance  Plan  of  Greater  New  York  ( 10). 
t Breast  Cancer  Detection  Demonstration  Project  (II). 
j;  Surveillance,  Epidemiology,  and  End  Results  (2). 


mortality  reduction  was  seen  among  BCDDP  breast 
cancer  cases  diagnosed  in  women  age  50  and  over; 
an  87%  five-year  survival  rate  among  the  BCDDP 
cases  compared  to  a 74%  five-year  survival  rate  in 
the  SEER  population. 

The  survival  benefit  demonstrated  in  the  HIP  and 
BCDDP  studies  is  summarized  in  Fig  2. 

Screening  trials  conducted  in  Europe  have  con- 
firmed the  mortality  reduction  reported  in  BCDDP 
and  the  HIP  studies.  The  Swedish  study  showed  a 
31%  mortality  reduction  after  five  years  of  follow- 
up in  the  group  offered  screening,  compared  to 
controls  (13).  Two  retrospective  case-control  stud- 
ies from  the  Netherlands  provide  additional  support 
for  the  findings  from  the  randomized  control  trials. 
In  the  Nijmegen  project,  a 26%  mortality  reduction 
was  demonstrated  in  women  age  50  to  64  ( 14).  In 
the  case-control  project  carried  out  at  Utrecht,  a 
20%  mortality  reduction  was  conferred  by  mam- 
mographic  screening  to  women  age  50  to  64  ( 1 5). 

A retrospective  study  in  Italy  showed  a 32%  mor- 
tality reduction  among  women  aged  40  to  70 
screened  two  or  more  times  with  mammography 
every  two  and  one-half  years  in  a free  public  health 
care  system  (16). 

Radiation  risk 

Despite  these  data,  acceptance  of  screening  mam- 
mography by  practicing  physicians  has  been  slow  to 
develop.  In  a recent  survey,  one  fourth  of  respond- 
ing physicians  stated  that  they  disagreed  with  the 
American  Cancer  Society  guidelines  for  screening 
mammography  due  to  fears  of  excessive  radiation 
exposure  (17).  Gohagan  and  his  colleagues  have  re- 
viewed available  evidence,  using  biomathematical 
models,  to  estimate  the  carcinogenic  risk  from 
mammographic  radiation  (18).  Based  upon  data 
from  the  effects  of  repeated  fluoroscopy,  work  with 
radium,  atomic  bomb  exposure,  treatment  of 
postpartum  mastitis,  and  treatment  of  benign  breast 
diseases,  they  estimate  the  lifetime  risk  of  cancer 
due  to  diagnostic  radiation.  If  one  million  women 
are  screened  by  modern  two-view,  low-dose  film- 
screen  mammography  annually  throughout  their 
lifetimes,  93,000  incident  cases  of  breast  cancer  will 
be  detected  through  mammographic  screening. 
Two-thirds  of  the  mammographically  detected  can- 
cers will  be  “early  breast  cancer,”  with  very  favor- 
able five-  and  ten-year  survival  rates.  Among  the  one 
million  screenees,  only  1 50  women  would  be 
projected  by  the  Gohagan  model  to  develop  breast 
cancer  as  a result  of  mammographic  radiation  ex- 
posure. This  number  must  be  compared  to  the  risk 
imposed  by  not  screening  the  population  which  is 
the  risk  of  a greater  number  of  deaths  due  to  disease 
not  detected  in  the  curable  preclinical  phase.  Fur- 
thermore, a high  proportion  of  radiogenic  cancers 
would  also  be  detected  early,  offsetting  the  conse- 


quences of  radiographically  induced  malignancy. 
Based  on  these  calculations,  the  risk  of  radiogenic 
breast  cancer  in  a screened  population  appears  rea- 
sonable when  compared  to  the  survival  advantage 
obtained. 

Cost  and  physician  acceptance 
Another  barrier  to  the  widespread,  population- 
hased  application  of  mammographic  screening  is 
cost.  Four  out  of  ten  physicians  cite  cost  as  the 
major  deterrent  to  wider  use  of  screening  mam- 
mography (17).  The  recently  conducted  American 
Cancer  Society  Texas  Breast  Screening  Project 
(TBSP)  ( 19)  attracted  more  than  61,000  women  for 
$50  mammograms  at  300  screening  centers  across 
the  state  of  Texas.  Preliminary  data  from  the  TBSP 
indicate  that  75%  of  the  screenees  were  attracted 
by  the  lower  cost  of  project  mammograms.  The  suc- 
cess of  TBSP  indicates  that  women  will  voluntarily 
participate  in  mammographic  screening  if  it  is  af- 
fordable and  they  are  made  aware  of  its  availability 
and  efficacy.  Texas  Senate  Bill  1371,  passed  by  both 
houses  of  the  Texas  Legislature  on  June  1,  1987,  and 
signed  into  law  by  the  governor,  requires  that  insur- 
ance policies  that  cover  females  35  years  or  older 
and  that  are  delivered  or  renewed  in  Texas  must  in- 
clude coverage  for  annual  screening  by  low-dose 
mammography.  This  legislation  should  help  to  over- 
come cost  barriers  that  impede  wider  use  of  screen- 
ing mammography. 

The  adoption  of  screening  mammography  as  a 
population-based  public  health  measure  will  ulti- 
mately depend  on  the  demonstration  of  its  cost 
effectiveness  ( 20,2 1 ).  Studies  of  cost  effectiveness 
among  Dutch  women  age  35  to  75  years  and 
screened  annually  show  a cost  per  year-of-life  saved 
of  approximately  $1,400  in  1984  United  States  dol- 
lars (22).  These  cost  analyses  take  into  account  the 
additional  cost  of  treating  advanced  breast  cancer  if 
cases  are  not  detected  by  screening.  Many  have 
concluded  that  screening  is  cost-effective  based  on 
these  figures,  but  much  debate  still  surrounds  dis- 
cussions of  relative  cost  effectiveness,  particularly  in 
women  under  age  50  years  (21).  The  final  decision 
about  whom  to  screen,  how  often,  and  at  what  cost 
will  come  as  options  in  public  health  are  weighted 
comparatively. 

Unfortunately,  more  than  one  in  four  physicians 
in  one  published  survey  believed  that  mam- 
mographic films  are  not  necessary  in  the  absence  of 
breast  symptoms  (23),  and  61%  of  the  persons 
screened  in  TBSP  indicated  that  their  physicians  had 
never  ordered  screening  mammography.  Other  rea- 
sons given  by  physicians  for  not  using  screening 
mammography  are  that  it  is  not  necessary  to  do  an- 
nually, that  it  is  not  necessary  if  there  is  no  family 
history  of  breast  cancer,  or  that  the  yield  is  “too 
low.”  None  of  these  arguments  can  be  supported  by 
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available  data,  and  they  indicate  a need  for  physi- 
cians who  have  not  accepted  mammographic 
screening  to  reexamine  the  evidence  which  demon- 
strates reduction  in  breast  cancer  mortality  among 
screened  women. 

Some  groups  have  recommended  altering  mam- 
mographic screening  frequency  based  on  breast 
cancer  risk  factors  ( 24 ).  This  approach  varies  the 
age  at  which  screening  begins  and  the  frequency  of 
screening  based  on  the  presence  of  factors  (such  as 
parity,  benign  breast  disease,  family  history,  etc ) in 
the  individual  screenee  known  to  increase  the  risk 
of  breast  cancer.  The  utility  of  risk-specific  screen- 
ing strategies  has  been  questioned  since  50%  to 
70%  of  women  with  breast  cancer  have  no  identifi- 
able breast  cancer  risk  factors  (25 ).  The  efficacy  of 
risk-specific  screening  remains  to  be  proven  in 
population-based  screening  trials. 

Conclusion 

There  is  now  little  doubt  that  regular  mammo- 
graphic screening  of  women  age  40  years  and  older 
provides  a 20%  to  30%  reduction  in  breast  cancer 
mortality'  and  that  compliance  with  American  Can- 
cer Society  mammographic  screening  guidelines  is 
warranted.  Refinements  in  mammographic  tech- 
nique, reduction  in  screening  cost,  and  identifica- 
tion of  new  breast  cancer  risk  factors  may  lead  to  a 
further  reduction  in  breast  cancer  mortality  in  the 
future.  Alternatively,  it  is  possible  that  an  additional 
reduction  in  mortality  beyond  the  30%  now  seen 
cannot  be  achieved  with  new  technology'.  Neverthe- 
less, widespread  use  of  mammographic  screening, 
accompanied  by  discussions  about  its  most  efficient 
application,  should  continue  until  primary  preven- 
tion of  breast  cancer  becomes  available. 
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Neuroleptic  malignant  syndrome  is  a rare  distur- 
bance of  neurologic  function  associated  with  ad- 
ministration of  dopamine-blocking  neuroleptic 
medication.  Neuroleptic  mcdignant-like  syndrome 
(NMLS)  is  associated  with  discontinuation  of  anti- 
parkinsonism medications.  We  hare  reviewed  sev- 
eral cases  of  NMLS  and  describe  in  particular  a 
woman  being  treated  for  Parkinson’s  disease.  Her 
medication  was  initially  increased  in  order  to 
treat  her  worsening  dyskinesia,  but  after  she  begatt 
experiencing  hallucinations  and  other  side  effects, 
anti-parkinsonism  medications  were  discon- 
tinued. Treatment  was  later  begun  again,  this  time 
with  different  dosages  and  mtervals,  and  moni- 
tored closely  by  laboratory  tests.  After  improve- 
ynent  was  evident,  anti  parkinsonism  dosages  were 
reinstated. 

KFl’  WORDS:  NEUROLEPTIC,  SUUGNANT  UKE,  SVNDROME, 
ANTI  PARKINSONIAN,  WTEUDRAWAL 


The  neuroleptic  malignant  syndrome  (NMS)  is 
an  uncommon  disturbance  of  neurologic 
function  and  thermoregulation  associated 
with  administration  of  dopamine-blocking  neurolep- 
tic medication.  NMS  was  first  reported  by  Delay  and 
Deniker  et  al  in  the  1960s  ( 1,2),  and  recent  reports 
continue  to  bring  attention  to  the  frequently  fatal 
and  poorly  recognized  complication  of  the  admin- 
istration of  neuroleptic  drugs  (3-8).  Mortality  may 
be  as  high  as  20%  to  30% . Signs  and  symptoms  of 
NMS  include  hyperthermia,  hypertonicity,  muscle 
rigidity,  autonomic  instability,  and  various  central 
nervous  dysfunctions.  Various  nonspecific  labora- 
tory abnormalities  may  be  seen,  including  leuko- 
cytosis, electrolyte  abnormalities  consistent  with 
dehydration,  and  elevated  skeletal  mu,scle  enzymes 
( creatine  phosphokinase,  aldolase ). 

ITie  neuroleptic  malignant-like  syndrome  (NMI,S), 
a similar  if  not  the  same  syndrome,  has  been  de- 
scribed in  association  with  the  discontinuation  of 
anti-parkinsonism  medications.  Henderson  and 
Wooten  reported  nonfatal  NMLS  in  a patient  treated 
with  haloperidol  (Haldol),  lithium  carbonate,  and 
dopaminergic  medications,  where  symptoms  ap- 
peared with  the  cessation  of  dopaminergic  drugs 
(9).  A similar  nonfatal  case  was  described  by  Simp- 
son and  Davis  in  a patient  treated  with  neuroleptics 
who  developed  NMLS  after  the  withdrawal  of  aman- 
tadine (10). 

Other  cases  of  NMLS  have  been  described  where 
neuroleptics  were  not  involved.  Sechi  et  al  reported 
a fatal  case  of  hyperpyrexia  after  the  withdrawal  of 
anti-parkinsonism  medications  alone  (11).  Torn  et 
al  reported  NMLS  in  a patient  who  apparently  dis- 
continued her  anti-parkinsonism  medication  due  to 
side  effects  and  improved  after  reinstituting  therapy 


with  carbidopa-levodopa  (12).  Figa-Talamanca  et  al 
described  a similar  case  in  which  NMLS  developed 
after  discontinuation  of  anti-parkinsonism  medi- 
cations. Two  survivors  improved  after  reinstituting 
carbidopa-levodopa  therapy  (13).  The  outcomes  of 
these  various  treatments,  including  the  following 
case  report,  are  summarized  in  Fig  1. 

Case  report 

On  Jan  7,  1985,  a 65-year-old  white  woman  was 
hospitalized  in  an  attempt  to  increase  her  anti- 
parkinsonism medications.  She  was  being  treated 
with  levodopa  (L-dopa),  750  mg  orally  four  times  a 
day;  diphenhydramine  hydrochloride  (Benadryl), 

50  mg  orally  four  times  a day;  bromocriptine  mesy- 
late (Parlodel),  2.5  mg  orally  three  times  daily; 
amantadine  hydrochloride  (Symmetrel),  100  mg  or- 
ally daily;  and  trimethoprim-sulfa  (double  strength), 
one  half  tablet  orally  for  chronic  urinary  tract  infec- 
tion. Multiple  outpatient  attempts  to  increase  her 
medications  and  trials  of  carbidopa-levodopa  in  vari- 
ous combinations  resulted  in  symptoms  intolerable 
to  her.  Worsening  dyskinesia  prompted  admission 
for  observation  for  side  effects  while  attempting  to 
increase  the  medications.  Medications  were  in- 
creased to  the  following  dosages:  levodopa,  1 ,000 
mg  four  times  daily;  amantadine,  100  mg  twice 
daily.  Bromocriptine  was  continued  at  2.5  mg  orally 
three  times  daily,  and  diphenhydramine  was  con- 
tinued at  50  mg  orally  four  times  a day.  Ativan 
( Lorazepam ),  1 mg  orally  daily,  was  added  for 
anxiety. 

The  patient  was  dismissed  to  a nursing  home  after 
three  days.  She  improved  and  tolerated  medications 
with  no  increase  in  side  effects.  On  Jan  14,  1985, 
she  developed  “stick  figure”  hallucinations,  nausea, 
and  vomiting.  Anti-parkinsonism  medications  were 
discontinued  because  of  vomiting.  On  Jan  l6,  1985, 
she  developed  a temperature  of  4l.l°C  ( 106°F), 
rigidity,  diaphoresis,  worsening  of  coarse  tremor, 
and  unresponsiveness.  She  was  readmitted  to  the 
hospital.  Blood  pressures  were  normal,  axillary  tem- 
perature was  40.6°C  ( 105°F),  pulse  rate  of  130  beats 
per  minute,  respirations  36  per  minute.  Examina- 
tion findings  (other  than  neurologic  findings)  were 
normal.  On  neurological  examination  her  ex- 
tremities were  generally  rigid  with  a coarse  rhyth- 
mic tremor  of  her  extremities  and  jaw.  She  was 
unresponsive,  apparently  due  to  rigidity.  She  did 
seem  to  make  eye  contact  and  showed  recognition 
of  her  relatives.  There  was  grimace  response  to  pain- 
ful stimuli  but  no  withdrawal.  She  was  diaphoretic. 
After  obtaining  laboratory  specimens  and  appropri- 
ate cultures  of  blood  and  cerebrospinal  fluid,  treat- 
ment was  initiated  for  possible  central  nervous 
system  infection  with  tobramycin  sulfate  (Nebcin), 
60  mg  intravenously  every  9 hours.  In  addition,  the 
patient  received  oxygen;  cooling  blanket;  sterile 
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ccfazolin  sodium  (Anccf)  1 gni  intravenously  every 
6 hours;  diazepam  (Valium),  ^ nig  intravenously 
every  4 hours;  amantadine,  1 00  mg  dose  on  admis- 
sion; levodopa,  750  mg  orally  eveiy  6 hours  for  two 
doses  only;  and  diphenhydramine  hydrochloride 
(Benadryl),  50  mg  intramuscularly  or  by  mouth 
every  6 hours.  Her  temperature  decreased  to  36.7°C 
(98.0°F)  in  the  early  hours  of  the  following  day  (Fig 
2 ).  Antibiotics,  diazepam,  and  diphenhydramine  hy- 
drochloride were  continued.  Laboratory  findings 
(including  chest  roentgenogram,  electrocardiogram, 
CAT  scan  of  head,  complete  blood  count,  cerebro- 
spinal fluid,  electrolytes,  febrile  agglutinins,  cultures 
of  blood  and  urine,  and  liver  function  tests)  were 
normal.  Acute  and  convalescent  influenza  titers 
showed  no  evidence  of  acute  infection;  urine 
contained  4+  acetone  and  was  otherwise  normal. 
Creatine  phosphokinase  levels  were  not  measured. 
Less  severe  symptoms  recurred  on  Jan  17,  1985,  but 
resolved  over  48  hours.  ITie  patient’s  condition 
gradually  improved  during  the  remainder  of  her 
hospitalization.  Levodopa,  500  mg  orally  four  times 
daily,  and  amantadine,  100  mg  daily,  were  reinstated 
on  Jan  22,  1985.  The  patient  was  dismissed  on  Jan 
29,  1985. 

Discussion 

This  case  adds  to  the  growing  list  of  reports  of  NMS 
apparently  due  to  withdrawal  of  dopaminergic 
medications.  Including  our  report,  seven  cases  of 


NM13i  have  been  described  where  neuroleptic 
medications  were  not  involved.  Fig  1 summarizes 
the  following:  (a)  ITie  sex  of  the  patients  is  evenly 
distributed.  ( b ) All  the  patients  were  withdrawn 
from  levodopa  in  combination  with  other  medica- 
tions. In  our  instance  the  patient  was  withdrawn 
from  four  medications.  ( c ) Reasons  for  withdrawal 
included  side  effects,  gastrointestinal  symptoms, 
dyskinesis,  or  initiation  of  a “drug  holiday”  in  an  at 
tempt  to  improve  therapy.  ( d ) The  time  of  onset  of 
NMLS  symptoms  varied  from  two  days  to  eight  days. 
ITie  later  onset  was  due  to  tapering  of  medication 
from  the  time  of  discontinuation  of  medications.  ( e ) 
I’here  were  two  deaths.  There  was  a delay  in  re- 
instituting the  medications  in  both  cases  resulting  in 
death,  (f)  Successful  treatment  was  the  apparent  re- 
sult of  reinstitution  of  anti-parkinsonism 
medications. 

The  differential  diagnosis  includes  central  ner- 
vous system  infectious  disease,  malignant  hyperther- 
mia associated  with  anesthesia,  heat  stroke,  lethal 
catatonia,  drug  interaction  with  monoamine  oxidase 
inhibitors,  pentachlorophenol  poisoning  ( 14),  and 
the  central  anticholinergic  syndrome.  History  of 
lack  of  exposure  to  inciting  agents  excludes  the  di- 
agnosis of  malignant  hyperthermia,  heat  stroke,  drug 
interaction  with  monoamine  oxidase  inhibitors,  and 
pentachlorophenol  poisoning.  Normal  cerebrospinal 
fluid  and  CAT  scan  as  well  as  clinical  examination 
weighs  against  infectious  disease.  Although  clinically 


1.  Comparison  of  neuroleptic  malignant  like  sy  ndrome  case  studies. 


Author 

Age/Sex 

Prior 

Medication 

Time  to 

Out.set 
( Days ) 

Reason  for 
Discontinuing 

Treatment 

Outcome 

Sechi 
ct  al  ( 1 1 ) 

Male/ SI 

Carbidopa 

Levodopa 

Benadr>  1 

2 days 

Side  etfects 
( dyskinesia ) 

Support 

Death 

Torn 

ct  al  ( 1 2 ) 

Female/63 

Carbidopa 

Levodopa 

Amantadine 

Biperielan 

days 

Side  eftcets 
( psychotic  state? ) 

Carbidfjpa 

Levodopa 

Recovered 

Figa- 

Talamanca 

Cl  al  ( 1 3 ) 

Female/ S6 

Carbidopa 

Bromocriptine 

3 days 

Side  effects 
( akinesia ) 

Levodopa 

Dantrolene- 

Bromocriptine 

Recovered 

Friedman 
ct  al  ( 1 S ) 

Male/"’! 

C^arbidopa 

Ethopropazine 

8 days 
(taper) 

Drug  holiday 

Support 

Death 

Friedman 
ct  al  ( 13) 

Malc/64 

(Carbidopa 

Levodopa 

■r  days 

Drug  holiday 

Side  effects 
( blepharospasm ) 

(Carbidopa 

Levodopa 

Recovered 

Friedman 
et  al  ( 1 3 ) 

Male/‘’0 

Carbidopa 

Levodopa 

.S  days 

Drug  holiday 

(‘arbidopa 

Le^■odopa 

Recot ered 

Tibbcis 

Female/63 

Levodopa 
Amantadine 
Bromocriptine 
Benadr\  I 

2 days 

Side  effects 
(Gl.  dyskinesia) 

Amantadine 

Levodopa 

Benadr\l 

Valium 

Recovered 
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indistinguishable  from  lethal  catatonia  and  central 
anticholinergic  syndrome,  the  clinical  course  and 
history'  exclude  these  diagnoses.  Further  discussion 
of  the  differential  diagnosis  is  beyond  the  scope  of 
this  report,  and  the  reader  is  referred  to  excellent 
recent  reviews  ( 3,5)  for  further  study. 

Treatment 

Treatment  of  NMS  is  documented  only  as  case  re- 
ports, and  there  are  no  controlled  studies.  Success- 
ful treatment  has  resulted  from  dantrolene  sodium, 
bromocriptine,  amantadine  hydrochloride,  and 
electrocon\'ulsive  therapy  (4,5,15 ).  Of  the  five  suc- 
cessful cases  of  NMLS  we  have  discussed,  successful 
treatment  apparently  resulted  from  restarting 
carbidopa-levodopa  in  three  of  the  cases;  combina- 


tions of  levodopa,  dantrolene  sodium,  and  brom- 
ocriptine in  one  case;  and  amantadine,  levodopa, 
diphenhydramine,  and  diazepam  in  the  case  re- 
ported here.  Our  treatment  in  the  case  we  have  re- 
ported here  was  brief  (two  doses  of  750  mg  of 
levodopa  and  one  dose  of  100  mg  of  amantadine). 
The  use  of  diazepam  and  diphenhydramine  was 
continued  after  four  days  of  treatment,  with  anti- 
parkinsonism medication  re-established  on  a con- 
tinuous basis.  By  this  time  the  patient  was  free  of 
NMLS  symptomology. 

Physicians  who  treat  parkinsonism  should  be 
aware  of  the  complication  of  withdrawal  of 
dopaminergic  medicines.  NMLS  should  be  consid- 
ered in  the  differential  diagnosis  of  febrile  patients 
who  are  taking  dopaminergic  medicines  and/or 


2.  Temperatures  observed  during  neuroleptic  malignant-tike  syndrome  (NMLS)  in  a 65-year-old  patient  with  Parkinson’s  disease. 
NMLS  symptoms  began  after  cessation  of  dopaminergic  medications  and  diminished  with  re-introduction  of  the  medications 
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///// 


levodopa  (L-Dopa):  750  mg  q 6hrs 
/ tobramycin  (Nebcin):  60  mg  q 8hrs 
cefazolin  sodium  (Ancef):  1 g q 6hrs 


amantadine  (Symmetrel):  100  mg  q 24hrs 
H I 11  t H diazepam  (Valium):  5 mg  q 4hrs 


• • • • 

• • • • 


diphenhydramine  (Benadryl):  50  mg  q 6hrs 
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Temperature  (°C) 


neuroleptics.  A multicenter  controlled  trial  using 
a central  reporting  agency  would  benefit  study  of 
the  incidence  and  potential  treatment  of  this 
complication. 
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Comprehensive  care 
for  hemophilia  patients 
in  South  and 
West  Texas 


For  hemophilia,  little  systematically  collected 
data  describing  the  population  characteristics 
were  available  prior  to  the  federal  funding  of  the 
regional  hemophilia  centers  in  1977.  We  describe 
the  medical,  demographic,  and  cultural  character- 
istics of  a regional  center  sending  the  hetnophilia 
population  of  South  Texas  from  1981  through 
1983.  The  catchment  area  of  the  study  population 
(N=159 ) covers  32  counties  and  38,000  square 
miles.  The  median  age  of  patients  with  hemophilia 
A,  B,  and  von  Willebrand’s  disease  was  13,  21,  and 
16  years,  respectively.  More  than  60%  have  had 
moderate  to  severe  disease.  The  median  factor 
usage  was  20,000  units  and  52,400  units  for  he- 
mophilia A and  B.  respectively,  and  the  median 
annual  respective  factor  costs  were  $3,200  and 
$11,000  (1985  dollars). 

Median  inpatient  days  of  hospitalization  were 
zero,  while  less  than  one  day  ( mean ) and  feiver 
than  two  days  ( median ) absence  from  school  or 
work  occurred.  The  primary’  sources  of  blood  prod- 
ucts were  the  center  (46%)  and  emergency'  rooms 
(40% );  25%>  of  patients  were  20  to  50  miles  from 
their  supplier. 

Many  patients  had  registered  for  services  but 
failed  to  use  them;  43%  of  the  patients  had  private 
insurance,  but  only  30%  used  the  benefits.  Use  of 
other  services  was  similar.  Crippled  Children's 
Services  (54%  versus  37% ),  Supplement  Security’ 
Income  (SSI)  (24%  versus  19% ),  and  the  State 
Hemophilia  Program  ( 13%  versus  8%).  Sixty’  per- 
cent were  Catholic  and  40%  Protestant  Primary 
language  was  English  for  72%  and  Spanish  for 
28%.  The  median  years  of  school  completed  for 
parents  was  10  to  1 1 years,  and  12  for  adult 
patients.  More  than  50%  had  annual  incomes  of 
less  than  $10,000.  The  hemophiliac  population  in 
Sotdh  Texas  has  unique  demographic  and  cultural 
characteristics  that  could  affect  health  care  deliv- 
ery. These  data  will  be  helpful  for  governmental 
agencies  that  develop  priorities  and  funding  for 
long-range  planning  for  chronic  handicapping 
conditions. 

KLT  WORDS:  HKMOPHILIA,  FACTOR  USAGF:,  TRFATMKNT 
COSTS,  FINANCES,  INCOME,  HISPANIC,  PUBLIC  HF:ALTII 


emophilia  is  a low-incidence,  high-impact 
condition.  Affecting  one  in  10,000  males, 
it  involves  high  risk  for  the  individual  and 
high  cost  for  society.  The  treatment  and  natural  his- 
tory of  the  disease  may  lead  to  a variety  of  medical, 
socioeconomic,  and  psychological  problems.  For 
example  patients  with  hemophilia  are  at  risk  for  the 
acquired  immunodeficiency  syndrome  (AIDS)  and 
can  be  long-term  secreters  of  hepatitis  B virus.  Fre- 
quent bleeding  episodes  and  chronic  joint  involve- 


ment can  result  in  long  absences  from  school  or 
work,  and  the  cost  of  medical  treatment  and  factor 
was  estimated  to  be  $1 1,700  per  year  in  1977  ( 1 ). 
The  burden  of  being  a genetic  carrier  for  hemo- 
philia can  lead  to  feelings  of  guilt  and  make  family 
planning  decisions  difficult.  The  societal  impact  of 
hemophilia  involves  the  high  utilization  of  medical 
and  social  welfare  services  as  well  as  the  reduced 
productivity'  of  the  patient.  These  characteristics 
make  it  an  ideal  model  with  which  to  test  the 
comprehensive  care  approach  to  lessen  the  physical 
and  financial  hardships. 

In  1975,  the  federal  government  initiated  funding 
for  comprehensive  hemophilia  diagnostic  and  treat 
ment  centers  to  serve  as  model  programs  for  chronic 
handicapping  conditions.  The  purpose  of  the  re- 
gional centers  was  to  provide  interdisciplinaiA'  but 
well-coordinated  medical,  socioeconomic,  dental, 
orthopedic,  and  psychological  services  to  patients 
and  their  families.  In  1977,  two  comprehensive  pro- 
grams were  approved  and  funded  in  Texas  with  a 
core  staff:  the  South  Texas  Comprehensive  Hemo- 
philia Treatment  Center  (STCHTC),  based  in  San 
Antonio,  and  the  Gulf  States  Hemophilia  Center 
in  Houston.  The  core  personnel  for  the  STCHTC 
funded  by  the  center  grant  included  the  following: 
nurse  coordinator  ( 100%  ),  social  worker  ( 100%  ), 
secretary  (80%  ),  dietitian  (20%  ),  physical  thera- 
pist ( 10%  ),  fellow  in  hematolog>’  ( 25%  ),  pediatric- 
hematologist  (0),  adult  hematologist  (0),  ortho- 
pedic surgeon  ( 0 ),  pathologist  ( 0 ).  Funding  for 
1981  through  1983  averaged  $80,000  per  year. 

Prior  to  the  development  of  the  regional  centers, 
there  were  few  prospective  systematic  studies  de- 
scribing the  hemophilia  population.  Levine  et  al 
( 2 ) reported  medical  data  from  100  hemophilia  pa- 
tients treated  at  the  comprehensive  care  facility’  in 
New  England.  More  recently,  Eyster  et  al  ( 3 ) pro- 
vided patient  characteristics  from  the  Penn.sylvania 
hemophiliac  population,  including  the  patient's  age, 
geographical  location,  diagnosis,  severity  and  fre- 
quency of  bleeding  episodes,  complications,  cost 
per  patient,  factor  usage,  home  infusion,  and  effec- 
tiveness of  various  treatment  procedures.  A ques- 
tionnaire survey  sought  data  on  ty  pes  of  care; 
however,  other  patient-related  variables  (eg,  cul- 
tural identification,  education,  religious  belief,  fam- 
ily composition,  and  patterns  of  service  utilization ) 
were  incomplete.  All  of  the.se  variables  may  signifi- 
cantly influence  the  type  of  care  that  is 
administered. 

Fhe  purpose  of  our  analysis  was  to  compare  and 
describe  medical,  demographic,  and  cultural  charac- 
teristics as  well  as  service  utilization  for  hemophilia 
patients  in  the  South  and  West  Texas  area.  Future- 
changes  in  health  care  delivery’  and  treatment  can 
then  be  compared  with  these  baseline  asse.ssments. 
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Methods  and  materials 

Data  for  this  report  were  collected  betw  een  Janu- 
ary' 1981  and  January'  1983  on  patients  registered 
at  the  STCHTC.  Laboratory'  results,  medical  data, 
psychosocial  histories,  and  other  database  informa- 
tion were  abstracted  from  inpatient  and  outpatient 
charts.  Additional  information,  such  as  income,  new 
siblings,  and  other  psychosocial  data  were  obtained 
directly  from  the  patients  or  their  parents  via  per- 
sonal communication  or  telephone  calls.  When  the 
client  could  not  be  contacted,  the  data  collectors 
( the  center’s  social  workers ) who  knew  the  patients 
from  prior  visits  to  the  center  supplied  some  infor- 
mation. Nevertheless,  there  was  missing  informa- 
tion on  approximately  10%  of  the  population.  Tlie 


/.  County  of  residence  for  patients  registered  at  STCHTC 
Catchment  area  = }8,0n0  square  miles.  N=I59. 


County 

No.  Patients 
Served 

County 

No.  Patients 
Serted 

Atascosa 

1 

Lubbock 

1 

Bee 

1 

Martin 

2 

Bexar 

59 

Maverick 

.5 

Caldwell 

1 

McLennan 

2 

Calhoun 

1 

Medina 

1 

Cameron 

7 

Nueces 

10 

Comal 

2 

Pecos 

3 

Edwards 

2 

Refugio 

1 

Frio 

1 

San  Patricio 

2 

Guadalupe 

10 

Starr 

1 

Hays 

2 

Travis 

5 

Hidalgo 

22 

Victoria 

1 

Howard 

1 

Webb 

2 

Karnes 

2 

Wells 

3 

Kendall 

2 

Williamson 

4 

Kerr 

2 

Wilson 

2 

2.  Clotting  factor  usage  in  hemophilia  and  von  Witlebrand's  disease  (vWD). 

Units  of  Factor  Used  Per  Year 

Median  Cost 

Per  Patient! 

Diagnosis 

Total* 

Range* 

Mean 

Median 

Hemophilia  A 
Hemophilia  B 
vWDJ 

2,631,053 

549,514 

43,725 

0-. 365,000 
0-99,340 
0-21,600 

28,913 

22,892 

3,132 

20,000 

52,.381 

0 

S 3,200 

SI  1,000 

0 

*For  all  patients  at  the  STCHTC  Hemophilia  A (N= 

91 );  Hemophilia  B (N  = 

24) 

tFor  individual  patients  in  1984  dollars 
t Factor  VIII  units  as  cryoprecipitate. 


3.  Sites  of  sen’ice  for  treatment  of  acute  hemophilia 


Hemophilia  A 

Hemophilia  B 

Place  of  Treatment 

Range 

Mean 

Median 

Range 

Mean 

Median 

No.  of  hospitalizations 

0-26 

0.9 

0 

0-8 

0.6 

0 

Total  inpatient  days 

0-78 

3.1 

0 

0-25 

2.4 

0 

Emergency  room  visits 

0-30 

1.5 

0 

0-18 

.3.1 

1.0 

Physician  office  visits 

Days  absent  from 

0-35 

3.1 

0 

0-10 

2.2 

0.5 

school  or  work 

0-5 

2.0 

2.0 

1-3 

1.5 

1.0 

means,  percentages,  and  other  statistics  included 
in  this  report  summarize  the  information  that  was 
available  for  each  characteristic. 

In  this  report,  inherited  hemophilia  was  docu- 
mented when  more  than  one  sibling,  cousin,  or 
uncle  was  aflfected  and/or  the  mother  had  50%  or 
less  factor  VlIIc  (coagulant)  activity,  and  the  coagu- 
lant/antigen ratio  was  less  than  0.5  (4).  Mutation 
was  described  as  the  etiology'  when  the  mother  had 
a factor  VIIIc  greater  than  50%  and  no  other  sib- 
lings, uncles,  or  cousins  were  affected. 

Results 

Age  and  Types  of  Bleeding  Disorders — During  the 
period  January’  1981  to  January  1983,  159  patients 
(154  males,  5 females)  from  32  counties  (38,000 
square  miles ) in  South  Texas  were  registered  at 
STCHTC  (Fig  1 ).  Patients’  ages  were  newborn  to 
50  years  at  diagnosis  and  70%  were  diagnosed  with 
hemophilia  A,  1 7%  with  hemophilia  B,  1 1 % with 
vWD,  and  2%  with  Glanzmann’s  thrombasthenia. 
The  inherited  variety  and  mutation  types  of  hemo- 
philia accounted  for  87%  and  1 1%  of  the  cases, 
respectively. 

Factor  Levels — The  level  of  clotting  factor  in  all 
patients  ranged  from  less  than  0.01  to  0.9  U/mL. 
Thirty -four  percent  of  patients  with  hemophilia  A 
and  46%  with  hemophilia  B had  severe  (less  than 
0.01  U/mL)  disease.  None  of  the  patients  had  levels 
greater  than  0.30  U/mL,  and  no  patients  with  vWD 
had  levels  less  than  0.05  U/mL. 

A significant  inhibitor  to  clotting  factor  Vlll  and 
IX  (greater  than  0.5  Bethesda  units)  was  identified 
in  44%  of  patients  with  hemophilia  A and  27%  of 
those  with  hemophilia  B.  Inhibitor  levels  for  all 
patients  with  hemophilia  A ranged  from  0 to  10 
(mean  = 0.9;  median=0.5);  for  hemophilia  B pa- 
tients, levels  ranged  from  0 to  68  (mean =4. 2; 
median=0.3). 

Factor  Usage  and  Cost  Replacement — During  a 
12-month  period,  total  center  usage  for  factor  VIII 
was  2,631,053  units  and  549,514  units  for  factor  IX 
( Fig  2 ).  The  median  factor  VIII  usage  was  less  than 
the  mean  usage,  a finding  that  indicates  that  few  he- 
mophilia A patients  were  heavy  users,  while  the  re- 
verse was  true  for  hemophilia  B;  the  majority  of  the 
latter  were  heavy  users  of  factor  IX.  In  contrast,  the 
majority  of  vWD  patients  used  no  factor.  Those  who 
did  were  treated  with  cryoprecipitate  or,  rarely,  fac- 
tor VIII.  The  skewing  in  the  use  of  replacement  fac- 
tor in  this  disease  is  illustrated  by  one  vWD  patient 
whose  use  accounted  for  almost  half  the  total. 

Joint  Involvement — ^Joint  involvement,  defined  as 
any  orthopedic  problem  related  to  joint  bleeding, 
was  found  in  52%  of  all  patients  with  hemophilia  A 
and  79%  of  those  with  hemophilia  B. 

Mortality — The  mortality  rate  was  4 per  100  pa- 
tients in  two  years.  Causes  of  death  were  cirrhosis 
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of  the  liver,  brain  hemorrhage,  heart  attack,  and  sui- 
cide; the  first  two  deaths  were  hemophilia-related. 

Sert’ice  Utilization  Information — The  annual 
number  of  hospitalizations  for  individual  patients 
with  hemophilia  ranged  from  0 to  26,  but  over  half 
(median=0)  never  needed  to  see  a physician  or  be 
hospitalized  (Fig  3).  The  average  patient  received 
treatment  at  emergency  rooms  slightly  more  than 
once  every  two  years  and  also  consulted  private 
physicians  for  acute  treatment.  About  50%  of  pa- 
tients resided  at  distances  more  than  1 50  miles 
from  the  STCHTC.  Hemophilia-related  absent  days 
from  school  or  work  were  minimal.  The  relation  be- 
tween low  absenteeism  and  the  center  cannot  be 
estimated  because  there  were  no  comparable  data 
for  the  period  prior  to  1977. 

Home  Therapy  and  Sources  of  Factor — Among 
patients  with  hemophilia  A and  B,  43%  and  46%  re- 
spectively were  on  home  infusion  therapy.  Of  pa- 
tients with  factor  levels  less  than  0.01  U/mL,  70% 
with  hemophilia  A and  53%  with  hemophilia  B used 
home  therapy.  Comparisons  with  pre-center  data 
were  not  available. 

Forty-six  percent  of  patients  obtained  blood  prod- 
ucts primarily  from  the  STCHTC,  40%  from  emer- 
gency rooms,  8%  from  pharmacies,  5%  from  the 
regional  blood  bank,  and  1 % from  a private  physi- 
cian ( Fig  4 ).  The  secondary  source  for  obtaining 
blood  products  was  reported  as  the  STCl  ITC  for 
2% ; an  emergency  room  for  5% ; a pharmacy  for 
2% ; and  the  blood  bank  for  less  than  1% ; 89%  had 
no  secondary’  source.  The  distance  travelled  for 
obtaining  factor  was  0 to  20  miles  for  68%  of  pa- 
tients; 20  to  50  miles  for  25%;  50  to  100  miles  for 
less  than  1%;  and  100  miles  or  more  for  6%.  (The 
“drop  shipment”  delivery  of  factor  was  not  insti- 
tuted until  1984). 

Treatment  Physicians — Patients  registered  at 
the  STCHTC  received  routine  care  from  a total  of 
49  physicians  in  South  Texas  (Fig  5).  Thirty-six  per 
cent  of  these  patients  were  cared  for  by  pediatric 
hematologists,  26%  by  pediatricians,  17%  by  gen- 
eral practitioners,  and  less  than  1%  by  surgeons  and 
orthopedists.  Information  could  not  be  obtained  for 
about  10%.  More  than  75%  of  patients  received 
their  primary'  care  less  than  20  miles  from  home. 

Funding  for  Medical  Service — Several  sources 
of  funds  were  available  to  patients  at  the  STCHTC. 
Among  the  total  patient  population,  54%  were  reg- 
istered for  crippled  children  department  benefits 
(CCD),  but  only  37%  received  funds  during  a one- 
year  period;  24%  were  eligible  and  registered  for 
SSI,  and  19%  received  funds;  5%  were  registered 
for  Medicare,  and  3%  received  funds;  43%  had  pri- 
vate insurance  coverage,  and  30%  received  funds; 

1 3%  were  registered  with  the  state  hemophilia  pro- 
gram, with  8%  receiving  reimbursement.  Finally, 

2%  of  the  patients  reported  using  private  funds  for 


medical  expenses  related  to  hemophilia.  In  all  cases, 
fewer  patients  used  financial  resources  than  regis- 
tered for  them. 

Ethnic  and  Other  Demographic  Characteristics — 
Patients  seen  at  the  STCHTC  represent  four  ethnic 
groups:  Hispanic,  64%;  white,  32%;  black,  3%;  and 
Oriental,  1%.  Patients’  religious  affiliations  were 
identified  as  Catholic  for  6 1 % and  Protestant  for 
39%.  Among  the  Protestant  patients,  12%  (7  pa- 
tients) were  Jehovah’s  Witnesses,  a group  with  reli- 
gious injunctions  against  the  use  of  blood  products. 
English  was  the  primary'  language  of  72%  of  pa- 
tients; Spanish  was  the  primary'  language  for  28% . 
English  was  the  most  common  second  language, 
while  1 0%  reported  having  no  second  language. 

Parents  of  patients  seen  at  the  center  were  pre- 
dominantly natives  of  the  United  States  ( Fig  6 ),  but 
the  primary'  languages  of  parents  of  pediatric  pa- 
tients were  English  ( 58%  ) and  Spanish  42%  ).  Of 


4.  Patients ' sources  of  blood  products  * 


Source  No 

Patients 

(%) 

Primar>’  source: 

STCHTC 

60 

(46) 

Emergency  room 

49 

(40) 

Pharmacy 

1 1 

(8) 

Regional  blood  bank 

7 

(5) 

Private  physician's  office 

2 

(1) 

Secondary  source: 

STCHTC 

5 

(2) 

Emergency  room 

7 

(5) 

Pharmacy 

3 

(2) 

Regional  blood  bank 

1 

( 1 ) 

Private  physician's  office 

0 

(0) 

No  secondary  source 

113 

(89) 

Distance  to  source  from  patient's  home: 

0-20  miles 

88 

(68) 

20-50  miles 

32 

(25) 

50-100  miles 

1 

(1  ) 

> 100  miles 

8 

(6) 

* Information  was  not  available  for  all  patients. 

5 Primar)'  physicians  of  STCHTC  patients 

No.  Patients  ( % ) 

Specialty  of  physician: 

Pediatric  hematology-oncologv' 

46 

(.36) 

Adult  hematolog>-oncolog\’ 

24 

(10) 

Pediatrics 

33 

(26) 

Ceneral  practice 

22 

(1'^) 

Surgety' 

1 

(1) 

Orthopedics 

1 

(1) 

Unknown 

— 

( 10) 

Distance  to  physician: 

0-20  miles 

10^ 

(83) 

20-50  miles 

20 

( 16) 

50-  100  miles 

0 

(0) 

> 100  miles 

2 

(1) 

Volume  84  May  1988 


Texas  heinophilia  patients 


the  parents  who  spoke  Spanish,  about  20%  spoke 
Spanish  only.  Parents’  socioeconomic  status  was 
analyzed  by  educational  level  and  total  family  in- 
come. Most  had  not  completed  high  school,  and 
54%  had  an  annual  family  income  below  510,000. 
ITie  adult  hemophiliacs  had  similar  income  profiles, 
though  most  had  completed  high  school. 

Information  about  parents’  marital  status  and  off- 
spring was  also  available.  Single  mothers  accounted 
for  4%;  those  currently  married  totaled  70%  (with 
61%  in  a first  marriage);  those  separated  or  di- 
vorced, 22%;  and  widows,  4%.  Marital  status 
of  fathers  was  similar. 

Mothers  of  children  seen  at  the  STCHTC  also 
provided  some  information  about  their  childbear- 
ing practices.  The  number  of  pregnancies  for  these 
mothers  after  birth  of  the  patient  ranged  from  0 to  6 
( mean=  1 ; median  = 0 ),  with  no  change  in  either  the 
number  of  pregnancies  or  subsequent  live  births  fol- 
lowing the  patient’s  diagnosis.  Thu,s,  knowledge  of 
the  diagnosis  did  not  appear  to  have  a major  impact 
on  childbearing,  despite  the  inclusion  of  a “genetic 
counselor”  in  the  STCHTC, 

For  the  54  adult  patients  seen  at  the  center,  cul- 
tural, economic,  and  family  information  was  similar 
to  those  of  the  children.  Of  these  patients,  38% 
were  single;  46%  were  married;  1 1 % were  .sepa- 
rated or  divorced;  and  4%  were  widowed.  They 
reported  0-6  pregnancies  (mean=  1;  median  = 0) 
and  0 to  3 girls  (mean  and  median  = 0).  None  had 
adopted  children.  This  group  had  fewer  live  births 
compared  with  parents  of  hemophiliac  patients. 


6.  Demographic  characteristics  of  parents  of  patients  less  than  21  years  old 


Mothers 

fathers 

Country'  of  origin: 

United  States 

85% 

86% 

Mexico 

13% 

11% 

Other 

2% 

2% 

Primary  language; 

English 

58% 

58% 

Spanish 

42% 

42% 

Secondary  language  of  parents 
whose  primary  language  is  Spanish: 
English 

76% 

79% 

No  second  language 

24% 

21% 

Range 

Mean  Median 

Range 

Mean  Median 

Education  ( years  of 
school  completed ) 

2-18 

10  11 

0-19 

11  12 

No  of  families  (%  ) 


Total  annual  family  income: 

< 85,000 

15  (22) 

85-10,000 

22  (32) 

810-20,000 

13  (22) 

820-30,000 

11  (15) 

830-50,000 

6 (9) 

Absence  From  Work  or  School — Both  mothers 
and  fathers  of  hemophilia  patients  reported  missing 
0 to  3 days  per  year  ( mean  and  median  = 1.5)  from 
school  or  work  because  of  their  child’s  disease. 

Discussion 

The  data  from  this  study  are  critical  for  long-term 
planning  of  future  services  and  in  determining  state- 
wide funding  policies  for  the  care  of  patients  with 
hemophilia.  Half  of  the  151  identified  hemophilia 
patients  in  South  Texas  are  under  20  years  of  age 
and  can  be  expected  to  have  normal  or  close-to- 
normal  life  spans. 

Ideally,  the  effectiveness  of  the  hemophilia  cen- 
ters should  be  evaluated  by  comparing  morbidity 
and  mortality'  data  gathered  before  and  after  crea- 
tion of  the  centers.  Little  information  about  the 
patients  was  available  before  1 977  before  the 
STCHTC  was  established:  68  hemophilia  patients 
were  known  in  South  Texas  and  were  treated  by 
two  physicians. 

In  1971  and  1972,  3%  to  11%  of  children  re- 
ceived home-administered  therapy  without  direct 
physician  involvement  (7);  now  over  66%  of  severe 
hemophilia  patients  self-administer  factor.  Patients 
are  rarely  seen  in  emergency  rooms  for  factor  treat- 
ment and  are  rarely  hospitalized  ( 1 ).  They  are  more 
likely  to  receive  indirect  medical  care  by  center 
physicians  or  by  primary  physicians  with  phone 
consultation.  The  development  of  lyophilized  factor 
has  permitted  increased  freedom  and  independence 
from  hospitals  and  home  freezers.  In  1971  and 
1972,  50%  of  patients  with  factor  VIII  deficiency 
received  cryoprecipitate  (7). 

Our  center’s  diagnostic  service  found  that  44%  of 
patients  have  inhibitors;  a 4%  incidence  was  noted 
ten  years  ago  ( 7 ).  The  difference  is  that  previously 
56%  of  patients  were  never  tested  (7).  TTiis  knowl- 
edge can  now  allow  “tailored  appropriate  therapy” 
for  these  patients  and  allows  anticipation  of  factor 
needs.  Other  specialized  services  not  previously 
available,  such  as  genetic  counseling,  platelet  func- 
tion, and  factor  VIII  antigen  testing,  can  only  be 
offered  at  the  center  where  reliability  and  cost- 
effectiveness  can  be  maintained.  Forty-six  percent 
of  the  patients  identified  specialists  in  hematology 
as  their  primary  doctors;  most  of  these  are  physi- 
cians at  the  STCHTC.  The  other  half  of  the  patients 
are  seen  primarily  by  pediatricians  or  general  practi- 
tioners. This  large  number  of  general  physicians 
treating  the  hemophilia  patients  is  different  from 
20%  in  1971  and  1972,  and  underlines  the  impor- 
tance of  the  center  as  a source  of  ongoing  consulta- 
tion for  these  physicians  and  the  need  to  foster  and 
support  communication  (7). 

The  patients’  service  utilization  patterns  are 
unique  to  South  and  West  Texas  since  the  catch- 
ment area  encompasses  a very  large  area  of  38,000 
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square  miles.  Over  half  of  the  patients  live  more 
than  100  miles  from  the  center,  and  most  patients 
(58%  ) live  within  20  miles  of  their  blood  product 
source.  Either  of  these  situations  could  present 
grave  problems  for  patients  in  emergencies.  Forn - 
nine  individual  physicians  were  identified  as  the  pri- 
maiy  care  providers.  This  finding  is  not  surprising, 
since  the  151  patients  live  in  39  counties. 

The  private  insurance  coverage  for  43%  of  pa- 
tients was  a direct  result  of  the  work  of  the  center 
staff  and  program,  since  none  of  the  patients  had 
private  insurance  before  1977.  But  Texas  lags  far 
behind  the  "’4%  to  9 1 % at  other  centers  ( 5 ).  How- 
ever. the  30%  of  patients  included  in  SSI  and  Medi- 
care programs  suggests  that  many  hemophilia  pa- 
tients were  not  working  and  or  did  not  have  access 
to  other  medical  coverage  (or  they  may  not  have 
been  working  because  they  had  no  other  medical 
coverage ).  Thirteen  percent  of  the  patients  are  cov- 
ered by  the  state  hemophilia  program  enacted  in 
1978.  This  program  provided  reimbursements  for 
patients  who  could  not  otheixs  ise  afford  blood 
products. 

In  South  Texas,  the  average  cost  for  blood  prod- 
ucts was  16  cents  per  unit  of  factor  \'III,  or  a me- 
dian per-patient  cost  of  approximately  S3,000  per 
year  for  factor  not  treated  with  heat.  With  the  need 
for  heat-treated  factor  to  reduce  the  AIDS-related 
risk,  factor  cost  has  increased  to  20  cents  per  unit. 

The  large  numbers  of  Hispanic  and  Catholic 
patients  in  South  and  VCest  Texas  serv  ed  by  the 
STCHTC  required  a sensitivitv’  to  their  cultural 
mores  and  religious  beliefs.  The  genetic  counseling 
program  at  the  center,  which  is  located  in  a private 
Catholic  hospital,  developed  an  awareness  of  pa- 
tients' attitudes  toward  birth  control  and  family 
planning.  No  family  elected  to  have  prenatal  sex 
determinations  or  elective  abortions.  Similarly,  the 
lack  of  difference  in  pregnancy  rate  or  number  of 
siblings  after  the  diagnosis  of  hemophilia  A or  B sug- 
gested that  parents  did  not  limit  family  size  as  a re- 
sult of  learning  their  son’s  diagnosis,  despite  genetic 
counseling.  Yet  the  adult  patients  with  hemophilia 
had  fewer  children.  VC'hether  they  made  an  active 
decision  regarding  conception  or  whether  problems 
relating  to  social  relationships  influenced  this 
choice  was  not  determined. 

Spanish  was  a priman’  language  for  half  of  the 
younger  patients'  parents,  and  25%  of  this  Spanish- 
speaking group  did  not  use  a second  language.  This 
finding  emphasizes  the  need  for  language  and  cul- 
tural considerations,  such  as  a bilingual  staff  and  bi- 
lingual educational  materials  in  a regional  program, 
especially  in  Texas. 

Over  50%  of  hemophiliac  children  and  adults 
lived  in  povertv',  compared  with  25%  nationally 
( 7 ).  Yet  most  parents  and  adult  patients  had  a high 
school  education,  a finding  that  was  surprising  con- 


sidering the  poor  economic  conditions  in  this  re- 
gion. Nationally.  25%  of  hemophilia  patients  were 
not  in  school  in  19'’1  (7).  Texas'  experience  may 
be  misleading,  given  that  until  recently  many  high 
school  graduates  in  Texas  actually  had  reading  com- 
prehension skills  just  above  elementan’  level  (6). 
Consequently,  the  level  of  understanding  and  use 
of  written  materials  offered  to  patients  at  a center 
required  assessment. 

How  does  the  patient  population  at  the  STCHTC 
compare  with  the  hemophilia  patient  served  br- 
other facilities?  Despite  ethnic  and  religious  differ- 
ences between  the  STCHTC  and  the  Pennsylvania 
Hemophilia  Program  ( Fig  "' ) ( 3 ),  the  ages,  diag- 
noses, and  mortality  rates  were  similar.  One  of  the 
biggest  differences  was  in  the  proportion  of  mu- 
tational cases  reported:  the  Pennsylvania  center 
reported  three  times  the  incidence  of  mutations  re- 
ported by  San  Antonio.  This  discrepanc)’  reflects  the 
more  recent  tests  for  factor  VllI  antigen  and 
activity’,  enabling  more  sensitive  laboratory’-based 
identification  of  carriers.  Thus,  the  lesser  proportion 
of  mutational  cases  reported  in  Texas  is  probably  a 
more  accurate  estimate  for  the  general  hemophilia 
population.  However,  the  large  proportion  of  heredi- 
tary’ cases  seen  in  San  Antonio  could  also  reflect  cul- 


Comparison  of  patients  in  Pennsylvania  Hemophilia  Program  and  at  STCHTC 

Pennsylvania 

Hemophilia  Program 

STCHTC 

Age  of  patients: 

Range 

0-91 

0-6^ 

Mean 

23 

21 

Diagnosis: 

Hemophilia  A 

^2% 

^0% 

Hemophilia  B 

13% 

17% 

von  Vt'illebrand's  disease 

11% 

11% 

Genetics  of  hemophilia: 

Hereditarv 

not  reported 

8"'% 

Mutation 

34% 

11% 

Annual  mortalitv’  rate 

,04 

04 

Hemophilia  A Hemophilia  B 

Hemophilia  A Hemophilia  B 

< 20 

47% 

54% 

58% 

36% 

> 20 

53% 

46% 

42% 

64% 

Factor  level. 

0.01-0.05 

^5% 

66% 

66% 

88% 

> 0 05 

25% 

34% 

34% 

12% 

Average  product  usage 

per  patient  ( units ) 

32,494 

— 

28.913 

22,892 

Acute  treatment: 

Hospitalizations 

2-3 

0.9 

2-3 

0 6 

Days  absent 

5 

2 

3 

1 
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tural  and  religious  sanctions  against  birth  control 
and  abortion. 

Despite  the  poverty'  status  of  most  patients  served 
by  the  STCHTC,  almost  half  of  the  patients,  and 
66%  of  those  with  severe  disease,  were  receiving 
home  therapy.  The  Massachusetts  program,  which 
reports  88%  of  patients  on  home  therapy,  repre- 
sents a model  for  what  can  be  achieved  when  op- 
timal conditions  permit  ( 2 ).  ITie  Texas  experience 
indicates  comparative  underutilization. 

ITie  comprehensive  care  program  is  cost  effective 
( 1,2,5 ).  In  addition  to  coordination  of  clinical  care, 
the  program  identified  new  funding  sources.  Present 
economic  conditions  present  challenges  to  the  fu- 
ture care  of  chronic  handicapping  conditions  like 
hemophilia.  Our  data  imply  that  the  STCHTC  has 
positively  affected  outcome  for  these  patients 
and  that  it  provides  a model  for  other  costly  high- 
impact,  low-incidence  chronic  diseases.  These  data 
should  be  helpful  for  those  private  and  governmen- 
tal agencies  that  are  developing  priorities  for  long- 
range  planning  for  chronic  handicapping  conditions. 
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Analyzing  increases  in 
the  cost  of  health 
insurance 


\Most  insurance  companies  suffered  poor  financial 
j results  on  health  insurance  during  1987,  and  this 
1 led  to  substantial  premium  rate  increases  for 
\ policyholders.  This  was  a major  surprise  to  most 
consumers  and  seemed  inconsistent  with  media  re- 
ports regarding  inflation.  This  contradiction  arises 
because  the  forces  which  drive  health  insurance 
'•  costs  are  much  more  complex  and  extensive  than 
published  inflationary  indices.  The  factors  in- 
volved, inflation,  utilization,  cost  shifting  lever- 
aging and  intensity’  of  medical  care,  are  not  gen- 
i erally  understood  and  are  rarely  discussed  outside 
: of  the  insurance  industry.  An  analysis  of  these  fac- 
1 tors  is  necessary  to  an  understanding  of  the  sever- 
\ it}’  of  the  problem  and  the  difficulty  in  finding  a 
1 solution.  For  the  foreseeable  future,  most  industry 
I analysts  expect  a continuation  of  rising  medical 
i claims  and  health  insurance  costs. 

I KFl’  WORDS.  PRIVATE  HEALTH  INSURANCE,  COSTS,  HEALTH 
j CARE  COSTS. 


Last  year,  1987,  was  a bad  year  for  both  buyers 
and  sellers  of  health  insurance.  Most  insurance 
companies  experienced  deteriorating  financial 
! results  on  health  insurance,  and  many  had  large 
I underwriting  losses  on  their  group  health  business. 

1 This  led  to  substantial  increases  in  rates  paid  by 
i policyholders.  Premium  rates  for  traditional  health 
insurance  plans  generally  increased  in  the  range  of 
I 20%  to  50%  during  1987.  This  was  particularly 
I shocking  because  health  insurance  claims  and  rates 
had  stabilized  during  1984  and  1985  and  had  risen 
only  moderately  in  1986.  In  spite  of  the  sharp  in- 
creases of  1987,  most  experts  expect  rate  increases 
to  continue  unabated,  at  least  through  1988. 

In  order  to  gain  some  understanding  of  why 
health  insurance  costs  are  again  increasing  rapidly, 
it  is  necessary  to  examine  the  forces  that  influence 
these  costs  and  the  manner  in  which  they  have  var- 
I ied  over  recent  years.  Health  insurance  costs  have 
I generally  increased  over  the  last  1 5 years  due  to 
factors  which,  in  the  aggregate,  are  referred  to  by 
the  insurance  industry  as  the  health  claim  trend. 

The  health  claim  trend  is  comprised  of  the  follow- 
ing factors:  inflation,  utilization,  cost  shifting,  lever- 
aging, and  intensity  of  medical  care. 

The  health  claim  trend  reflects  actual  and  antici- 
pated increases  in  the  health  claims  paid  by  insurers 
under  health  insurance  policies.  A discussion  of 
each  component  of  the  health  claim  trend  provides 
insight  to  the  increasing  cost  of  health  insurance. 

Inflation 

In  a general  sense,  the  inflationary  component  of 
the  health  claim  trend  is  similar  to  the  medical  care 
component  of  the  consumer  price  index  (CPI), 
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which  has  increased  much  more  rapidly  than  the 
CPI  as  a whole  over  the  last  five  years.  There  are 
some  important  differences,  however,  that  result  in 
the  medical  care  component  of  the  CPI  not  neces- 
sarily serving  as  a perfect  indicator  of  the  inflation- 
ary' component  of  the  health  claim  trend. 

The  market  basket  of  goods  and  serv  ices  which 
comprises  the  medical  care  component  of  the  CPI 
includes  several  commodities  and  services  which 
are  not  generally  covered  in  a health  insurance  pol- 
icy. These  items  include  nonprescription  and  over- 
the-counter  drugs  and  medical  equipment,  eye  care, 
and  dental  services.  Ironically,  the  prices  of  these 
items  have  generally  increased  less  rapidly  than  the 
prices  of  the  commodities  and  services  which  are 
covered  by  health  insurance  policies.  As  a result, 
the  medical  care  component  of  the  CPI  usually 
understates  the  inflationary  component  of  the 
health  claim  trend.  The  inflationary-  component  of 
the  health  claim  trend  is  anticipated  to  increase  at  a 
rate  of  7%  to  8%  during  1988,  while  the  medical 
care  component  of  the  CPI  is  expected  to  rise  be- 
tween 6%  and  7%  ( 1 ). 
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Utilization 

The  additional  costs  associated  with  increases  in  the 
utilization  of  medical  services  have  historically 
made  a significant  contribution  to  the  rising  cost  of 
health  insurance.  Medical  care  utilization  increased 
significantly  throughout  the  1970s  and  the  early 
1980s,  but  it  declined  significantly  between  1983 
and  1986.  This  decline  was  almost  totally  due  to  re- 
duced utilization  of  inpatient  hospital  treatment 
(characterized  by  fewer  admissions  and  shorter 
lengths  of  stay  ).  This  resulted  from  the  cooperative 
efforts  of  providers  and  third-party-  payers  in  in- 
stituting cost  control  measures  designed  to  encour- 
age more  cost-effective  medical  care.  As  a result,  a 
significant  portion  of  inpatient  treatment  was  trans- 
ferred to  an  outpatient  setting. 

In  some  cases,  utilization  decreases  during  1984 
and  1985  were  more  than  enough  to  offset  the 
price  increases  that  continued  during  that  period. 

As  a result,  many  insurers  and  consumers  over- 
looked the  fact  that  the  other  forces  that  drive 
health  insurance  costs  higher  were  still  at  work.  In 
1986,  reductions  in  utilization  slowed  significantly, 
the  result  of  the  elimination  of  as  much  inpatient 
confinement  as  could  be  safely  accomplished  and 
sharp  increases  in  the  use  of  outpatient  and  profes- 
sional services.  Once  utilization  reductions  ceased, 
the  rate  of  increase  in  health  insurance  costs  quickly 
returned  to  relatively  high  levels.  Now  that  consum- 
ers are  again  increasing  their  use  of  medical  ser- 
vices, the  utilization  component  of  the  health  claim 
trend  is  expected  to  add  1 % to  2%  to  health  insur- 
ance costs  during  1 988. 
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Cost  shifting 

Cost  shifting  occurs  when  some  purchasers  of  medi- 
cal services  pay  less  than  the  cost  of  providing  those 
services,  thus  requiring  the  provider  of  the  services 
to  recover  the  unreimbursed  portion  of  the  cost 
from  another  purchaser.  In  its  earliest  application, 
cost  shifting  provided  a means  for  hospitals  to  re- 
cover some  of  the  costs  associated  with  charity 
care.  This  factor  was  not  too  significant,  however, 
until  the  federal  government  sought  to  reduce  its 
health  care  expenditures  by  placing  limitations  on 
reimbursement  for  services  provided  to  Medicare 
and  Medicaid  patients.  As  a result,  providers  had  no 
choice  but  to  transfer  a larger  share  of  overhead  to 
private  paying  patients  ( ie,  generally  those  covered 
by  health  insurance). 

Another  factor  that  leads  to  cost  shifting  is  the  re- 
duced payment  levels  that  an  increasing  number  of 
third  party  payers  have  been  successful  in  negoti- 
ating under  managed  care  programs.  There  is  an 
explosion  in  the  number  of  health  maintenance  or- 
ganizations (HMOs)  and  preferred  provider  organi- 
zations (PPOs),  all  of  which  are  actively  negotiating 
favored  price  schedules  with  providers.  In  order  to 
preserve  their  market  share,  many  providers  have 
been  willing  to  agree  to  reimburse  these  organiza- 
tions at  rates  that  do  not  fully  cover  their  opera- 
tional expenses.  The  providers  then  must  look  to 
the  decreasing  segment  of  their  patients  who  are 
covered  by  fee-for-service  health  insurance  to  make 
up  for  the  shortfall. 

While  the  historical  effects  of  cost  shifting  are  al- 
ready implicitly  recognized  in  the  medical  care 
component  of  the  CPI,  the  growing  significance  of 
this  factor  leads  to  further  increases  in  cost  and  an 
additional  element  in  the  health  claim  trend.  Be- 
cause the  federal  government  is  experiencing  the 
largest  budget  deficits  in  history  and  because  the 
number  of  managed  care  programs  is  growing  rap- 
idly, cost  shifting  is  expected  to  become  an  increas- 
ingly significant  component  of  the  health  claim 
trend.  Industry  analysts  anticipate  that  cost  shifting 
will  contribute  an  additional  2%  to  increasing 
health  insurance  costs  in  1988. 

Leveraging 

Leveraging  is  a term  used  by  the  insurance  industry 
to  describe  the  effect  that  fixed  deductibles  and  co- 
insurance  have  on  insurance  claims.  Even  though 
the  average  health  insurance  claim  increases  an- 
nually, the  portion  of  the  claim  not  paid  by  the  in- 
surer (eg,  the  deductible)  remains  fixed.  As  an 
example,  assume  that  in  1987  an  insurer  receives  a 
health  insurance  claim  for  $ 1 ,000.  If  the  covered 
policyholder  is  required  to  pay  a $300  deductible, 
the  insurer  pays  $700.  If,  through  price  increases, 
the  same  claim  costs  10%,  or  $100,  more  during 
1988,  the  total  claim  will  rise  to  $1,100.  If  the  de- 


ductible remains  fixed  at  $300,  the  insurer’s  portion 
of  the  claim  will  increase  to  $800.  Therefore,  while 
prices  increased  only  10%,  the  leveraging  effect 
that  the  fixed  deductible  has  on  the  insurer’s  por- 
tion of  the  claim  results  in  a 14%  increase  in  the 
portion  covered  by  health  insurance.  (Interestingly, 
the  higher  the  deductible,  the  greater  the  leveraging 
effect  and  the  more  rapid  the  increases  in  the  cost 
of  the  health  insurance. ) 

This  factor  would  be  eliminated  if  the  deductible 
and  the  coinsurance  were  indexed  to  increase  with 
rising  prices.  While  some  health  insurance  policies 
include  this  feature,  it  remains  extremely  unusual. 

As  a result,  health  insurance  costs  will  always  in- 
crease more  rapidly  than  inflation.  Leveraging  is 
expected  to  add  1 % to  the  cost  of  health  insurance 
in  1988. 

Intensity  of  medical  care 

ITie  consumer  of  health  care  services  in  the  United 
States  has  been  the  beneficiary  of  continually  im- 
proving medical  technology.  Each  year  there  is  an 
increase  in  the  volume  and  sophistication  of  ser- 
vices and  technologies  available  for  the  treatment  of 
disease  and  injury.  The  impact  that  this  has  on  the 
cost  of  health  insurance  is  reflected  by  the  intensity 
factor  in  the  health  claim  trend.  This  intensity  factor 
reflects  an  increasing  volume  of  expensive  services 
and  a growing  tendency  for  relatively  current  tech- 
nology ( eg,  the  CT  scanner ) to  be  replaced  by 
newer  and  even  more  expensive  technology  ( eg, 
MRI  equipment). 

Another  major  contributor  to  increased  health  in- 
surance costs  which  is  reflected  in  the  intensity  fac- 
tor are  the  catastrophic  claims  arising,  for  example, 
from  the  treatment  of  premature  babies,  burn  vic- 
tims, and  patients  with  head  injuries.  These  claims 
frequently  reach  $200,000  or  more.  Also,  health  in- 
surance policies  have  recently  begun  to  cover  the 
cost  associated  with  organ  transplants.  The  geo- 
metric increase  in  the  number  of  transplants  has 
made  a significant  contribution  to  the  rising  cost  of 
health  insurance.  According  to  data  prepared  by 
Swiss  Reinsurance  Company,  between  1 984  and 
1986,  the  number  of  organ  transplants  increased  by 
almost  250%  (2). 

An  even  more  recent  concern,  but  one  that 
threatens  the  very  foundation  of  insurance,  is  the 
tremendous  cost  associated  with  the  treatment  of 
acquired  Immunodeficiency  syndrome  (AIDS). 

While  more  than  40,000  AIDS  cases  have  been  re- 
ported in  the  United  States  thus  far,  this  total  is 
projected  to  reach  more  than  270,000  by  1991  (3). 
With  the  average  cost  of  treating  an  AIDS  patient 
running  in  the  range  of  $40,000  to  $100,000  (4),  an 
increasing  number  of  patients  will  obviously  have  a 
tremendous  effect  on  the  cost  of  health  insurance 
(and,  perhaps,  an  even  greater  impact  on  the  cost  of 
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lite  insurance ).  In  addition,  some  insurers  have  paid 
individual  claims  that  have  reached  much  higher 
levels  ( 5 ).  As  the  medical  profession’s  ability  to 
treat,  yet  not  cure,  these  patients  increases,  the  cost 
will  continue  to  rise.  As  an  example,  a newly  devel- 
oped drug  for  the  treatment  of  AIDS,  AZT,  costs  ap- 
proximately $8,000  per  year  ( 6 ).  AIDS  has  become 
a major  component  of  the  intensity  factor.  The  in- 
creasing intensity  of  medical  care  is  anticipated  to 
lead  to  health  insurance  cost  increases  of  from  3% 
to  5%  during  1988. 

The  aggregate  impact  of  the  various  factors  in- 
cluded in  the  health  claim  trend  is  expected  to  gen- 
erate an  increase  in  the  cost  of  health  insurance  of 
1596  -20%  during  1988.  Unfortunately,  this  rate  of 
increase  will  be  realized  even  under  otherwise  favor- 
able circumstances.  For  a specific  policyholder,  the 
increase  in  health  insurance  costs  could  be  substan- 
tially in  excess  of  this  level,  depending  upon  the 
adequacy  of  current  premium  levels,  the  degree  to 
which  adverse  claims  experience  negatively  affects 
the  financial  structure  of  their  particular  policy,  and 
the  medical  care  utilization  characteristics  of  those 
covered  under  the  policy.  Many  health  insurance 
policies  are  presently  underrated  due  to  a failure  on 
the  part  of  insurers  to  recognize  the  return  of  higher 
utilization  in  1986  and  1987.  These  policies  will  ex- 
perience rate  increases  considerably  above  the 
health  claim  trend. 

Cost  contaiiunent 

The  sponsors  of  health  insurance  programs,  gener- 
ally employers,  have  long  been  frustrated  with  the 
almost  automatic  increases  in  the  cost  of  health  in- 
surance. As  a result,  many  insurers  and  employers 
have  turned  to  a variety  of  cost  containment  pro- 
grams in  an  attempt  to  mitigate  the  effect  of  the 
forces  discussed  in  this  article.  These  efforts  have 
been  directed  toward  participation  in  PPOs  and 
other  managed  care  programs  and  increasing  the 
I portion  of  the  health  claims  paid  by  insured  em- 
ployees through  increased  deductibles  and  coin- 
surance. In  addition,  insurers  and  employers  have 
adopted  programs  that  provide  for  second  surgical 
opinions,  incentives  for  outpatient  treatment,  pread- 
mission testing,  limitations  on  weekend  admissions, 
large  case  management,  preadmission  certification 
and  concurrent  review,  and  retrospective  utilization 
review. 

Many  believe  that  these  cost  containment  mea- 
sures played  a role  in  the  stabilization  of  health  in- 
surance costs  during  1984  and  1985.  During  those 
years,  there  was  a general  perception  that  medical 
care  expenses  and  corresponding  health  insurance 
costs  were  under  control;  however,  when  these 
costs  began  to  accelerate  sharply  in  1986  and  1987, 
there  was  a realization  that  the  battle  was  far  from 
over.  It  now  appears  that  in  spite  of  these  efforts, 
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there  has  been  only  limited  progress  in  the  contain- 
ment of  medical  costs.  As  a result,  further  increases 
in  the  cost  of  health  insurance  will  accelerate  em- 
ployer pressure  on  the  medical  care  system  for  cost 
control  and  cost  containment.  The  pressure  will  re- 
sult in  the  continued  growth  and  implementation  of 
preadmission,  concurrent,  and  retrospective  review 
programs.  While  there  continues  to  be  significant 
confidence  that  these  programs  can  help  in  the  con- 
tainment of  medical  care  costs,  there  are  now  more 
realistic  expectations  as  to  what  can  be  accom- 
plished. While  these  programs  can  contribute  to  the 
solution  to  this  dilemma,  they  alone  cannot  solve 
the  puzzle.  As  a result,  it  is  anticipated  that  medical 
costs  will  continue  to  climb,  generating  further 
pressure  for  increased  health  insurance  costs.  For 
the  foreseeable  future  both  insurers  and  their 
policyholders  can  expect  frequent  and  significant 
increases  in  cost. 
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30  mg.  60  mg,  90  mg.  and  120  mg  Tablets 

CONTRAINDICA  TIONS 

CARDIZEM  is  contraindicated  in  (t)  patients  with  sick  sinus 
syndrome  except  in  the  presehce  of  a functioning  ventricular 
pacemaker,  (2)  patients  with  second-  or  third-degree  A V block 
except  in  the  presence  of  a functioning  ventricular  pacemaker.  (3) 
patients  with  hypotension  (less  than  90  mm  Hg  systolic),  and  (4) 
patients  who  have  demonstrated  hypersensitivity  to  the  drug 
WARNINGS 

1 Cardiac  Conduction.  CARDIZEM  prolongs  A V node 
refractory  periods  without  sighilicantly  prolonging  sinus 
node  recovery  time,  except  in  patients  with  sick  sinus 
syndrome  This  effect  may  rarely  result  in  abnormally  slow 
heart  rates  (particularly  in  patients  with  sick  sinus 
syndrome)  or  second-  or  third-degree  A V block  (six  of  1.243 
patients  lor  0.4n).  Concomitant  use  of  diltiazem  with 
beta-blockers  or  digitalis  may  result  ih  additive  effects  on 
cardiac  conduction.  A patient  with  Prinzmetal's  angina 
developed  periods  of  asystole  (2  to  5 seconds)  alter  a 
single  dose  of  60  mg  of  diltiazem. 

2 Congeallve  Heart  Failure.  Although  diltiazem  has  a 
negative  inotropic  effect  in  isolated  animal  tissue 
preparations,  hemodynamic  studies  in  humans  with 
normal  ventricular  function  have  not  shown  a reduction 
in  cardiac  index  nor  consistent  negative  effects  on 
contractility  (dp/dt).  Experience  with  the  use  of  CARDIZEM 
alone  or  in  combination  with  beta-blockers  in  patients 
with  impaired  ventricular  function  is  very  limited.  Caution 
should  be  exercised  when  using  the  drug  in  such  patients 

3 Hypotension.  Decreases  in  blood  pressure  associated 
with  CARDIZEM  therapy  may  occasionally  result  In 
symptomatic  hypotension 

4.  Acute  Hepatic  Injury.  In  rare  instances,  significant 
elevations  in  enzymes  such  as  alkaline  phosphatase.  LDH. 
SCOT  SGPT  and  other  phenomena  consistent  with  acute 
hepatic  injury  have  been  noted.  These  reactions  have 
been  reversible  upon  discontinuation  of  drug  therapy  The 
relationship  to  CARDIZEM  is  uncertain  in  most  cases,  but 
probable  In  some.  (See  PRECAUTIONS.) 

PRECAUTIONS 

General.  CARDIZEM  (diltiazem  hydrochloride)  is  extensively 
metabolized  by  the  liver  and  excreted  by  the  kidneys  and  in 
bile.  4s  with  any  drug  given  over  prolonged  periods,  laboratory 
parameters  should  be  monitored  at  regular  intervals.  The  drug 
should  be  used  with  caution  in  patients  with  impaired  renal  or 
hepatic  function  In  subacute  and  chronic  dog  and  rat  studies 
designed  to  produce  toxicity,  high  doses  of  diltiazem  were 
associated  with  hepatic  damage.  In  special  subacute  hepatic 
studies,  oral  doses  of  125  mg/kg  and  higher  in  rats  were 
associated  with  histological  changes  in  the  liver  which  were 
reversible  when  the  drug  was  discontinued.  In  dogs,  doses  of 
20  mg/kg  were  also  associated  with  hepatic  changes:  however, 
these  changes  were  reversible  with  continued  dosing. 

Dermatological  events  (see  ADVERSE  REACTIONS  section) 
may  be  transient  and  may  disappear  despite  continued  use  of 
CARDfZEM  However,  skin  eruptions  progressing  to  erythema 
multiforme  and/or  exfoliative  dermatitis  have  also  been 
Infrequently  reported.  Should  a dermatologic  reaction  persist, 
the  drug  should  be  discontinued. 

Drug  Interaction.  Due  to  the  potential  lor  additive  effects, 
caution  and  careful  titration  are  warranted  in  patients  receiving 
CARDIZEM  concomitantly  with  any  agents  known  to  affect 
cardiac  contractility  and/or  conduction.  (See  WARNINGS.) 

Pharmacologic  studies  indicate  that  there  may  be  additive 
effects  in  prolonging  A V conduction  when  using  beta-blockers  or 
digitalis  concomitantly  with  CARDIZEM.  (See  WARNINGS  ) 

4s  with  all  drugs,  care  should  be  exercised  when  treating 
patients  with  multiple  medications.  CARDIZEM  undergoes  blo- 


transtormation  by  cytochrome  P-450  mixed  function  oxidase 
Coadministration  of  CARDIZEM  with  other  agents  which  follow 
the  same  route  of  biotransformation  may  result  in  the  competi- 
tive inhibition  of  metabolism.  Dosages  of  similarly  metabolized 
drugs,  particularly  those  of  low  therapeutic  ratio  or  in  patients 
with  renal  and/or  hepatic  impairment,  may  require  adjustment 
when  starling  or  stopping  concomitantly  administered  (CARDIZEM 
to  maintain  optimum  therapeutic  blood  levels. 

Beta-blockert:  Controlled  and  uncontrolled  domestic  studies 
suggest  that  concomitant  use  of  CARDIZEM  and  beta-blockers 
or  digitalis  is  usually  well  tolerated  Available  data  are  not 
sufficient,  however,  to  predict  the  effects  of  concomitant 
treatment,  particularly  in  patients  with  left  ventricular 
dysfunction  or  cardiac  conduction  abnormalities 

Administration  of  CARDIZEM  (diltiazem  hydrochloride) 
concomitantly  with  propranolol  In  live  normal  volunteers 
resulted  in  increased  propranolol  levels  in  all  subjects  and 
bloa  vailabillty  of  propranolol  was  increased  approximately  50%. 
It  combination  therapy  is  initiated  or  withdrawn  in  conjunction 
with  propranolol,  an  adjustment  in  the  propranolol  dose  may 
be  warranted.  (See  WARNINGS.) 

amelldine:  A Study  in  six  healthy  volunteers  has  shown  a 
significant  increase  in  peak  diltiazem  plasma  levels  (58%)  and 
area-under-the-curve  f53%J  after  a one-week  course  olcimetidine 
at  1,200  mg  per  day  and  diltiazem  60  mg  per  day.  Ranitidine 
produced  smaller,  nonsignificant  increases.  The  effect  may  be 
mediated  by  cimetidine's  known  inhibition  of  hepatic  cytochrome 
P-450,  the  enzyme  system  probably  responsible  lor  the  first-pass 
metabolism  of  diltiazem  Patients  currently  receiving  diltiazem 
therapy  should  be  carefully  monitored  lor  a change  in 
pharmacological  effect  when  initiating  and  discontinuing 
therapy  with  cimetidine.  An  adjustment  in  the  diltiazem  dose 
may  be  warranted 

Digitalis:  Administration  of  CARDIZEM  with  digoxin  in  24 
healthy  male  subjects  increased  plasma  digoxin  concentrations 
approximately  20%.  Another  investigator  found  no  increase  in 
digoxin  levels  in  12  patients  with  corohary  artery  disease.  Since 
there  have  been  conflicting  results  regarding  the  effect  of  digoxin 
levels,  it  is  recommended  that  digoxin  levels  be  monitored  when 
initiating,  adjusting,  and  discontinuing  CARDIZEM  therapy  to 
avoid  possible  over-  or  under-digilallzation.  (See  WARNINGS.) 

Carcinogeneala,  Mutagenaala,  Impairment  of  Fertility.  A 
24-month  study  in  rats  and  a 21 -month  study  in  mice  showed 
no  evidence  of  carcinogenicity.  There  was  also  no  mutagenic 
response  in  in  vitro  bacterial  tests  No  intrinsic  effect  on  fertility 
was  observed  in  rats 

Pregnancy.  Category  C Reproduction  studies  have  been  con- 
ducted in  mice.  rats,  and  rabbits  Administration  of  doses  ranging 
from  five  to  ten  times  greater  (on  a mg/kg  basis)  than  the  daily 
recommended  therapeutic  dose  has  resulted  in  embryo  and 
fetal  lethality  These  doses,  in  some  studies,  have  been  reported 
to  cause  skeletal  abnormalities.  In  the  perinatal/  postnatal 
studies,  there  was  some  reduction  in  early  individual  pup 
weights  and  survival  rates  There  was  an  Increased  incidence 
of  stillbirths  at  doses  of  20  times  the  human  dose  or  greater. 

There  are  no  well-controlled  studies  In  pregnant  women: 
therefore,  use  CARDIZEM  in  pregnant  women  only  if  the  potential 
benefit  justifies  the  potential  risk  to  the  fetus. 

Numlng  Molhen.  Diltiazem  is  excreted  in  human  milk.  One 
report  suggests  that  concentrations  in  breast  milk  may  approxi- 
mate serum  levels.  If  use  of  CARDIZEM  is  deemed  essential,  an 
alternative  method  of  infant  feeding  should  be  Instituted. 

Pediatric  Use.  Safety  and  effectiveness  in  children  have  not 
been  established. 

ADVERSE  REACTIONS 

Serious  adverse  reactions  have  been  rare  in  studies  carried 
out  to  date,  but  it  should  be  recognized  that  patients  with 
impaired  ventricular  function  and  cardiac  conduction  abnormali- 
ties have  usually  been  excluded. 

In  domestic  placebo-controlled  trials,  the  incidence  of  adverse 
reactions  reported  during  CARDIZEM  therapy  was  not  greater 
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than  that  reported  during  placebo  therapy. 

The  following  represent  occurrences  observed  in  clinical 
studies  which  can  be  at  least  reasonably  associated  with  the 
pharmacology  of  calcium  influx  inhibition.  In  many  cases,  the 
relationship  to  CARDIZEM  has  not  been  established.  The  most 
common  occurrences  as  well  as  their  frequency  of  presentation 
are:  edema  (2.4%).  headache  (2.1%),  nausea  (1.9%),  dizziness 
(1.5%o>,  rash  (1.3%),  asthenia  (12%).  In  addition,  the  following 
events  were  reported  infrequently  (less  than  1%,): 
Cardiovascular:  Angina,  arrhythmia,  AV block  (first degree), 

A V block  (second  or  third  degree— see 
conduction  warning),  bradycardia, 
congestive  heart  failure,  flushing, 
hypotension,  palpitations,  syncope. 
Nervous  System  Amnesia,  depression,  gait  abnormality, 

hallucinations,  insomnia,  nervousness, 
paresthesia,  personality  change, 
somnolence,  tinnitus,  tremor. 
Gastrointestinal.  Anorexia,  constipation,  diarrhea. 

dysgeusia.  dyspepsia,  mild  elevations  of 
alkaline  phosphatase,  SGOT  SGPT,  and 
LDH  (see  hepatic  warnings),  vomiting, 
weight  increase. 

Dermatologic:  Petechiae.  pruritus,  photosensitivity, 

urticaria. 

Other  Amblyopia,  CPK  elevation,  dyspnea, 

epistaxis.  eye  irritation,  hyperglycemia, 
nasal  congestion,  nocturia,  osteoarticular 
pain,  polyuria,  sexual  difficulties. 

The  following  postmarketing  events  have  been  reported 
infrequently  in  patients  receiving  CARDIZEM:  alopecia,  gingival 
hyperplasia,  erythema  multiforme,  and  leukopenia.  However,  a 
definitive  cause  and  effect  between  these  events  and  CARDIZEM 
therapy  is  yet  to  be  established.  Issued  6/87 

See  complete  Professional  Use  Information  before  prescribing. 
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History  of  drug  abuse 
treatment  in  Texas 


Morphine  addiction  was  recognized  as  a wide- 
spread problem  in  Texas  during  the  latter  half  of 
the  19th  century.  Treatment  was  initially  concen- 
trated on  the  withdrawal  syndrome.  Following  es- 
tablishment of  the  federal  hospital  for  narcotic 
addicts  in  Fort  Worth  in  1938,  more  emphasis  was 
placed  on  treatment  of  related  emotional  and  so- 
cial problems.  During  the  latter  half  of  the  2()th 
century,  abuse  of  opioids  and  other  drugs  in- 
creased: tax-supported  community  programs  and 
investor-owned  programs  expanded,  and  meth- 
adone maintenance  was  introduced.  During  this 
period  drug-free  treatment  acquired  a new  focus, 
the  drug-using  habit  itself  In  the  1980s,  treatment 
is  directed  at  three  features  of  drug  abuse:  the 
withdrawal  syndrome,  the  related  emotional  and 
social  problems,  and  the  drug-using  habit 
KEY  WORDS;  DRUG  ABUSE,  TREATMENT,  TEXAS,  HISTORY 


When  the  Republic  of  Texas  was  estab- 
lished in  1836,  widespread  use  of  alcohol 
and  opiate  drugs  existed.  Abuse  of  these 
substances  undoubtedly  also  existed,  but  the  con- 
cept of  substance  abuse  as  a medical  disorder  did 
not  exist,  and  even  if  it  had  existed,  Texas  did  not 
have  a medical  literature  in  which  it  could  have 
been  reported.  Excessive  use  of  alcohol  and  opiates 
was  generally  viewed  in  the  United  States  as  a moral 
problem.  Physicians  in  Texas  were  primarily  con- 
cerned with  injuries,  snakebite,  pneumonia,  yel- 
low fever,  malaria,  dysentery,  cholera,  and  typhoid 
fever  ( 1 ). 

Heavy  drinking  of  whiskey  was  reported  as  preva- 
lent in  1845.  Corpus  Christi  was  reputed  to  have 
more  than  200  grog-shops  ( 2 ).  During  the  latter 
part  of  the  19th  century,  nostrums  containing  alco- 
hol or  opiates  were  advertised  and  sold  over  the 
counter  to  relieve  a wide  variety  of  symptoms.  The 
Texas  State  Medical  Association  deplored  the  sale  of 
these  nostrums,  but  many  physicians  prescribed 
wine,  laudanum,  paregoric,  or  opium  for  chronic 
painful  conditions. 

In  1866  Dr  George  Cupples  ( 3 ) of  San  Antonio 
described  treatment  of  a man  who  had  delirium  tre- 
mens. He  reported  that  morphine  and  brandy  re- 
lieved the  symptoms.  In  1868  he  treated  a 32-year- 
old  woman  for  opium  poisoning.  She  had  taken  the 
opium  for  relief  of  “occipital  and  cervical  pain.”  She 
was  comatose,  and  while  being  attended,  she 
stopped  breathing.  Dr  Cupples  revived  her  by  pour- 
ing a flagon  of  ice  water  on  her  head. 

Dr  Cupples’  use  of  morphine  to  treat  delirium  tre- 
mens seems  noteworthy,  because  throughout  the 
latter  part  of  the  19th  century,  physicians  in  the 
United  States  often  treated  alcohol  withdrawal  with 
morphine.  Many  alcoholics  came  to  prefer  the  treat- 


ment over  the  alcohol  and  became  morphine  ad- 
dicts. A life  history  study  of  narcotic  addicts  during 
the  192()s  revealed  that  19%  were  alcoholic  before 
they  began  morphine  use  ( 4 ).  Morphine  addiction 
was  recognized  as  a widespread  medical  problem  in 
the  latter  part  of  the  19th  century  by  a Waco  physi- 
cian ( 5,  p 95 ).  Hie  first  private  mental  hospital  in 
Texas,  Valleloma  Sanitarium,  which  opened  in  Mar- 
shall in  1892,  was  established  to  treat  alcoholics  and 
drug  addicts. 

Early  20th  century,  1900-1949 

Physicians  in  Texas  attempted  to  treat  narcotic  ad- 
diction during  the  19th  century,  but  the  first  pub- 
lished report  about  treatment  in  Texas  appeared  in 
the  Texas  Medical  foumal  in  1901.  Dr  M.K.  Lott  re- 
ported favorably  on  the  use  of  hyoscine  intoxication 
for  treatment  of  narcotic  addiction  (6).  During  the 
early  years  of  the  20th  centuiy’,  physicians  in  the 
United  States,  and  probably  also  in  Texas,  used  many 
different  substances  to  treat  the  narcotic  withdrawal 
syndrome.  These  included  chloral  hydrate,  sodium 
bromide,  alcohol,  paraldehyde,  caffeine,  cocaine, 
cannabis,  and  castor  oil  (7).  In  a review  of  with- 
drawal treatments  in  1938,  Kolb  and  Ossenfort  (8) 
commented,  “all  are  successful  provided  the  opiate 
is  withdrawn  ...”  Physicians  used  the  terms  nar- 
cotic and  opiate  as  approximate  synonyms.  Both 
terms  commonly  referred  to  opium  and  analgesic 
derivatives  of  opium. 

Because  of  increasing  concern  expressed  by  the 
medical  profession  and  other  groups  over  the  prob 
lem  of  narcotic  addiction,  the  US  Congress  and 
many  state  legislatures  enacted  laws  designed  to 
provide  control  over  the  sale  and  use  of  opiates  and 
other  drugs  considered  dangerous.  The  first  major 
federal  law  of  this  nature  was  the  Harrison  Narcotic 
Act  of  1914.  Most  states,  including  Texas,  afterward 
enacted  similar  laws.  Prior  to  enactment  of  these 
laws,  physicians  in  Texas  and  elsewhere,  as  we  have 
noted,  regularly  prescribed  opiate  drugs  for  relief  of 
chronic  pain,  and  many  inadvertently  induced  and 
maintained  a physical  dependence  on  these  drugs. 
Following  enactment  of  the  Harrison  Narcotic  Act, 
physicians  in  Texas  and  elsewhere  were  prosecuted 
and  convicted  for  improperly  prescribing  or  dis- 
pensing narcotics.  After  1920  the  prescribing  habits 
of  physicians  changed  markedly,  due  partly  to  the 
narcotic  laws,  but  also  to  better  medical  education, 
and  to  better  methods  of  treatment  of  chronic  pain- 
ful conditions.  The  State  Board  of  Medical  Examin- 
ers, created  in  1901,  investigated  physicians  who 
prescribed  these  drugs  excessively,  and,  when  it 
seemed  appropriate,  imposed  disciplinary'  action.  By 
1950,  narcotic  addicts  only  rarely  obtained  their 
drugs  from  physicians. 

The  narcotic  laws  had  two  unanticipated  conse- 
quences. First,  although  many  regular  narcotic  users 
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stopped  using  drugs  when  the  drugs  became  legally 
unavailable,  some  resorted  to  illegal  means  to  ob- 
tain the  drugs,  and  a large  illicit  narcotic  traffic  de- 
veloped which  has  persisted  to  the  present  time. 
Second,  many  of  the  persons  convicted  for  illegal 
possession  or  sale  of  narcotic  drugs  turned  out  to 
be  addicts  themselves. 

Due  to  the  increasing  numbers  of  addicted  per- 
sons in  federal  prisons.  Congress  enacted  a law  in 
1929  for  establishment  of  two  Public  Health  Service 
hospitals  for  treatment  of  narcotic  addicts.  One  was 
opened  in  Lexington,  Ky,  in  1935,  and  the  second 
was  opened  in  Fort  Worth,  Tex,  in  1938  (7).  Al- 
though they  were  established  primarily  to  serve  fed- 
eral prisoners  who  were  addicted,  the  law  permit- 
ted admission  of  voluntary  patients.  The  treatment 
programs  were  designed  to  treat  not  only  the  with- 
drawal illness,  but  also  the  underlying  emotional 
and  social  problems.  A treatment  period  of  six 
months  was  recommended  to  permit  recovery  from 
acute  and  prolonged  withdrawal  and  to  permit  the 
patient  to  begin  to  deal  with  the  emotional  and  so- 
cial problems  associated  with  the  drug  use.  ITiis  op- 
timistic treatment  rationale  encountered  problems 
in  practice.  Most  of  the  patients  were  voluntary  and 
most  of  these  left  against  medical  advice  during  or 
shortly  after  withdrawal.  The  staff  members  of  both 
hospitals  began  to  publish  a series  of  articles  de- 
scribing the  patients,  the  treatment  procedures,  and 
the  outcomes.  In  1942,  Dr  M.J.  Pescor  of  the  Fort 
Worth  hospital  published  the  first  clinical  descrip- 
tion in  the  United  States  of  addicted  physicians  (9 ). 
He  reported  that  50%  remained  abstinent  during 
the  first  six  months  after  discharge. 

During  the  first  half  of  the  20th  century,  the  state 
mental  hospitals  did  not  admit  narcotic  addicts,  un- 
less they  had  another  mental  illness  which  required 
hospital  treatment.  A few  addicts  and  alcoholics 
who  could  pay  for  treatment  were  treated  in  private 
mental  hospitals.  Timberlawn  Psychiatric  Hospital 
in  Dallas,  established  in  1917,  occasionally  admitted 
substance  abusers. 

Late  20th  century,  1950-1986 
Heroin  use  increased  in  Texas  after  World  War  11.  In 
the  1960s  many  young  people  of  all  socioeconomic 
groups  began  to  use  psychoactive  drugs.  Marijuana 
was  most  commonly  used,  but  many  other  sub- 
stances were  also  used.  The  new  wave  of  drug  use 
included  not  only  adults,  but  also  high  school  stu- 
dents and  grade  school  students.  No  one  knew  the 
exact  prevalence  of  the  drug  use,  and  it  was  feared 
that  the  United  States  might  have  a generation  of 
chronically  “stoned”  young  people.  Fortunately, 
most  of  the  youthful  drug  users  were  experimental 
users,  or  occasional  social  users;  only  a few  became 
compulsive  daily  users.  The  decade  of  the  1 960s 
was  the  time  of  the  Vietnam  War,  of  the  Civil  Rights 


Movement,  and  of  the  “generation  gap.”  The  in- 
creased drug  use  probably  represented  one  compo- 
nent of  the  general  unrest  among  young  people  in 
that  period. 

Through  the  1960s,  the  Public  Health  Service 
hospital  in  Fort  Worth  continued  to  serve  as  a 
major  treatment  resource  in  Texas  for  narcotic 
addicts.  The  hospital  was  closed  in  1971.  In  1966, 
a voluntary  agency  in  San  Antonio,  the  Patrician 
Movement,  initiated  a community  program  which 
included  inpatient  withdrawal,  a sheltered  work- 
shop, and  individual  and  group  counseling.  Resi- 
dential treatment  was  added  later.  The  founder  of 
this  agency,  the  Rev  Monsignor  Dermot  N.  Brosnan, 
has  continued  to  serve  as  its  director  into  1988.  A 
clinical  research  program,  the  Drug  Abuse  Section 
of  the  Texas  Research  Institute  of  the  Mental  Sci- 
ences (TRIMS),  was  opened  in  1966  in  Houston. 

Dr  Joseph  C.  Schoolar  served  as  the  first  director. 
This  unit  continued  in  operation  until  the  TRIMS 
was  closed  in  1985.  In  1969,  four  small  methadone 
maintenance  programs  were  opened,  two  in  San 
Antonio,  one  in  Laredo,  and  one  in  El  Paso.  The 
Laredo  program  was  closed  in  1979;  the  other  three 
continue  to  operate  in  1988.  During  the  1960s,  ad- 
missions of  alcoholics  to  state  mental  hospitals  in- 
creased, and  some  hospitals  established  separate 
treatment  units  for  alcoholics.  Few  drug  abusers 
were  initially  admitted  to  these  units. 

In  1970,  because  of  widespread  concern  in  Texas 
about  the  apparently  increasing  problem  of  drug 
abuse,  Gov  Preston  Smith  created,  by  executive 
order,  the  State  Program  on  Drug  Abuse.  A year 
later  it  became  part  of  the  Texas  Department  of 
Community  Affairs  (TDCA),  which  was  designated 
as  the  state  agency  to  administer  federal  grant  funds 
for  drug  abuse.  During  the  1970s,  an  unprecedented 
expansion  of  tax-supported  community  services  for 
drug  abuse  occurred  in  Texas  and  throughout  the 
United  States.  This  growth  was  prompted  by  fed- 
eral grant  funds  for  drug  abuse  prevention  and 
treatment  programs  which  became  available  under 
amendments  to  the  Community  Mental  Health 
Centers  Act.  Some  of  the  local  programs  supported 
by  the  grant  funds  were  developed  by  community 
mental  health  and  mental  retardation  (MHMR)  cen- 
ters, and  some  by  other  organizations.  In  1978, 

5,502  patients  were  admitted  to  these  programs.  In 
fiscal  year  1979-1980,  approximately  S5  million 
of  federal  funds  supported  33  local  treatment  pro- 
grams in  Texas. 

Because  of  increasing  admissions  of  drug  abusers, 
the  alcoholism  treatment  units  in  the  state  hospitals 
became  “substance  abuse”  units.  By  1979,  inpatient 
substance  abuse  units  existed  at  eight  state  hospitals 
and  at  the  El  Paso  and  Rio  Grande  centers.  A special 
1 50-bed  unit  for  drug  abusers  less  than  2 1 years  old 
was  opened  at  Vernon  State  Hospital  in  1 974.  Dr 
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Frankie  E.  Williams  served  as  the  first  director  of 
this  program.  In  addition  to  the  inpatient  units  at 
the  hospitals  and  centers,  the  Texas  Department  of 
Mental  Health  and  Mental  Retardation  (TDMHMR) 
also  supported  substance  abuse  treatment  programs 
in  the  community  MHMR  centers.  The  31  MHMR 
centers  in  Texas  served  over  8,000  drug  abuse  pa- 
tients in  1986. 

During  the  1970s,  two  Veterans  Administration 
hospitals,  located  in  Dallas  and  Houston,  opened 
drug  abuse  treatment  programs.  Fifteen  community- 
based  programs  were  funded  by  the  Federal  Bureau 
of  Prisons  to  serve  conditionally  released  prisoners 
with  drug  abuse  problems.  In  1978,  the  TDCA  esti- 
mated the  statewide  daily  treatment  capacity  for 
drug  abuse  to  be  approximately  6,500.  The  total 
admissions  that  year  exceeded  9,000. 

While  the  TDCA  and  the  TDMHMR  supported 
treatment  programs  in  Texas,  other  state  agencies 
concerned  with  health,  welfare,  education,  law  en- 
forcement, and  corrections  developed  important 
drug  abuse  activities  during  the  1 970s.  The  Texas 
Medical  Association  established  a Committee  on  Al- 
coholism and  Drug  Abuse  in  1976,  and  a Committee 
on  the  Impaired  Physician  in  1977.  The  latter  subse- 
quently changed  its  name  to  Committee  on  Physi- 
cian Health  and  Rehabilitation.  In  1987,  nearly  90 
local  medical  societies  in  Texas  had  committees  on 
physician  health  and  rehabilitation.  The  health  prob- 
lems of  physicians  that  concerned  these  committees 
were  primarily  problems  of  substance  abuse. 

In  1979,  Gov  William  Clements  appointed  the 
“Texans’  war  on  drugs  committee,”  chaired  by 
H.  Ross  Perot.  Committee  activity  led  to  enactment 
of  several  laws  to  strengthen  law  enforcement  with 
respect  to  controlled  substances.  One  of  these  laws 
was  the  triplicate  prescription  law  for  schedule  II 
substances,  enacted  by  the  Texas  Legislature  in 
1981.  The  committee  also  promoted  and  supported 
the  development  of  anti-drug  parent  groups  which 
remained  active  in  1988. 

Annual  plan  documents  prepared  by  the  TDCA 
during  the  late  1970s  and  early  1980s  revealed  sev- 
eral fairly  stable  characteristics  of  patients  admitted 
to  treatment  programs  reporting  to  the  TDCA.  Most 
patients  admitted  were  youths  and  young  adults. 
Men  outnumbered  women.  Opiates,  mainly  heroin, 
represented  the  most  common  primary  drug  prob- 
lem, followed  by  amphetamines  and  marijuana.  The 
marijuana  users  tended  to  be  younger  than  users  of 
other  drugs. 

Cocaine  use  by  young  adults  in  Texas  increased 
during  the  1980s.  In  a survey  in  San  Antonio  in 
1984,  20%  of  senior  medical  students  reported  that 
they  had  used  cocaine  at  some  time  during  their 
lives  (10).  Most  street  cocaine  has  been  prepared  as 
cocaine  hydrochloride,  but  in  the  1 980s,  the  dealers 
and  users  learned  how  to  extract  the  pure  cocaine 


alkaloid,  called  ' free-base  cocaine,”  or  “crack.”  The 
free-base  produced  a stronger  effect  than  the  hydro- 
chloride when  smoked  in  a cigarette  or  pipe. 

Another  special  drug  abuse  problem,  inhalant 
abuse,  attracted  public  attention  during  the  1970s. 

In  1983,  Gov  Mark  White  appointed  a .special  task 
force  to  study  the  problem,  with  Dr  Cervando  Mar- 
tinez, (r,  as  chairman.  Inhalant  abuse  seemed  espe- 
cially prevalent  among  Mexican-American  boys 
from  8 to  18  years  of  age.  Spray  paint  was  the  prin- 
cipal inhalant  used  (11).  Phencyclidine,  an  animal 
anesthetic,  came  into  use  in  Texas  in  the  1970s,  but 
its  use  seemed  to  decline  after  a few  years  because 
of  its  undesirable  effects.  In  the  1980s,  variants  of 
synthetic  psychoactive  substances  produced  in 
home  or  garage  laboratories  were  introduced  as 
“designer  drugs.”  One  of  these,  a derivative  of  me- 
peridine, was  introduced  in  California.  It  produced 
serious  brain  damage.  Its  use  in  Texas  has  not  been 
reported.  A derivative  of  amphetamine,  methylene- 
dioxymethamphetamine, called  "Ecstasy,”  appeared 
in  Texas  in  the  early  1 980s.  It  is  said  to  have  more 
hallucinogenic  than  stimulant  effect. 

A new  and  serious  complication  of  intravenous 
drug  use,  the  acquired  immune  deficiency'  syn- 
drome (AIDS),  appeared  in  Texas  in  the  1980s.  By 
the  end  of  1987,  over  3,000  cases  of  AIDS  had  been 
reported  in  Texas.  Approximately  10%  of  the  AIDS 
cases  were  intravenous  drug  users. 

Clinical  terminology  became  more  precise  during 
the  latter  half  of  the  20th  century'.  In  the  1960s  the 
term  opioid  was  introduced  to  refer  to  all  sub- 
stances of  natural  or  synthetic  origin  that  had  mor- 
phine-like effects.  The  term  dependence,  introduced 
by  the  World  Health  Organization  ( 12 ) in  1964,  be- 
gan to  replace  the  older  terms  addiction  and  habit- 
uation. In  1980,  the  previously  ill-defined  term, 
substance  abuse,  became  established  as  a medical 
diagnosis  with  specific  diagnostic  criteria  (13). 

After  1 980,  growth  of  tax-supported  drug  abuse 
treatment  programs  ceased.  President  Reagan  as- 
sumed office  in  1981  and  began  his  effort  to  balance 
the  federal  budget,  especially  by  reducing  expen- 
ditures for  domestic  programs.  While  .service  de- 
creased, a broad  network  of  public  drug  abuse  pro- 
grams continued  in  operation  in  1988.  The  enact- 
ment of  the  Anti-Drug  Abuse  Act  ( PL  99—  570 ) in 
1986  implied  continued  federal  financial  assistance 
for  treatment  programs.  While  growth  of  tax-sup- 
ported programs  ceased  in  the  1 980.s,  remarkable 
growth  of  private,  investor-owned,  substance  abuse 
programs  occurred.  This  became  possible  because 
health  insurance  was  extended  to  cover  costs  of 
treatment  for  alcoholism  and  drug  abuse.  Although 
Blue  Cross-Blue  Shield  began  in  Dallas  in  1929,  it 
was  not  until  the  1970s  that  many  health  insurance 
plans  began  to  cover  costs  of  treatment  of  alco- 
holism and  drug  abuse. 
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The  recognition  of  multiple-substance  abuse  led 
to  the  increasing  formation  in  the  1980s  of  pro- 
grams that  treated  both  alcoholism  and  drug  abuse. 
In  1985,  of  520  public  and  private  treatment  pro- 
grams operating  in  Texas,  77(1 5%  ) treated  alco- 
holism only,  58(11%)  treated  drug  abuse  only,  and 
385  (74%  ) treated  alcoholism  and  drug  abuse  (14). 
In  1985  the  state  drug  abuse  program  was  removed 
from  the  TDCA  and  combined  with  the  Texas  Com- 
mission on  Alcohol  to  make  a new  agency,  the 
Texas  Commission  on  Alcohol  and  Drug  Abuse. 

The  first  step  in  treatment  throughout  the  20th 
century'  has  usually  consisted  of  withdrawal,  or  de- 
toxification, from  the  primary  drug  (with  the  excep- 
tion of  methadone  maintenance).  Since  1948,  the 
usual  withdrawal  procedure  for  opioid  dependence 
has  been  substitution  of  methadone,  with  decreas- 
ing doses  over  a one-  to  three-week  period.  As  in  the 
early  20th  century,  other  substances  have  often 
been  introduced  in  the  late  20th  century'  to  attenu- 
ate withdrawal  symptoms.  Among  these,  clonidine 
has  attracted  considerable  attention  since  its  intro- 
duction in  1978  for  treatment  of  withdrawal.  It  sup- 
presses some  of  the  signs  of  opioid  withdrawal,  but 
has  seemed  less  effective  in  relieving  muscular  ach- 
ing, insomnia,  and  restlessness  (15).  Clonidine  has 
not  been  approved  by  the  Food  and  Drug  Admin- 
istration for  treatment  of  withdrawal. 

In  1985,  naltrexone,  an  opioid  antagonist,  was  ap- 
proved by  the  Food  and  Drug  Administration  for 
use  in  treatment  of  opioid  dependence.  Naltrexone 
blocks  the  effects  of  opioid  drugs,  and  this,  in  the- 
ory, leads  to  extinction  of  the  drug  using  habit.  In 
clinical  trials,  only  a small  proportion  of  voluntary 
patients  remained  on  naltrexone  maintenance  for  as 
long  as  eight  months  ( 16).  It  is  thought  to  be  useful 
with  patients  who  have  strong  motivation  to  remain 
abstinent. 

When  it  was  introduced  in  Texas  in  1969,  metha- 
done maintenance  immediately  became  controver- 
sial, for  it  consisted  of  substituting  one  opioid  drug 
for  another.  Considerably  less  controversial  in  1988, 
it  has  become  the  principal  treatment  procedure  for 
chronic  heroin  users  who  seem  unable  to  overcome 
their  drug  dependence.  Treatment  other  than  main- 
tenance has  come  to  be  called  “drug-free”  treatment. 

Withdrawal  from  dependence  on  barbiturates  and 
similar  sedatives  does  not  seem  to  have  changed 
since  the  1950s.  It  consists  of  administration  of  a 
barbiturate  in  dosage  sufficient  to  prevent  with- 
drawal signs  or  symptoms,  followed  by  decreasing 
dosage  over  a period  of  several  weeks.  Withdrawal 
from  benzodiazepine  dependence  is  done  similarly, 
using  a benzodiazepine  rather  than  a barbiturate. 
Medication  has  not  been  regularly  used  in  with- 
drawal from  the  amphetamines  and  cocaine;  in  the 
1980s  an  antidepressant  drug  has  sometimes  been 
used  to  relieve  cocaine  withdrawal  symptoms. 


While  in  most  cases  withdrawal  can  be  accom- 
plished safely  with  only  moderate  discomfort  for 
the  patient,  multiple-substance  dependence  or 
other  physical  impairment  may  greatly  increase  the 
complexity  and  hazards  of  withdrawal. 

Following  withdrawal,  psychosocial  treatment  in 
some  form  has  been  a tradition  in  Texas  for  some 
50  years.  While  the  content  of  modern  programs 
varies  to  some  extent,  residential  programs  nearly 
always  include  individual  and  group  counseling, 
therapeutic  community  meetings,  substance  abuse 
education,  family  therapy,  physical  exercise,  and 
recreational  activity.  Nearly  all  of  the  programs 
seem  affiliated  with  one  or  more  recovery  groups, 
usually  Alcoholics  Anonymous  or  Narcotics 
Anonymous. 

Psychosocial  treatment  of  drug  abuse  has  changed 
during  the  30-year  period  from  the  1950s  into  the 
1980s.  In  the  1950s,  drug  abuse  was  widely  con- 
ceived among  psychiatrists  as  a symptomatic  re- 
sponse to  underlying  chronic  emotional  distur- 
bance. After  withdrawal,  treatment  was  concen- 
trated on  the  emotional  disturbance  and  on  related 
social  problems.  It  was  assumed  that  if  the  psycho- 
social problems  were  resolved,  then  the  drug  abuse 
would  fade  away.  In  the  1 980s,  attention  to  psycho- 
social problems  continues,  but  more  emphasis  is 
given  to  the  drug-using  habit  itself,  with  use  of  edu- 
cation, confrontation,  urine  testing,  and  other  con- 
straints and  supports  aimed  directly  at  interrupting 
the  drug-seeking  behavior. 

Into  the  21st  century 

Psychoactive  substance  use  and,  probably,  abuse 
have  existed  throughout  the  history  of  mankind.  De- 
spite intensive  and  partially  effective  efforts  to  re- 
duce the  supply  of  and  the  demand  for  commonly 
abused  psychoactive  drugs,  their  use  and  abuse  con- 
tinues in  Texas  in  1988.  Drug  abuse  will  likely  con- 
tinue to  be  a serious  sociomedical  problem  in  Texas 
in  the  21st  century.  The  open  border  with  Mexico, 
despite  possible  increased  effort  to  restrict  drug 
smuggling,  makes  likely  the  continuing  illicit  impor- 
tation of  marijuana,  heroin,  and  cocaine  into  Texas. 
Production  of  illicit  amphetamine  and  analogs  will 
probably  continue  in  small  clandestine  laboratories. 
New  drugs  and  new  variants  of  commonly  abused 
drugs  will  come  into  use.  While  many  young  people 
will  experiment  with  old  and  new  drugs,  only  a few 
will  become  regular  compulsive  users.  The  spread 
of  drug  abuse  seems  limited  to  persons  with  a ge- 
netic or  acquired  vulnerability. 

While  tax-supported  treatment,  prevention,  and 
research  programs  will  continue,  efforts  to  over- 
come deficits  in  the  US  and  Texas  budgets  will 
probably  restrict  growth  of  drug  abuse  programs  for 
an  indefinite  period.  The  growth  of  the  investor- 
owned  programs  will  probably  continue.  In  both 
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public  and  private  programs,  efforts  to  contain  costs 
will  probably  decrease  the  period  of  inpatient  or 
residential  treatment  and  place  more  emphasis  on 
outpatient  treatment. 

Finally,  to  end  with  two  optimistic  speculations, 
research  on  AIDS  will  probably  lead  to  an  effective 
vaccine,  and  research  into  drug  abuse  etiology'  may 
provide  better  methods  of  prevention. 
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In  his  capacity  as  Speaker  of  the  House 
of  Delegates,  Val  F.  Borum,  MD,  has 
guided  Texas  Medical  Association’s 
policy-making  body  with  wit  and 
wisdom.  Beginning  Saturday,  May  14, 

Dr  Borum  will  apply  those  same  talents 
to  the  office  of  president 

Dr  Borum  comes  to  the  presidency 
feeling  somewhat  nostalgic  for  the  office 
he  leaves.  '7  would  have  liked  being 
speaker  indefinitely,  but  tradition  has  it 
that  three  years  is  enough,  ” he  says.  He 
agreed  to  run  for  president  after  consid- 
erable thought  and  with  encouragement 
from  his  family  and  colleagues. 

An  anesthesiologist  Dr  Borum  is  a 
graduate  of  Midland  (Tex)  High  School, 
Centenary  College,  and  Tulane  Univer- 
sity School  of  Medicine.  He  completed 
his  internship  and  residency  at  Southern 
Baptist  Hospital  in  New  Orleans.  He  is 
certified  by  the  American  Board  of  Anes- 
thesiology and  is  a Fellow  of  the  Ameri- 
can College  of  Anesthesiologists. 

During  World  War  II,  Dr  Borum  was  a 
submarine  engineering  and  electrical 
officer  in  the  Southwest  Pacific,  as  well 
as  an  engineering  officer  of  mine- 
sweeper and  patrol  craft  (In  fact  his 
first  son  was  bom  while  Dr  Bomm  was 
in  the  service — at  the  bottom  of  the  Java 
Sea  with  the  mumps.)  In  the  Korean 
conflict  he  served  as  a submarine  medi- 
cal officer. 

Dr  Borum  has  been  president  of  the 
Tarrant  County  Medical  Society,  the  Fort 
Worth  Academy  of  Medicine  and  the 
Texas  Society  of  Anesthesiologists.  He 
was  a director  of  the  American  Society 
of  Anesthesiologists  and  was  chairman 
of  the  Texas  Medical  Political  Action 
Committee  (TEXPAC). 

In  addition  to  his  professional  ac- 
complishments, Dr  Borum  is  the  father 
of  three  sons,  an  anesthesiologist  an  at- 
torney, and  a minister  of  music.  He  atid 
his  wife,  the  former  Lillian  Spears,  also 
have  eight  grandchildren. 

In  this  interview  with  Donna  B.  Jones, 
news  editor.  Dr  Borum  discusses  his 
thoughts  on  organized  medicine,  the 
issues  facing  Texas  physicians,  and  his 
new  office. 

Texas  Medicine:  How  did  you  become 
involved  in  organized  medicine? 

Dr  Borum:  When  I was  in  training,  one 


of  my  instructors  invited  me  to  become  a 
member  of  the  New  Orleans  Post  Gradu- 
ate Medical  Society,  which  has  about  200 
members  by  invitation.  And,  here  in  Fort 
Worth,  I got  interested  in  the  local  medi- 
cal society  meetings  and  in  the  Houses  of 
Delegates  of  TMA  and  of  my  specialty 
society. 

Texas  Medicine:  Why  is  it  important 
to  you  to  be  involved  in  organized 
medicine? 

Dr  Borum:  Just  because  I’m  interested.  I 
feel  that  through  the  years,  doctors  have 
neglected  legislative  and  political 
matters,  and  we’ve  given  up  so  much  by 
default.  We’ve  been  so  passive — not  be- 
cause doctors  are  passive,  but  because 
doctors  are  individuals.  Government 
regulation  is  a challenge  to  the  demo- 
cratic way  of  life  where  people  can  be 
their  own  boss. 

Texas  Medicine:  Do  you  think  that 
through  organized  medicine,  physicians 
can  fight  overregulation? 

Dr  Borum:  Yes,  it’s  the  only  show  in 
town  because  one  doctor  just  cannot  do 
it  alone.  And,  one  small  specialty  group 
cannot  do  it  alone.  The  TMA  is  made  up 
of  such  variegated  people.  We  have  the 
urban  and  the  rural.  We  have  the  gener- 
alist and  the  specialist.  We  have  the  dif- 
ferent races.  We  have  US  graduates  and 
foreign  medical  graduates.  We  have  pro- 
life and  prochoice.  It’s  part  of  the 
makeup  of  doctors  that  we  are  individu- 
als and  we’re  independent.  And,  at  the 
same  time,  we’re  so  vulnerable  to  any 
force  that  wants  to  come  in  the  middle  of 
us  and  divide  us,  take  advantage  of  us. 
And,  doctors  have  been  divided  and  con- 
quered. One  of  the  main  problems  that 
we  face  is  the  deprofessionalism  of  medi- 
cine. Doctors  and  patients  are  becoming 
bystanders  in  the  elaborate  medical  in- 
dustrial complex,  where  the  bottom  line 
is  most  important.  The  cash  flow  and  aug- 
mentation and  enhancement  of  revenue 
and  all  of  that.  That’s  not  why  I got  into 
medicine!  And,  so  you  open  up  another 
can  of  worms  when  you  bring  up  medi- 
cal economics  because  we’re  individuals, 
and  it’s  hard  for  us  to  organize  and  get 
together  on  some  of  these  issues.  But, 
we’re  all  in  the  same  boat. 
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Texas  Medicine:  What  do  you  consider 
the  major  issues  that  Texas  physicians 
will  face  during  your  term? 

Dr  Borum:  I think  the  membership  feels 
that  tort  reform  and  court  reform  are  the 
major  problems.  It’s  just  incredible  how 
professional  liability  rates  are  going  up.  I 
just  read  that  a family  in  Florida  won  a 
$3-5  million  judgment.  The  plaintiffs  at- 
torney, after  his  expenses,  got  45%  of  the 
judgment.  That’s  the  sort  of  message  that 
needs  to  go  to  the  public.  We’re  not 
alone  in  this,  of  course.  Other  professions 
and  other  occupations  are  having  the 
same  problem  and  can  identify  with  us. 
They  can  be  counted  on  as  potential 
allies.  Organizations  are  having  the  same 
problem  and  can  identify  with  us.  They 
can  be  counted  on  as  potential  allies. 

When  a patient  comes  to  a doctor  and 
the  doctor  is  not  personable  and  doesn’t 
show  a genuine  interest  in  that  person 
who  has  been  waiting  in  his  waiting 
room,  is  perfunctory  with  him,  doesn’t 
explain  things  fully  in  understandable 
language,  the  malpractice  climate  wors- 
ens. When  the  bottom  line  is  the  most 
important  consideration,  the  patient 
loses  out,  and  so  does  the  doctor. 

When  I was  a freshman  in  medical 
school,  1 paid  $165  for  a microscope. 
When  the  controls  came  off  shortly  after 
World  War  11,  microscopes  were  hard  to 
come  by,  and  the  price  suddenly  went  to 
$350.  Some  of  the  medical  school  gradu- 
ates were  selling  their  microscopes  for 
$200  or  $300  to  medical  students.  Well, 
this  burned  up  our  professor  of  micro- 
anatomy. One  day  he  was  talking  about 
argentaffin  cells.  He  said  argentaffin  came 
from  the  words  argentum,  silver,  and  af- 
Jinis,  having  an  affinity  for,  or,  “liking 
silver.”  The  cells  are  called  argentaffin  be- 
cause they  take  up  silver  stain  on  the 
slide.  Then  he  paused  and  said,  “We’ve 
got  a lot  of  argentaffin  doctors.”  He  was 
talking  about  the  microscopes.  The  point 
is  that  we  have  to  look  inward  as  well  as 
outward  when  we  talk  about  what 
people  are  doing  to  us.  We  have  to  be 
circumspect.  That’s  a very  delicate 
subject. 

Texas  Medicine:  How  do  you  think 
TMA  should  respond  to  the  issue  of  tort 
and  court  reform? 


Dr  Borum:  Intensify  what  we  are  doing. 
We  have  a wonderful  staff  to  help  carry' 
out  that  effort.  And,  that’s  one  thing  that 
really  encouraged  me  to  make  a final  de- 
cision on  running  for  this  office.  We  have 
TMA’s  Executive  Vice  President  Bob 
Mickey  and  the  people  that  he’s  gathered 
around  him.  I think  that’s  the  mark  of  an 
excellent  executive.  Line  Williston  be- 
fore Bob  had  the  same  trait. 

Texas  Medicine:  So,  you  feel  comfort- 
able with  the  course  that  TMA  has  set  on 
tort  and  court  reform? 

Dr  Borum:  Right,  and  I think  it’s  a great 
challenge  to  us.  It’s  going  to  take  more 
than  just  a few  people  working  in  Austin. 
The  people  on  the  periphery  of  the  orga- 
nization have  to  know  about  it,  too.  We 
need  to  get  our  members  to  read  their 
mail  and  use  the  hotline  and  join  TEX- 
PAC,  join  the  AMA.  And,  I really  want  to 
emphasize  the  importance  of  the  auxil- 
iary’s contributions. 

Texas  Medicine:  As  TMA  is  working  for 
tort  and  court  reform,  what  will  your 
role  be? 

Dr  Borum:  Well,  number  one,  when  I 
receive  the  gavel  or  the  pin,  or  whatever 
symbolically  represents  the  office  of 
president,  we’ll  have  the  winners  of  the 
Anson  Jones  awards  for  excellence  in 
communicating  health  information 
present.  Jack  Anderson,  the  Pulitzer 
Prize -winning  syndicated  columnist  also 
will  be  present.  And,  I’d  like  to  take 
about  ten  minutes,  and  1 hope  I’ll  be  up 
to  the  job,  to  tell  them  that  we  are  rely- 
ing on  them  to  help.  We  need  help  in 
getting  the  story  to  the  patients  as  to 
what  is  happening  to  them. 

Texas  Medicine:  In  addition  to  tort  and 
court  reform,  what  other  issues  are  of 
importance? 

Dr  Borum:  We  have  so  many  complex 
issues:  AIDS,  medical  education,  FMGs, 
third  party  intervention,  rural  health 
care,  physician  discipline  ....  What  we 
need  to  deal  with  these  issues  is  partici- 
pation. That’s  the  name  of  the  game,  to 
coin  a phrase. 


Texas  Medicine:  What  are  you  looking 
forward  to  about  the  presidency? 

Dr  Borum:  I am  always  inspired  when- 
ever I go  to  one  of  the  state  meetings  and 
see  and  feel  the  dedication  of  the  people 
there.  I think  this  is  an  opportunity  to 
work  more  closely  with  people  who  real- 
ize what  the  problems  are  and  what  we 
have  to  do.  It’s  inspiring  to  me  to  be  able 
to  work  with  people  like  that  and  to  try 
to  spread  that  enthusiasm  throughout 
the  profession.  It  gives  us  a feeling  of 
togetherness. 

Texas  Medicine:  What  makes  you  ap- 
prehensive about  the  presidency? 

Dr  Borum:  The  size  and  complexity  of 
the  job.  They  loom.  I can  see  the  current 
president  as  he  rounds  the  clubhouse 
turn  with  that  baton  in  his  hand,  ready  to 
pass  it  along.  And,  it’s  just  the  challenge 
of  it.  It’s  exciting,  and  it  carries  so  much 
that  is  important  to  all  of  us.  I just  hope  I 
can  do  a good  job. 

Texas  Medicine:  What  skills  and  per- 
sonal characteristics  are  going  to  carry 
you  through  your  term? 

Dr  Borum:  That  remains  to  be  seen.  I 
wouldn’t  sell  my  personal  skills  and  offer 
them  as  a be  all  and  end  all.  I don’t  have 
the  illusion  that  I can  solve  all  the  prob- 
lems. I don’t  think  any  president  of  TMA 
has  that  illusion.  For  example,  tort  re- 
form is  a disease  that’s  going  to  be  with 
us  for  as  long  as  we  live  because  that  is 
the  nature  of  the  factors  involved  in  the 
tort  issue.  Those  are  huge  problems. 

I’ve  worked  with  people  in  small 
groups  and  in  large  groups  like  the 
House  of  Delegates.  And,  I’ve  had  the  ad- 
vice and  counsel  of  the  strongest  leaders 
in  the  TMA. 

During  my  term.  I’ll  also  rely  on  a 
motto  that  has  helped  my  wife  Lillian  and 
me  always.  That  motto  is  TIGAPA:  Trust 
in  God  and  push  ahead! 

Texas  Medicine:  How  will  your  obliga- 
tions as  president  affect  your  practice 
and  your  family? 

Dr  Borum:  I started  thinking  a long  time 
ago  about  those  questions.  It’s  just  my 
wife  and  1.  AH  of  our  children  are  grown. 
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and  some  of  our  grandchildren  are 
grown.  So,  it’s  a good  time  for  us  to  take 
this  on.  My  wife  says  that  we  can,  so  we’ll 
do  it.  She  has  been  more  than  supportive. 
She  has  been  my  inspiration  and  my  en- 
couragement when  there  have  been 
doubts,  all  along  the  way. 

As  you  know,  this  job  pays  somewhat 
less  than  expenses.  And,  it  doesn’t  pay 
anything  for  the  time  lost  from  your 
practice.  Similarly,  one  of  the  delegates 
to  the  AMA  says,  “If  you’re  going  to  come 
on  this  delegation,  you  have  to  be  some- 
what financially  mature” 

So,  the  question  is,  “Are  you  willing  to 
give  up  a good  part  of  your  practice  in 
order  to  take  the  office?”  And,  1 am  be- 
cause I’ve  been  geared  that  way  for  sev- 
eral years. 

Texas  Medicine:  Why  did  you  want  to 
be  a physician? 

Dr  Borum:  I guess  there  are  five  doc- 
tors, and  probably  that  many  preachers — 
if  you  go  far  enough  back — in  my  family. 
One  of  my  grandfathers  was  a preacher, 
and  one  was  a physician.  I never  felt  that 
I had  been  led  into  the  ministry'  like  my 
father  and  my  grandfather.  But,  I did  ac- 
company my  other  grandfather  and  his 
son,  both  of  whom  were  physicians,  when 
they  made  housecalls  in  the  Shreveport 
area,  and  I talked  to  them  about  their 
practices.  They  worked  in  some  very' 
poor  neighborhoods,  and,  sitting  there  in 
the  car,  I could  see  the  kind  of  environ- 
ment that  they  worked  in.  ITiey  were 
role  models  for  me.  Some  family  mem- 
bers were  supportive,  and  some  were  op- 
posed to  my  being  a physician.  My 
granddad  told  me  two  things.  He  said 
with  the  same  amount  of  effort  and  edu- 
cation, I could  do  better  financially  in  a 
lot  of  other  areas.  The  other  thing  he 
said — and  this  was  in  the  ’30s — was  that 
with  social  security  coming  out,  I would 
have  to  deal  with  socialized  medicine.  So, 
I went  into  medicine  with  open  eyes. 

But,  I felt  that  medicine  was  an  elite  pro- 
fession, one  where  I could  be  my  own 
boss.  Looking  back.  I’ve  often  thought  of 
that  ironically. 

Texas  Medicine:  You  don’t  feel  that 
you’re  your  own  boss  anymore? 


Dr  Borum:  Let  me  answer  this  way. 
When  my  son  entered  medical  school, 
the  dean  of  admissions  pointed  to  the 
specter  of  probable  socialized  medicine, 
and  asked,  “Why  do  you  want  to  go  into 
medicine  with  all  that  in  the  future?”  My 
son  replied,  “If  everything  is  socialized 
by  then,  I might  as  well  be  doing  what  I 
want  to  do.” 


“What  price 
breathing?” 


JOHN  BRYSON/SYGMA 


Shortly  before  his  death  from 
emphysema , John  Huston  made 
the  following  statement  for  the 
American  Lung  Association: 

“All  my  films,  from  “The 
Maltese  Falcon”  on,  have  been 
about  courage-one  kind  or 
another.  Since  I acquired  em- 
physema, I’ve  discovered  a very 
Special  brand-the  courage  of 
those  fighting  diseases  of  the 
lung.  What  price  breathing? 
Anyone  can  get  lung  disease. 
Even  babies.  Help  the  Amer- 
ican Lung  Association  fight 
lung  disease.  Take  care  of  your 
lungs.  It’s  a matter  of  life  and 
breath®  It  really  is!’ 

It’s  a matter 
of  life 
and  breath*. 

AMERICAN 
LUNG 

ASSOCIATION 

The  Christmas  Seal  People® 
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More  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library’  at  (512) 
477—6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  uriting  the  library’.  Ln  most 
cases,  your  request  can  be  processed  within  24  hours. 

MASS  SCREENING  FOR  BREAST  CANCER: 

IS  IT  WORTHWHILE? 

Journal  Articles 

Bird  RE:  A successful  effort  to  lower  costs  in  screening  mam- 
mography. Cancer  60(7  Suppl):  1684- 1687,  1987. 

Dodd  GD:  The  history  and  present  status  of  radiographic 
I screening  for  breast  carcinoma.  Cancer  60(7  Suppl): 
1671-1674,  1987. 

Dodd  GD,  Fink  DJ,  Bertram  DA:  Addressing  the  needs  and  solu- 
i tions  to  increase  the  use  of  low-cost  screening  mammography. 

, Cancer  60(7  Suppl):  1669-1670,  1987. 

Frankl  G:  The  use  of  screening  mammography.  Cancer  60 
(8  Suppl):  1979- 1983,  1987. 

Gold  RH,  Bassett  LW,  Fox  SA:  Mammography  screening:  suc- 
cesses and  problems  in  implementing  widespread  use  in  the 
United  States.  Radiol  Clin  North  Am  25(5):  1039-1046,  1987. 

Kruse  J,  Phillips  DM:  Factors  influencing  women’s  decision  to 
undergo  mammography.  Obstet  Gynecol  70(  5): 744-748, 
1987. 

McLelland  R:  Low-cost  mass  screening  with  mammography  as  a 
means  of  reducing  overall  mortality  from  breast  cancer.  Radiol 
Clin  North  Am  25(5):  1007-1013,  1987. 

Sickles  FA,  Weber  WN,  Galvin  HB,  et  al:  Low  cost  mammogra- 
phy screening.  Practical  considerations  with  emphasis  on  mo- 
bile operation.  Cancer  60(7  Suppl):  1688—1691,  1987. 

Spring  DB,  Kimbrell-Wilmot  K:  Evaluating  the  success  of  mam- 
mography at  the  local  level:  how  to  conduct  an  audit  of  your 
practice.  Radiol  Clin  North  Am  25(5):983-992,  1987. 

Tabar  L,  Dean  PB:  The  control  of  breast  cancer  through  mam- 
mography screening.  What  is  the  evidence?  Radiol  Clin  North 
Am  25(5):993-1005,  1987. 

Books 

Ariel  IM,  Cleary  JB  (eds):  Breast  cancer:  diagnosis  and  treat- 
ment. New  York,  McGraw-Hill,  1987. 


Bassett  LW,  Gold  RH  (eds):  Breast  cancer  detection,  ed  2.  Or- 
lando, Fla,  Grune  & Stratton,  1987. 

Lippman  ME,  Lichter  AS,  Danfbrth  DN  (eds):  Diagnosis  and 
management  of  breast  cancer.  Philadelphia,  Saunders,  1 988. 

National  Council  on  Radiation  Protection  and  Measurements: 
Mammography — a user’s  guide.  Bethesda,  Md,  The  Council, 
1986. 

Audiovisuals 

American  Cancer  Society  and  MD  Anderson  Hospital  and  Tu- 
mor Institute:  Breast  cancer  core  curriculum  ( V2  in.  VHS  video- 
cassette). Houston,  The  Institute,  1985. 


CHILDHOOD  ACUTE  LEUKEMIA  AS  A PROTOTYPE  OF 
CURABLE  CANCER 

Journal  Article 

Goldman  JM.  Prospects  for  cure  in  leukemia.  ) Clin  Pathol 
40(9):985-994,  1987. 

Books 

Gale  RP  ( ed ):  Leukemia  therapy.  Boston,  Blackwell  Scientific 
Publications,  1986. 

Stass  SA:  The  acute  leukemias.  New  York,  Marcel  Dekker,  1987. 
(on  order) 

Audiovisuals 

Network  for  Continuing  Medical  Education:  The  most  com- 
mon childhood  malignancy  (Vz  in.  VHS  videocassette). 
Secaucus,  NJ,  The  Network,  1987. 


NEUROLEPTIC  MALIGNANT-LIKE  SYNDROME: 

CASE  REPORT 

Journal  Articles 

Addonizio  G,  Susman  VL,  Roth  SD:  Neuroleptic  malignant  syn- 
drome: review  and  analysis  of  1 1 5 cases.  Biol  Psychiatry 
22(8):  1004- 1020,  1987. 

Allsop  P,  Twigley  AJ:  The  neuroleptic  malignant  syndrome. 

Case  report  with  a review  of  the  literature.  Anaesthesia 
42(l):49-53,  1987. 

Kellman  AM:  The  neuroleptic  malignant  syndrome,  so-called.  A 
survey  of  the  world  literature.  Br  J Psychiatry  150:752—759, 
1987. 
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feature  I David  Vanderpool: 

Looking  back  on  the 
presidency 


David  Vanderpool,  Ml).  Dallas,  completes  his  year- 
long term  as  TMA's  president  in  May 
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As  Texas  Medical  Association’s  presi- 
dent, David  Vanderpool,  MD,  has  em- 
bodied the  medical  profession  in  a high- 
visibility  year.  During  his  1987—1988 
term,  the  association  was  a major 
player  in  the  hectic  concluding  months 
of  the  1987  Legislative  Session  and  the 
champion  of  physicians  and  patients  in 
a lawsuit  to  halt  the  federal  govern- 
ment's attempt  to  recoup  “overpay- 
ments” to  Medicare  recipients  and 
physicians.  AIDS  and  its  attendant 
moral  and  scientific  questions  gripped 
public  interest  Internally,  the  associa- 
tion took  new  directions  in  planning 
strategies,  approved  a new  department 
of  public  health  and  health  planning, 
and  restyled  the  association's  governing 
board. 

After  a year  in  the  public  ey’e.  Dr  Van- 
derpool admits  that  he  is  looking  for- 
ward to  devoting  full  attention  to  his 
general  surgery  practice  in  Dallas. 

Dr  Vanderpool  is  a native  of  Dallas. 

In  addition  to  his  private  practice,  he  is 
a clinical  associate  professor  of  surgery 
at  The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  his  alma 
mater.  He  was  secretary  ofTMA  from 
198^  to  1986.  He  has  been  a member  of 
the  TMA  House  of  Delegates  for  more 
than  20  years  and  an  American  Medical 
Association  alternate  delegate  since 
1984.  He  is  a past  president  of  the 
Dallas  County  Medical  Society  and  past 
secretary  of  the  Dallas  Society  of  Gen- 
eral Surgeons.  He  is  married  to  the  for- 
mer Marjorie  Louise  Martin,  and  they 
are  the  parents  of  Dcwid  Martin  Vander- 
pool, MD,  a surgery  resident 

In  this  interview  with  Donna  B.  Jones, 
neu’s  editor,  Dr  Vanderpool  reflects  on 
the  activities  of  the  j)ast year  and  con- 
siders TMA’s  future. 

Texas  Medicine:  When  you  entered 
office,  you  said  the  most  important  issues 
facing  the  medical  profession  in  Texas 
were  related  to  interference  in  the  prac- 
tice of  medicine  by  third  parties.  What 
progress  has  TMA  made  in  that  area  dur- 
ing the  past  year? 

Dr  Vanderpool:  We’ve  accomplished  a 
lot,  but  we  have  continuing  problems. 
Shortly  after  I took  office,  we  had  “Re- 
coupment I,”  as  we  call  it,  and  we  negoti- 
ated with  the  bureaucracy  to  prevent  the 


Health  Care  Financing  Administration,  an 
agent  of  the  US  Department  of  Health 
and  Human  Services,  from  collecting  the 
Medicare  carrier’s  so-called  “overpay- 
ments” to  physicians  and  Medicare  re- 
cipients. We  got  some  extensions  from 
the  bureaucracy,  but  they  became  intran- 
sigent. So,  we  went  to  the  Congress,  and 
every'  single  member  of  the  Congres- 
sional delegation  from  Texas  signed  a 
letter  to  HHS  Secretary  Otis  Bowen,  ask- 
ing them  to  stop  recoupment,  to  refund 
the  money  that  they  had  recouped,  and 
to  change  the  way  that  they  did  things  in 
the  future.  1 think  it  is  remarkable  that 
every  single  member  of  the  Texas  Con- 
gressional delegation  worked  with  us  on 
that  effort.  Finally,  we  brought  a lawsuit 
against  the  carrier  and  HHS,  and  we  got 
an  injunction  to  stop  recoupment.  We 
have  had  a very'  favorable  finding  of  facts 
in  this  case,  and  I’m  very  optimistic 
about  it.  'Fhat’s  one  place  where  we’ve 
made  a lot  of  progress  in  stopping  third 
party'  interference. 

Another  place  where  we  have  made  a 
lot  of  progress  against  third  party  inter- 
ference has  been  in  modifying  the  Texas 
Medical  Foundation’s  sanctioning  prac- 
tices that  are  part  of  Medicare’s  peer  re- 
view process.  This  is  an  ongoing  pursuit, 
of  cour.se.  But  we  have  won  due  process 
protections  for  physicians  as  a result  of 
work  with  TMF,  with  Congress,  with 
HCFA,  and  changes  in  regulations,  in  the 
law,  and  in  the  way  that  TMF  works.  The 
number  of  sanctions  that  TMF  has  been 
recommending  has  dropped  dramatically, 
just  drastically.  And,  TMF  now  empha- 
sizes continuing  education  and  physician 
rehabilitation,  rather  than  sanctions, 
which,  of  course,  we  agree  with 
absolutely. 

I think  we  have  made  a lot  of  progress 
in  those  areas. 

Texas  Medicine:  What  other  issues  have 
been  in  the  spotlight  during  the  past  year? 

Dr  Vanderpool:  One  issue  was  winding 
down  when  I took  office — I think  we  had 
a good  legislative  session  last  year.  We 
won  everything  that  was  important  to 
medicine,  with  the  exception  of  some 
things  in  tort.  And,  we  won  some  things 
in  tort  that  were  good.  We  won  changes 
in  joint  and  several  liability,  caps  on 
punitive  damages,  and  the  right  to 
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countersue  in  frivolous  suits.  So,  I think 
that  our  legislative  successes  last  year 
were  remarkable.  We  have  a new  legis- 
lative philosophy  that  has  been  ver\'  suc- 
cessful, and  1 think  it’s  going  to  be  even 
more  successful  in  the  future. 

Texas  Medicine:  What  is  the  new 
philosophy? 

Dr  Vanderpool:  It  applies  to  the  way 
we’re  approaching  the  legislature,  the 
way  we’re  working  with  people  whom 
we  formerly  would  have  regarded  as  ene- 
mies. We’re  able  to  work  with  them  in 
areas  where  we  have  common  interests. 
We  don’t  employ  the  “shoot-to-kill”  or 
“take-no-prisoners”  philosophy. 

Maybe  the  most  important  thing  that 
has  happened  in  TMA  has  been  the 
smoothness  with  which  the  staff  leader- 
ship has  changed  and  the  tremendous 
success  that  TMA  Executive  Vice  Presi- 
dent Bob  Mickey  has  had  in  surrounding 
himself  with  extremely  bright,  extremely 
talented  people  and  his  ability  to  assign 
them  tasks  and  turn  them  loose  to  do 
their  work.  He  requires  them  to  be  re- 
sponsible and  to  report,  and  to  stay 
within  guidelines,  but  he’s  got  a tremen- 
dous ability  for  leadership. 

Texas  Medicine:  What  was  the  most  en- 
joyable part  of  being  president? 

Dr  Vanderpool:  The  most  enjoyable 
part  was  just  the  privilege  of  being  the 
spokesman  for  Texas  doctors.  This,  of 
course,  is  a tremendous  honor,  and  1 
have  appreciated  this  opportunity  to  rep- 
resent doctors.  Our  greatest  success  is 
what  1 perceive  as  an  awakening  interest 
in  a lot  of  physicians  in  organized  medi- 
cine and  increased  involvement  among 
people  who  in  the  past  have  been  fairly 
complacent  or  uninvolved.  They’re  get- 
ting involved  in  organized  medicine  and 
the  AMA  and  TEXPAC. 

Texas  Medicine:  What  was  the  most 
difficult  part  of  the  presidency? 

Dr  Vanderpool:  Well,  my  biggest  disap- 
pointment is  in  the  same  area.  The  fact  is 
that  we  still  have  so  many  doctors  who 
are  not  involved,  especially  in  the  politi- 
cal process.  It  is  an  enigma  that  I don’t 
know  how  to  solve — and  a lot  of  people 


who  are  wiser  than  I have  worked  on  it. 
We  have  the  fourth  highest  percentage  of 
membership  of  any  state  political  action 
committee  in  the  nation.  We  re  number 
four,  and  the  numbers  are  not  very  differ- 
ent between  us  and  number  one.  Yet, 
only  one  doctor  in  three  even  contrib- 
utes as  much  as  SI 00  to  TEXPAC.  We 
have  28,000  members  of  TMA.  The  trial 
lawy  ers  have  4,500  members,  and  they 
outcontribute  us  in  the  aggregate.  That’s 
a disappointment  to  me,  of  course. 

Texas  Medicine:  What  would  you  say 
was  your  most  notable  achievement  dur- 
ing the  past  year? 

Dr  Vanderpool:  Well,  it  has  to  be  said 
that  I did  not  achieve  anything  alone. 

The  work  of  this  association  is  done  by 
the  boards,  the  councils,  committees,  the 
delegates,  the  members,  and  the  staff.  I 
just  have  been  the  visible  representation 
of  the  TMA.  I think  that  the  most  notable 
achievement  of  the  TMA  has  been  its  in- 
creased effectiveness  in  representing 
members  in  the  legislative  and  socio- 
economic areas. 

And,  we’ve  made  some  real  progress  in 
the  communications  area,  too — the  train- 
ing of  leaders  to  interface  more  effec- 
tively with  the  media,  public  service 
announcements,  the  whole  attitude  of 
getting  involved  with  the  media.  There  is 
a tremendous  opportunity  for  us  to  work 
with  the  media,  and  I think  physicians 
are  reluctant  to  do  that.  Yet,  it  is  an  arena 
we  must  get  involved  in  because  there’s  a 
battle  going  on  out  there.  We  can  either 
get  in  it  and  have  a chance  of  winning  or 
we  can  stay  out  of  it  and  be  assured  of 
losing. 

Texas  Medicine:  What  is  your  future 
role  in  organized  medicine? 

Dr  Vanderpool:  Well,  I’m  going  to  rest  a 
w'hile  and  reevaluate  things.  I’ve  had  the 
feeling  this  year  that  if  I were  going  to  be 
the  spokesman  for  doctors,  I needed  to 
be  one,  and  I’ve  continued  to  practice  on 
a full-time  basis.  I thought  if  I were  going 
to  speak  for  doctors,  I had  to  be  under 
the  same  stresses  that  they  were  under 
so  I could  understand  the  problems. 

We  have  to  be  very  careful  that  those 
of  us  who  are  in  TMA’s  leadership  posi- 
tions continue  our  own  scientific  inter- 


ests. There  was  a time  when  the  scientific 
side  of  organized  medicine,  especially  at 
the  national  level,  was  de-emphasized, 
and  I think  this  hurt  organized  medicine. 

While  our  members’  greatest  expecta- 
tion is  representation,  I think  that  we 
lose  credibility  if  we  are  not  the  source 
of  scientific  information  in  this  state, 
both  to  the  physicians  and  the  public.  So, 
I’ve  continued  to  work  in  the  scientific 
areas.  I’ve  published  scientific  papers. 

I’ve  made  presentations  to  scientific  so- 
cieties. We  simply  cannot  afford  to  ne- 
glect the  scientific  side.  And,  I would  say 
that  Texas  Medicine  has  to  continue  to 
be  a quality  scientific  journal,  as  well  as 
an  organ  for  socioeconomic  and  legis- 
lative information.  That’s  something  that 
I want  to  continue  to  emphasize. 

And,  I want  to  continue  to  emphasize 
the  importance  of  our  role — the  role  of 
not  only  TMA,  but  also  the  county  medi- 
cal societies — in  working  with  the  media 
to  get  this  message  out.  And,  the  message 
has  to  be  the  importance  of  the  patient  in 
all  of  this — not  our  own  self-interest,  but 
the  interest  of  the  patient,  because  that’s 
what  people  care  about. 

Texas  Medicine:  How  did  you  manage 
to  juggle  your  practice,  your  family,  and 
your  duties  as  president? 

Dr  Vanderpool:  I have  some  partners, 
and  they  have  been  very  helpful.  Their 
help  has  been  in  the  line  of  flexibility  be- 
cause I have  continued  to  carry  my  load 
in  the  practice.  Fortunately,  I’m  a pilot, 
and  I could  fly  to  meetings.  I could  work 
most  of  the  day  and  go  to  nearly  any 
place  in  the  state,  go  to  a county  medical 
society  meeting,  speak,  come  home,  and 
be  back  at  work  the  next  morning.  So, 
that’s  been  a real  help  for  me.  But,  it’s 
kind  of  eliminated  my  leisure  time. 

I’ve  had  a lot  of  support.  Of  course,  my 
wife  is  tremendously  supportive,  and  the 
office  staff  has  given  me  a lot  of  support. 
It  hasn’t  been  something  I’ve  done  all  by 
myself  by  any  means. 

Texas  Medicine:  Having  worked  closely 
with  the  staff  and  the  councils,  boards, 
and  committees  over  the  past  year,  do 
you  have  any  recommendations  for 
changes  in  the  structure  of  TMA? 

Dr  Vanderpool:  Of  course,  we’ve  made 
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this  very  major  change  in  the  organiza- 
tion, creating  a single  board  that  com- 
bines the  functions  of  the  Executive 
Board  and  the  Board  of  Trustees.  I think 
this  change  is  going  to  be  good.  We  need 
to  work  on  implementing  that  board  and 
making  whatever  minor  changes,  or  fine 
tuning,  that  might  be  needed. 

1 think  that  we  need  to  continue  the 
fine  work  that’s  being  done  with  the  staff. 
One  area  that  we  re  looking  at  is  public 
health.  We  need  to  bring  in  additional 
staff  support  in  that  area.  That  is,  as  far  as 
I’m  concerned,  an  area  par  excellence  for 
the  TMA  to  work  in.  When  any  lay  per- 
■son  in  the  state,  a media  representative 
or  anyone  else,  wants  information  about 
medicine,  I want  them  to  think  of  the 
TMA,  rather  than  turning  to  other 
sources,  sources  that  often  are  flawed 
and  faulty.  So,  public  health  is  an  area 
where  we  need  to  stand  out  as  a source 
of  information  and  work  with  the  state 
and  other  organizations  that  are  involved 
in  public  health.  That’s  one  area  where  I 
want  to  see  continued  strengthening  of 
the  staff. 

I want  to  see  us  continue  to  strengthen 
our  communications  programs  because  I 
think  that  doctors,  especially  at  the 
county  medical  society  level,  have  been 
reluctant  to  become  involved  with  the 
media.  I found  out  that  three  times  as 
many  people  watch  the  local  evening 
news  as  the  national  news.  We’re  not 
going  to  have  much  impact  on  Dan 
Rather  or  ABC,  but  local  physicians  and 
local  county  medical  .societies  can  have 
an  impact  on  reporters  in  their  towns — 
in  Abilene  and  Harlingen.  ITiose  people 
are  interested  in  newsworthy  items  and 
physicians  and  the  spokesmen  for  medi- 
cine in  those  areas,  in  scientific  areas,  as 
well  as  socioeconomic  and  legislative 
areas. 

Texas  Medicine:  Do  you  have  any  ad- 
vice for  Dr  Borum? 

Dr  Vanderpool:  Well,  he  needs  to  get 
his  track  shoes  on.  I think  he  will  do  a 
good  job.  Of  course,  1 think  the  most  im- 
portant issue  that  TMA  will  face  this  year 
is  the  Supreme  Court  issue.  We  must  win 
in  that  arena  because  the  makeup  and 
structure  of  the  Texas  Supreme  Court  is 
more  important  to  us  than  legislation  is 
right  now.  No  matter  what  we  do  legisla- 


tively, the  Supreme  Court  will  dismantle 
it  unless  we  change  their  philosophy  by 
changing  the  people  who  are  on  it.  That’s 
going  to  be  a big  issue  for  him.  I think  he 
will  do  a good  job  of  representing  Texas 
physicians. 

Texas  Medicine:  Are  you  going  to  miss 
the  exposure  you’ve  had  during  your 
term? 

Dr  Vanderpool:  I’m  going  to  enjoy 
being  able  to  go  back  and  just  practice 
medicine  and  work  in  the  scientific  area. 
We  have  a very  exciting  project  going 
this  year  at  Baylor,  and  I’m  going  to  be 
working  quite  a bit  on  that.  I’m  sure 
we’ve  got  some  writing  to  do  and  a lot  to 
learn  about  this  new  area.  We  have  a ma- 
chine that  breaks  gallstones  without  sur- 
gery'. We  had  the  good  fortune  to  have 
the  first  case  in  the  United  States.  In  fact, 
we’ve  had  the  first  1 5 cases  in  the  United 
States.  It’s  been  interesting  for  me  to 
have  an  opportunity'  to  be  part  of  that. 

Texas  Medicine:  Do  you  have  a farewell 
message  to  the  members? 

Dr  Vanderpool:  Well,  I think  it’s  been  a 
good  year.  I’m  very  upbeat  about  the 
year  that  we’ve  had,  and  we  need  to 
build  on  our  successes.  Of  course,  TMA’s 
always  been  the  leader  as  far  as  medicine 
in  Texas  is  concerned,  but  we  need  to  in- 
crease that  leadership  role,  working  with 
other  associations,  other  groups  whose 
thoughts,  concerns,  and  goals  are  similar 
to  our  own  and  increasing  our  work  with 
patient  groups,  like  the  American  Asso- 
ciation of  Retired  Persons.  The  oppor- 
tunities are  enormous,  but  we  have  to 
step  out  and  seize  them.  It’s  been  a good 
year.  I think  that  TMA  is  the  finest  state 
medical  association  in  the  nation. 
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AIDS  reprise — tests  and  records 

In  the  midst  of  the  acquired  immune  deficiency  syndrome 
(AIDS)  epidemic,  two  issues  are  vitally  important  to  physi- 
cians and  patients.  Those  issues  concern  circumstances  that 
warrant  tests  for  AIDS  and  the  mandates  and  cautions  that 
apply  to  the  release  of  medical  information  on  AIDS.  This  ar- 
ticle discusses  recent  Texas  Department  of  Health  rules  and 
the  state's  Communicable  Disease  Prevention  and  Control  Act 
(1)  as  they  pertain  to  AIDS  and  human  immunodeficiency 
virus  (HTV). 

Rules  on  testing 

The  Communicable  Disease  Prevention  and  Control  Act  ( 1 ) 
contains  several  exceptions  to  the  statutory  prohibition  on 
mandatory  testing  of  patients  ( 2 ).  In  particular,  one  exception 
provides: 

A patient  may  be  required  to  be  tested  for  AIDS,  for  HfV 
infection,  for  antibodies  to  HfV,  or  for  any  other  probable 
causative  agent  of  AIDS  if  a medical  procedure  is  to  be  per- 
formed on  the  patient  that  could  expose  health  care  person- 
nel to  AIDS  or  HIV  infection,  according  to  Texas  Board  of 
Health  guidelines  defining  the  conditions  that  constitute 
possible  exposure  to  AIDS  or  HIV  infection,  if  there  is  suffi- 
cient time  to  receive  the  test  result  before  the  procedure 
is  conducted  (3). 

Under  the  exposure  of  health  care  personnel  exception,  the 
testing  must  be  performed  according  to  Texas  Board  of  Health 
guidelines  defining  what  constitutes  the  possible  exposure  to 
AIDS  or  HIV  infection.  After  several  public  hearings  where  tes- 
timony, including  that  of  the  Texas  Medical  Association,  was 
received,  the  Department  of  Health  adopted  its  final  rules  on 
exposure  to  AIDS  and  HfV  infection.  The  rules  were  published 
in  the  Texas  Register  Feb  9,  1988,  and  took  effect  Feb  22,  1988 
(4).  Those  rules  state: 

(a)  Emphasis  must  be  placed  on  preventing  the  transmis- 
sion of  HIV  or  AIDS  and  not  on  testing  for  its  presence. 
Health  care  personnel  shall  follow  the  guidance  given  in 
“Recommendations  for  Prevention  of  HIV  Transmission  in 
Health  Care  Settings,”  Morbidity  and  Mortality  Weekly  Re- 
port, August  21,  1987,  Volume  36,  Number  2S,  United  States 
Public  Health  Service,  Centers  for  Disease  Control,  which 
publication  is  adopted  by  reference.  Copies  are  filed  in  the 
Bureau  of  AIDS  and  STD  Control,  Texas  Department  of 
Health,  1100  West  49th  Street,  Austin,  Texas  78756,  and 
are  available  for  public  review  during  working  hours. 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


(b )  Health  care  personnel  are  at  risk  of  exposure  to  1 1 IV  or 
AIDS  during  a medical  procedure  if  the  personnel:  ( 1 ) have 
their  mucous  membranes  or  skin  in  contact  with  any  body 
fluid  or  tissue  (other  than  the  patient’s  intact  skin );  and 
( 2 ) if  the  procedure  to  be  performed  is  an  invasive  proce 
dure  that  involves  surgical  entr>'  into  tissues,  cavities,  or 
organs  or  the  repair  of  major  traumatic  injuries,  including 
angiographic,  bronchoscopic,  endoscopic,  and  obstetrical 
procedures. 


The  rule  did  not  contain  guidelines  in  a number  of  sensitive 
areas.  These  omissions  were  by  design  of  the  Texas  Board  of 
Health’s  Disease  C^ontrol  Committee,  which  advised  the  board 
on  this  rule.  The  committee,  in  its  report  to  the  Board  of 
Health,  stated,  “The  rule  does  not  mention  patient  consent,  in 
corporation  of  test  results  into  the  medical  record,  counseling 
of  patients,  and  inappropriate  use  of  the  antibody  screening 
test.  This  omission  is  deliberate  because  the  committee  be- 
lieves that  these  important  issues  are  best  addressed  by  educa- 
tion of  health  care  personnel  and  the  issuance  of  guidelines 
and  model  protocols  by  the  department  ( 5 ) ” 


Guidelines  for  testing  indicted  persons 

At  the  time  of  considering  and  adopting  the  “exposure  ” rule 
previously  mentioned,  the  Department  of  Health  also  adopted 
guidelines  for  testing  a person  for  sexually  transmitted  diseases 
or  AIDS  or  HfV  or  any  other  agent  of  AIDS  if  that  person  had 
been  indicted  for  sexual  assault  or  aggravated  sexual  assault. 
The  Communicable  Disease  Prevention  and  Control  Act  and 
the  guidelines  permit  notifying  the  victim  of  an  alleged  offense 
of  the  test  result  (6).  Those  guidelines  state: 


(a)  A court  may  order  a person  who  is  indicted  for  sexual 
assault  or  aggravated  sexual  assault  to  submit  to  a medical 
procedure  or  test  for  presence  of  sexually  transmitted  dis- 
eases or  AIDS  or  HIV  or  other  agent  of  AIDS,  under  authority 
of  the  Code  of  Criminal  Procedure,  Texas  Codes  Annotated, 
Article  21.31.  The  physician  who  is  directed  by  the  court  to 
perform  the  medical  procedure  to  test  shall  follow  the  rules 
in  this  section  that  prescribe  the  criteria  for  testing  and  that 
respect  the  rights  of  the  victim  of  the  alleged  offense  and  the 
rights  of  the  person  accused. 


(b)  In  order  to  protect  the  privacy  of  the  person  being 
tested,  the  court,  in  consultation  with  the  local  health  au 
thority,  shall  use  or  arrange  the  use  t)f  a pseudonym  for  the 
person  on  all  requests  and  reports  pertaining  and  known 
only  to  the  physician,  the  local  health  authority,  the  person 
being  tested,  and  the  court.  The  person  performing  the  pro 
cedures  or  test  shall  make  the  results  available  directly  to 
the  local  health  authority. 


69 


(c)  For  AIDS,  HIV  infection,  syphilis,  gonorrhea,  viral 
hepatitis  B,  and  genital  infections  from  Chlamydia  tracho- 
matis, the  procedures  and  tests  shall  be  those  specified  in 
the  department’s  publication  Identification  and  Confirmation 
of  Reportable  Diseases,  as  adopted  by  reference  in  section 
97.3  of  this  title  (relating  to  the  Reportable  Disease  and 
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Health  Conditions ).  For  other  sexually  transmitted  diseases, 
the  physician  shall  request  instructions  from  the  commis- 
sioner or  his  designee. 

(d)  The  local  health  authority  shall  meet  with  the  victim 
of  the  alleged  offense  and  disclose  the  results  of  the  medical 
procedures  or  test;  no  other  person  shall  be  present  during 
the  notification  unless  permitted  by  the  victim.  The  local 
health  authority  shall  advise  the  victim  of  the  medical  im- 
plications of  the  test  results  whether  or  not  the  test  results 
are  positive  or  negative.  The  local  health  authority  shall  in- 
struct the  victim  to  receive  further  medical  intervention  by 
the  victim’s  personal  physician.  If  the  victim  resides  outside 
the  State  of  Texas,  the  notification  may  be  made  by  telephone. 

(e)  The  local  health  authority  shall  notify’  the  person  ac- 
cused of  the  results  of  the  procedure  or  test  and,  if  the  result 
indicates  the  presence  of  a communicable  disease,  shall  in- 
struct the  person  accused  as  required  by  the  Communicable 
Disease  Prevention  and  Control  Act,  Texas  Civil  Statutes,  Ar- 
ticle 4.02(a),  and  shall  perform  the  appropriate  duties  and 
make  the  reports,  as  required  by  section  97.5  of  this  title 
(relating  to  Reporting  and  Other  Duties  of  Local  Health 
Authorities  and  Regional  Directors ). 

(f)  After  reporting  of  the  results  of  the  procedure  or  test 
to  the  victim  and  to  the  person  accused,  the  local  health  au- 
thority shall  file  an  affidavit  with  the  court  attesting  that  he 
or  she  has  executed  the  order.  Disclosure  of  the  test  results 
to  any  persons  other  than  the  victim  and  the  accused  person 
is  prohibited  under  the  Code  of  Criminal  Procedure,  Texas 
erodes  Annotated,  section  21.31 

(g)  A local  health  authority  may  delegate  any  duty  im- 
posed by  this  section  to  a person  who  is  under  the  local 
health  authority’s  supervision.  If  a victim  or  a person  tested 
under  this  section  resides  outside  the  jurisdiction  of  the 
local  health  authority,  the  notifications  required  by  this 
section  may  be  made  by  the  local  health  authority  in  the 
jurisdiction  where  the  person  resides. 

Release  of  medical  records 

The  Medical  Practice  Act  of  Texas  contains  provisions  for  the 
"70  release  of  medical  records  (7).  However,  the  Communicable 
Disease  Prevention  and  Control  Act  ( 1 ) has  provisions  specifi- 
cally concerning  the  release  of  medical  records  containing  in- 
formation about  a test  for  AIDS  or  HfV  infection.  The  specific 
requirements  of  the  Communicable  Disease  Prevention  and 
Control  Act  supersede  the  general  requirements  of  the  Medical 
Practice  Act. 

The  Communicable  Disease  Prevention  and  Control  Act  pro- 
vides that  a test  result  is  confidential  ( 8 ).  It  further  provides 
that  a test  result  may  be  released  to  only:  ( 1 ) the  Department 
of  Health;  (2)  a local  health  authority  if  reporting  is  required 
under  the  act;  (3)  the  Centers  for  Disease  Control  (CDC)  if  re- 
porting is  required  by  federal  law  or  regulation;  (4)  the  physi- 
cian or  other  person  authorized  by  law  who  ordered  the  test; 

( 5 ) physicians,  nurses,  or  other  health  care  personnel  who 


have  a legitimate  need  to  know  the  test  result  in  order  to  pro- 
vide for  their  protection  and  the  patient’s  health  and  welfare; 
and  (6)  a person  tested  or  a person  legally  authorized  to  con- 
sent to  the  test  on  the  person’s  behalf.  The  physician  who 
ordered  the  test  may  notify’  the  spouse  of  the  person  tested  if 
the  person  tests  positive  for  AIDS  or  HfV  infection,  antibodies 
to  HfV',  or  infection  with  any  other  probable  causative  agent 
of  AIDS.  This  subdivision  does  not  require  notification  of  the 
spouse,  nor  does  it  provide  a cause  of  action  for  the  failure  to 
make  that  notification  (9).  (As  was  noted  earlier,  the  victim 
of  an  indicted  person  required  to  be  tested  by  Article  21.31, 
Code  of  Criminal  Procedure,  is  to  be  notified  of  the  test  re- 
sults [6]. ) 

This  section  of  the  Communicable  Disease  Prevention  and 
Control  Act  also  provides  that  a blood  bank  may  report  to 
other  blood  banks  positive  blood  test  results  indicating  the 
name  of  a donor  with  a possible  infectious  disease.  A blood 
bank  that  reports  a donor’s  name  to  other  blood  banks  under 
this  subsection  may  not  disclose  the  infectious  disease  that  the 
donor  has  or  is  suspected  of  having.  A blood  bank  reporting 
such  information  is  not  considered  to  have  breached  a confi- 
dential relationship  (10). 

I'he  blood  bank  also  may  report  blood  test  results  to  the 
hospital  where  the  blood  was  transfused,  to  the  physician 
who  transfused  the  infected  blood,  and  to  the  recipient  of  the 
blood.  A blood  bank  that  reports  test  results  under  this  sub- 
section may  not  disclose  the  name  of  the  donor  or  person 
tested  or  any  other  information  that  could  result  in  disclosure 
of  the  donor’s  or  person’s  name,  including  address,  social 
security’  number,  designated  recipients,  or  replacement  in- 
formation ( 10). 

A person  or  entity  who  violates  the  test  disclosure  provision 
or  requires  unauthorized  testing  can  be  held  liable  for  actual 
damages,  civil  fines,  court  costs,  and  attorneys’  fees  (11),  and 
may  be  subject  to  criminal  sanctions  (12). 

The  Communicable  Disease  Prevention  and  Control  Act 
does  not  prohibit  the  person  tested  or  a person  legally  autho- 
rized to  consent  to  the  test  on  the  person’s  behalf  from;  (a) 
voluntarily  releasing  or  disclosing  that  person’s  test  results  to 
persons  or  entities  other  than  those  provided  by  the  act;  or 
(b)  authorizing  the  release  or  disclosure  of  that  person’s  test 
results  to  persons  or  entities  other  than  those  provided  by 
the  act  (13). 

The  authorization  mentioned  above  must  be  in  writing  and 
signed  by  the  person  tested  or  a person  legally  authorized  to 
consent  to  the  test  on  the  person’s  behalf.  It  must  state  the 
person  or  entities  or  classifications  of  persons  or  entities  to 
whom  the  test  results  may  be  released  or  disclosed  (14). 

In  considering  the  voluntary  release  of  information  on  AIDS 
or  lirv  infections,  the  recommendations  of  the  American  Medi- 
cal Record  Association  (AMRA ) are  useful  (15).  AMRA  recom- 
mends that  written  consent  should  include  at  least:  (a)  name 
of  individual  or  institution  that  is  to  release  the  information; 
(b)  name  of  individual  or  institution  that  is  to  receive  the  in- 
formation; (c)  patient’s  full  name,  address,  and  date  of  birth; 

(d ) purpose  or  need  for  information;  (e)  extent  or  nature  of 
information  to  be  released  (example:  AIDS  test  results  or  diag- 
nosis and  treatment  with  inclusive  dates  of  treatment);  (f)  spe- 
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cific  date,  event,  or  condition  upon  which  authorization  will 
expire  unless  revoked  earlier;  (g)  statement  that  authorization 
can  be  revoked  earlier,  but  not  retroactive  to  the  release  of  in- 
formation made  in  good  faith;  (h)  date  that  consent  is  signed 
(date  of  signature ) must  be  later  or  after  the  date  of  the  ei’ent 
or  procedure  that  gave  rise  to  the  information;  and  ( i ) signa- 
ture of  patient  or  legal  representative. 

Generally,  information  released  to  authorized  individuals  or 
agencies  should  be  strictly  limited  to  that  information  required 
to  fulfill  the  purpose  stated  on  the  authorization.  Authoriza- 
tions specifying  “any  and  all  information”  or  other  such 
broadly  inclusive  statements  should  not  be  honored.  Release  of 
information  that  is  not  essential  to  the  stated  purpose  of  the  re- 
quest should  be  specifically  prohibited  (15). 

Further  information  on  AIDS  and  records  is  available  from 
the  American  Medical  Record  Association  at  875  N Michigan 
Ave,  Suite  1850,  Chicago,  IL  6061 1,  phone  (312 ) 787-2672. 
The  AMRA  has  not  only  a number  of  procedures  for  handling 
AIDS  and/or  HfV  records,  but  also  several  release  forms  that 
are  readily  adaptable  for  use  in  Texas. 

Continuing  developments 

Issues,  rules,  and  laws  concerning  the  AIDS  epidemic  continue 
to  develop.  As  those  issues,  rules,  and  laws  become  note- 
worthy, they  will  be  analyzed  and  presented  in  this  column. 

C.J.  FRANCISCO,  JD 

TMA  Assistant  General  Counsel 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  ANO  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHOULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis. 

2 For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions:  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion IS  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated. 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest  Hyperkalemia  may  complicate  any  of  the  following  conditions  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g.,  spironolactone, 
triamterene) 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia  —In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adiustment 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene)  since  the  simultaneous  administration  of  these  agents  can  produce  severe  hyperkalemia 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  iniures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  ot  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride  The  dispersi- 
bility ot  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  of  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g , incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown  K-DUR  tablets  should  be  discontinued  immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  the  patient. 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics,  see  WARNINGS. 

Carcinogenesis,  Mutagenesis.  Impairment  ol  Ferllllty:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR,  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive. the  contribution  of  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVERDOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  factors  known  to  be  associated  with  such  conditions  were  present  in  many  ot 
these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort. and  diarrhea  These  symptoms  are  due  to  irritation  of  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia  However,  if  excretory  mechanisms  are  im- 
paired or  it  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT -interval)  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest 

Treatment  measures  tor  hyperkalemia  include  the  following: 

1 , Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics, 

2.  Intravenous  administration  of  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml. 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate 

4,  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce  digitalis  toxicity, 
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ARAFATE 

(sucralfate)  Tablets 


BRIEF  SUMMARY 

CONTRAINDICATIONS  1 

There  are  no  known  contraindications  to  the  use  of  sucralfate  ! 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic,  recurrent  disease  While  short-term  treatment  with  sucralfate  ■ 
can  result  in  complete  healing  of  the  ulcer,  a successful  course  of  treatment  with  1 
sucralfate  should  not  be  expected  to  alter  the  post-healing  frequency  or  severity  of : 
duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  administration  f 
of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or  cimetidine  will  result  i 
in  a statistically  significant  reduction  in  the  bioavailability  of  these  agents.  The  bioavailability  ( 
of  these  agents  may  be  restored  simply  by  separating  the  administration  of  these  J 
agents  from  that  of  CARAFATE  by  two  hours  This  interaction  appears  to  be  nonsys-  i 
temic  in  origin,  presumably  resulting  from  these  agents  being  bound  by  CARAFATE  in  ! 
the  gastrointestinal  tract  The  clinical  significance  of  these  animal  studies  is  yet  to  be 
defined  However,  because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of 
some  drugs  from  the  gastrointestinal  tract,  the  separate  administration  of  CARAFATE 
from  that  of  other  agents  should  be  considered  when  alterations  in  bioavailability  are  felt 
to  be  critical  for  concomitantly  administered  drugs 

Carcinogenesis,  Mutagenesis,  impairment  of  Fertility:  Chronic  oral  toxicity 
studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at  doses  up  to  1 gm/kg 
(12  times  the  human  dose).  There  was  no  evidence  of  drug-related  tumorigenicity.  A 
reproduction  study  in  rats  at  doses  up  to  38  times  the  human  dose  did  not  reveal  any 
indication  of  fertility  impairment  Ivlutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects  Pregnancy  Category  B Teratogenicity  studies 
have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times  the  human  dose . 
and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to  sucralfate  There  are, ' 
however,  no  adequate  and  well-controlled  studies  in  pregnant  women  Because  animal ; 
reproduction  studies  are  not  always  predictive  of  human  response,  this  drug  should  be 
used  during  pregnancy  only  if  clearly  needed. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk. 
Because  many  drugs  are  excreted  in  human  milk,  caution  should  be  exercised  when ' 
sucralfate  is  administered  to  a nursing  woman 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established, 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led  to 
discontinuation  of  the  drug  In  studies  involving  over  2,500  patients  treated  with  sucralfate, 
adverse  effects  were  reported  in  121  (4  7%). 

Constipation  was  the  most  frequent  complaint  (2  2%)  Other  adverse  effects,  reported 
in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea,  gastric  discomfort,' 
indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness,  sleepiness,  and  vertigo. 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage  Acute  oral  toxicity  studies  in 
animals,  however,  using  doses  up  to  1 2 gm/kg  body  weight,  could  not  find  a lethal  dose.  ■ 
Risks  associated  with  overdosage  should,  therefore,  be  minimal 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a day  on 
an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be  taken 
within  one-half  hour  before  or  after  sucralfate 
While  healing  with  sucralfate  may  occur  during  the  first  week  or  two,  treatment 
should  be  continued  for  4 to  8 weeks  unless  healing  has  been  demonstrated  by  x-ray  or 
endoscopic  examination 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC  0088-1712-47) 
and  in  Unit  Dose  Identification  Paks  of  100  (NDC  0088-1712-49).  Light  pink  scored 
oblong  tablets  are  embossed  with  CARAFATE  on  one  side  and  1712  bracketed  by  C's  on 
the  other  Issued  1/87' 
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3 Brandstaetter  G,  Kratochvil  P:  Am  7 A4ed  79  (suppi  2C):36-38, 1985, 

4.  Marks  IN,  Wright  jpGilinsky  NH,  eXa\  JOm  Gastroenterol 8 AX9-A23, 1986. 
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Ulcer  therapy 
that  won’t  yield, 
even  to  smoking 


What  do  you  do  for  duodenal  ulcer  patients  who  should 
stop  smoking,  but  won't?  Both  cimetidine'  and  ranitidine^ 
have  been  shown  less  effective  in  smokers  than 
nonsmokers. 

Choose  CARAFATE®  (sucralfate/Marion).  Two  recent 
studies  show  Carafate  to  be  as  effective  in  smokers  as 
nonsmokers.^''  A difference  further  illustrated  in  a 
283-patient  study  comparing  sucralfate  to  cimetidine^: 

Ulcer  healing  rates: 

(at  four  weeks  of  therapy)^ 

Sucralfate: 


Carafate  has  a unique,  nonsystemic  mode  of  action 
that  enhances  the  body's  own  ulcer  healing  ability  and 
protects  the  damaged  mucosa  from  further  injury. 

When  your  ulcer  patient  is  a smoker,  prescribe  the 
ulcer  medication  that  won't  go  up  in  smoke:  safe, 
nonsystemic  Carafate. 


Nothing  works  like 


All  patients 
Smokers 


All  patients 


79.4% 


Cimetidine: 


81.6%* 

76.3% 


Smokers  62.5%  i 

‘Significantly  greater  than  cimetidine  smoker  group  {P<.05), 


Parafate 

sucralfate/Marion 


Please  see  adjoining  page  for  references  and  brief  summary  of  prescribing  information, 
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Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema. 


ALLAN  J.  HAMILTON,  M.D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 

surgery  Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial] 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die"  in  Newsweek  Magazine. 


%lThe  work  I m doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian  ; 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  1 deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non-invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high -altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General, 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  T800-USA-ARMY. 
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pain  relief  therapy. 
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Vicodin® provides  greater 
patient  acceptance 
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♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to6  hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


The  original  hydrocodone  analgesic. 
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INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


Drug  Abuse  and  Dependence:  VICODIN  * is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  nypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions;  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women.  VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syndrome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Rediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use.  and  the  incicience  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 
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Oeaths 


J.W.  Bass 

James  W.  Bass,  MD,  a Dallas  director  of  public  health  service 
for  more  than  30  years,  died  Jan  7,  1988.  Dr  Bass,  87,  was  an 
honorary  member  of  Texas  Medical  Association. 

A native  of  Martin  Mills,  Tex,  he  received  his  medical  degree 
from  Baylor  Medical  School  in  Dallas  in  1925.  Following  an  in- 
ternship at  Parkland  Memorial  Hospital  in  Dallas,  Dr  Bass  did 
postgraduate  study  at  Johns  Hopkins  School  of  Public  Health 
in  Baltimore.  In  1927  he  served  as  acting  director  of  public 
health  for  Dallas,  and  in  1931  he  became  director  of  the  health 
department,  a post  he  held  until  his  retirement  in  1965. 

Dr  Bass  served  in  the  US  Army  infantry  during  World  War  1, 
and  was  recalled  to  active  duty  with  the  Army  in  1941.  He 
served  in  the  Pacific  until  1945  as  chief  of  preventive  medicine 
and  vital  statistics  under  Gen  Douglas  MacArthur.  He  retired  as 
a colonel. 

Surviving  famUy  members  include  his  wife,  Alice  Bass,  Mar- 
tin Mills;  son.  Bill  Bass,  Tyler;  brother,  Homer  Bass,  Dallas;  sis- 
ters, Gladys  Sides,  Moria  Jackson,  Pauline  Gray  and  Kathleen 
Tews,  all  of  Dallas;  and  four  grandchildren. 

RJ.  Brady 

Randle  James  Brady,  MD,  a retired  Houston  anesthesiologist 
and  honorary  Texas  Medical  Association  member,  died  Jan  9, 
1988.  He  was  84. 

Dr  Brady  was  born  in  Yoakum,  Tex,  and  graduated  from  The 
University  of  Texas  Medical  Branch  at  Galveston  in  1929.  He 
served  an  internship  at  Hermann  Hospital  in  Houston,  and  resi- 
dencies at  John  Sealy  Hospital  in  Galveston,  Bellevue  Hospital 
in  New  York,  and  Evanston  Hospital  in  Illinois.  During  World 
War  II,  Dr  Brady  served  in  the  US  Army;  he  trained  American 
doctors  and  corpsmen  in  combat  medicine  and  trained  Chi- 
nese doctors  in  American  methods.  Dr  Brady  practiced  medi- 
cine in  Houston  from  1930  until  his  retirement  in  1980. 

He  is  survived  by  his  wife,  Gussie  Durham  Brady,  Houston; 
son,  James  Durham  Brady,  Spring,  Tex;  daughters,  Patsy 
Hanson,  El  Campo,  Tex,  Norma  Jeter,  Spring;  brother,  Edwin 
Brady,  Houston;  five  grandchildren  and  four  great- 
grandchildren. 

R.N.  Cooley 

Robert  N.  Cooley,  MD,  a longtime  Galveston  diagnostic  radiol- 
ogist, died  Jan  27,  1988.  Dr  Cooley,  76,  was  an  honorary  mem- 
ber of  Texas  Medical  Association. 

A native  of  Woodlawn,  Va,  he  received  his  medical  degree  in 
1934  from  the  University  of  Virginia  School  of  Medicine.  He 
served  an  internship  at  Bellevue  Hospital  in  New  York  City  and 
a residency  in  surgery  at  Mary  McClellan  Hospital  in  Cam- 
bridge, NY.  Dr  Cooley  was  engaged  in  private  practice  in  West 
Virginia  from  1936  to  1941.  He  entered  the  field  of  radiology 
as  an  intern  at  Johns  Hopkins  Hospital  in  Baltimore  in  1941 
and  also  served  a residency  there  following  service  in  the  US 
Army  during  World  War  II.  Dr  Cooley  taught  radiology  at 
Johns  Hopkins  University  Medical  School  from  1948  to  1953- 
In  1953  he  joined  The  University  of  Texas  Medical  Branch  at 
Galveston  as  professor  and  chairman  of  the  Department  of 
Radiology. 

Surviving  family  members  include  his  wife,  Grace  Cooley, 


Knoxville,  Tcnn;  son,  Robert  Nelson  Cooley,  Jr,  Topeka,  Kan; 
daughters,  Hope  Evans  and  Caroline  Cooley,  MD,  both  of  Knox- 
ville; and  seven  grandchildren. 

R.G.  Cox 

Robert  G.  Cox,  MD,  a family  practitioner  in  Palestine,  died  Jan 
5,  1988  at  age  65. 

Born  in  Dallas,  Dr  Cox  received  his  medical  degree  in  1953 
from  Southwestern  Medical  School  in  Dallas.  His  internship 
was  at  Confederate  Memorial  Medical  Center  in  Shreveport,  La. 
He  served  in  the  US  Army  during  World  War  II.  Dr  Cox  began 
his  medical  practice  in  Palestine  in  1954.  For  the  last  five  years 
he  had  been  a physician  with  the  Texas  Department  of  Correc- 
tions. He  was  a past  president  of  the  Anderson-Leon  County 
Medical  Society. 

Survivors  include  his  wife,  Louise  Spreen  Cox,  Palestine; 
sons,  John  V.  Cox,  DO,  FACP,  Dallas,  and  Robert  G.  Cox,  Jr, 
Fayetteville,  Ark;  daughter,  Melissa  Meglic,  Houston;  brothers, 
John  K,  Cox,  MD,  Houston,  and  Vernon  G.  Cox,  Jr,  St  Louis;  and 
three  grandchildren. 

M.W.  Everhart 

Merrill  W.  Everhart,  a San  Angelo  pediatrician,  died  Jan  24, 

1988. 

Dr  Everhart,  82,  was  born  in  Chillicothe,  Ohio.  In  1934  he 
graduated  from  Ohio  State  University  College  of  Medicine,  in 
Columbus.  After  an  internship  at  St  Catherine’s  Hospital  in  In- 
diana, he  served  pediatric  residencies  at  Children’s  Hospital  in 
Columbus,  Ohio,  Children’s  Memorial  Hospital  in  Chicago,  and 
Egleston  Children’s  Hospital  in  Atlanta.  He  was  an  instructor  in 
the  pediatric  department  of  Louisiana  State  University  Medical 
School  in  New  Orleans  until  1941.  During  World  War  II,  he 
served  in  the  US  Army  and  was  a colonel  at  his  retirement. 
From  1946  to  1970  he  had  a private  practice  of  pediatrics  in 
San  Angelo. 

Dr  Everhart  is  survived  by  his  wife,  Julia  Tidwell  Everhart, 
San  Angelo. 

EA.  Goldings 

Eliot  Alan  Goldings,  MD,  a Dallas  rheumatologist,  died  Jan  5, 
1988.  He  was  40. 

A native  of  Boston,  Dr  Goldings  received  his  medical  degree 
from  the  University  of  Vermont  College  of  Medicine.  He  served 
his  internship  and  a residency  at  Emory  University  Affiliated 
Hospitals  in  Atlanta,  and  did  a fellowship  in  immunology  at  the 
National  Institutes  of  Health.  Additional  training  was  received 
at  Tufts-New  England  Medical  Center  Hospitals  in  Boston.  He 
was  a member  of  the  faculty  of  Southwestern  Medical  School 
in  Dallas. 

Surviving  family  members  include  his  wife,  Audrey  Stein- 
Goldings,  MD;  daughters,  Jessica  Goldings  and  Rebecca  Gold- 
ings; and  mother,  Florence  Goldings;  all  of  Dallas. 

R.L.  Gregory 

Raymond  L.  Gregory,  MD,  a retired  Houston  internist,  died  Jan 
30,  1988,  at  age  87.  Dr  Gregory'  was  an  honorary  member  of 
Texas  Medical  Association. 

Born  in  Beeville,  Tex,  Dr  Gregory'  received  his  medical  de- 
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gree  in  1929  from  the  University  of  Minnesota.  He  interned  at 
Minneapolis  General  Hospital  and  Swedish  Hospital  in  Minne- 
apolis, and  served  a residency  in  internal  medicine  at  the  Uni- 
versity of  Iowa.  From  1 940  to  1 968,  Dr  Gregory'  was 
associated  with  The  University  of  Texas  Medical  Branch  in  Gal- 
veston, where  he  was  professor  of  medicine  and  chairman  of 
the  Department  of  Internal  Medicine.  He  was  with  The  Diag- 
nostic Clinic  of  Houston  from  1968  until  his  retirement  in 
1986. 

Dr  Gregory  is  survived  by  his  daughter,  Mary  Gregory 
Hawes,  Atlanta;  sons,  Charles  Gregory,  MD,  Austin,  and  R.  Fred- 
erick Gregory,  MD,  Houston;  and  seven  grandchildren. 

E.B.  Griffey 

Earle  Bartlett  Griffey,  MD,  who  practiced  emergency  medicine 
in  Houston,  died  Jan  5,  1988,  at  age  60. 

Dr  Griffey  was  born  in  Houston  and  graduated  in  1956  from 
The  University  of  Texas  Medical  School  at  Galveston.  His  in- 
ternship and  residency  were  served  at  Mercy  Hospital  in 
Michigan  and  the  University  of  Michigan  Hospital.  He  had  a 
private  practice  in  Brownsville  from  1958  to  1979,  and  moved 
to  Houston  in  1980. 

He  is  survived  by  his  wife,  Rogene  Larsen  Griffey;  sons, 
Charles  H.  Flansburg,  Houston,  Victor  L.  Flansburg,  Houston, 
William  E.  Griffey,  Galveston,  and  Edward  S.  Griffey,  Pearland; 
daughters.  Ginger  Cunningham,  Ashland,  Ore,  Lynn  Lilly,  El 
Paso,  and  Ann  Griffey,  Houston;  sister,  Jean  Griffey  Tuttle, 
Houston;  and  nine  grandchildren. 

E J.  Lefeber,  Sr 

Edward  James  Lefeber,  Sr,  MD,  a Galveston  internist,  died  Jan  3, 
1988. 

Dr  Lefeber,  76,  was  a native  of  Wauwatosa,  Wis.  In  1936  he 
received  his  medical  degree  from  the  University  of  Wisconsin. 
His  internship  and  residency  were  served  at  the  Medical  Col- 
lege of  Virginia  Hospital  Division.  In  1940  he  joined  the  faculty 
of  The  University  of  Texas  Medical  Branch,  Galveston;  at  his 
death  he  was  clinical  professor  in  internal  medicine.  He  began 
the  private  practice  of  medicine  in  Galveston  in  1 948.  Dr 
Lefeber  was  former  president  of  the  Galveston  County  Medical 
Society  and  the  Texas  Society  of  Internal  Medicine.  He  served 
as  chairman  of  the  Texas  Medical  Association  Council  on  Com- 
munication from  1971  to  1980  and  was  a delegate  from  Gal- 
veston County  Medical  Society  from  1956  to  1980. 

Surviving  family  members  include  his  wife,  Elbe  Weisiger 
Lefeber,  Galveston;  daughters,  Ann  Botik,  Bay  City,  and  Nancy 
Hughes,  Galveston;  sons,  Edward  J.  Lefeber,  Jr,  MD,  Phoenix, 
Ariz,  Robert  Lefeber,  Galveston,  John  Lefeber,  Baytown,  and 
Donald  Lefeber,  Webster;  sisters,  Eleanor  Locker,  McHenry,  111, 
and  Ruth  Raymond,  Valley  Forge,  Penn;  and  seven 
grandchildren. 

R.E.  Margo 

Rodolfo  E.  Margo,  MD,  a Weslaco  ophthalmologist,  died  Jan  29, 
1988.  He  was  50. 

Dr  Margo  was  born  in  Rio  Grande  City,  Tex,  and  graduated 
in  1961  from  The  University  of  Texas  Medical  Branch  at  Gal- 
veston. After  an  internship  at  Memorial  Hospital  in  Corpus 


Christi  and  a residency  at  Parkland  Memorial  Hospital  in  Dal- 
las, he  practiced  medicine  in  Weslaco  until  his  retirement  last 
year. 

Dr  Margo  is  survived  by  his  wife,  Patricia  Margo,  Weslaco; 
daughters.  Shelly  Margo  and  Jennifer  Margo,  both  of  Weslaco; 
sons,  Ted  Margo,  Randy  Margo,  and  Bryan  Margo,  all  of  Wes- 
laco; father,  R.T.  Margo,  Weslaco  and  Rio  Grande  City;  broth- 
ers, Raymundo  Margo,  Albuquerque,  NM,  and  Dr  Robert 
Margo,  Rio  Grande  City;  and  sisters,  Delia  Perez,  McAllen,  Am- 
barina  Barrera,  Harlingen,  and  Angiolina  Ramirez,  Hebbronville. 

MJ.  Morris 

Martin  J.  Morris,  MD,  a retired  Arlington  internist,  died  Jan  24, 
1988,  at  age  73. 

Dr  Morris  was  born  in  Central  Falls,  RI.  He  graduated  from 
Georgetown  University  School  of  Medicine  in  Washington,  DC, 
in  1952,  and  served  an  internship  at  Memorial  Hospital  in 
Pawtucket,  RI.  He  practiced  medicine  in  Rhode  Island  until 
1962  when  he  moved  to  Texas.  He  served  a residency  at  the 
Veterans  Administration  Hospital  in  Dallas,  and  practiced  medi- 
cine in  Arlington  until  his  retirement  in  1984. 

Survivors  include  his  wife,  Charlene  Morris,  Arlington; 
daughters,  Rita  Smith,  Arlington,  Marlene  Roe,  Arlington,  and 
Mary  Ling,  San  Antonio;  brother,  Joseph  Morris,  Rhode  Island; 
sisters,  Catherine  Caravan  and  Mary  Morris,  both  of  Rhode  Is- 
land; and  eight  grandchildren. 

LJ.  Neal 

Leroy  Jay  Neal,  MD,  who  practiced  emergency  medicine  in 
Denton,  died  Jan  3,  1988. 

Dr  Neal,  88,  was  born  in  Cooper,  Tex.  He  graduated  from 
Tulane  Medical  School  in  New  Orleans  in  1923.  After  an  in- 
ternship at  Baylor  Hospital  in  Dallas,  he  practiced  medicine  in 
Oklahoma  and  Texas  until  his  retirement  in  1969. 

Dr  Neal  is  survived  by  his  wife,  Ruth  Neal,  Denton;  son, 
Edward  “Jim”  Neal,  Denton;  daughter,  Ann  Patrick,  Fayetteville, 
Tenn;  sister,  Helen  Irby,  California;  seven  grandchildren  and 
seven  great-grandchildren. 

KA.  Higgins  Rivera 

Kathleen  Ann  “Kim”  Higgins  Rivera,  MD,  a Sherman  and  Deni- 
son anesthesiologist,  died  Jan  3,  1988.  She  was  38. 

A native  of  Minneapolis,  Dr  Rivera  graduated  in  1981  from 
The  University  of  Texas  Southwestern  Medical  School.  She 
completed  an  internship  at  St  Paul  Hospital  and  a residency  in 
anesthesiology  at  Parkland  Memorial  Hosital  in  Dallas.  She  had 
practiced  medicine  in  Sherman  and  Denison  since  1984. 

Dr  Rivera  is  survived  by  her  husband,  Rudolfo  L.  Rivera,  MD, 
Denison;  son,  Morgan  Kee,  DeSoto;  daughter,  Meghan  Rivera, 
Denison;  parents,  Mr  and  Mrs  Robert  Higgins,  Dallas;  brother, 
Robert  Higgins,  Dallas;  and  sisters,  Virginia  Higgins,  Santa  Cruz, 
Calif,  and  Patricia  Peterson,  Manhattan,  Calif. 

J.R.  Rojas 

Jose  Rolando  Rojas,  MD,  a retired  San  Antonio  internist,  died 
Jan  4,  1988.  He  was  71. 

A native  of  Santa  Clara,  Cuba,  Dr  Rojas  received  his  medical 
degree  in  1943  from  the  University  of  Havana  in  Cuba.  His  in- 
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ternship  was  at  Mercedes  Hospital  in  Havana  and  he  served  his 
residency  at  Calixto  Garcia  Hospital  in  Havana.  From  1947  to 
I960  he  practiced  internal  medicine  and  gastroenterology  in 
Camaguey,  Cuba.  In  1963  he  moved  to  San  Antonio  where  he 
practiced  until  his  retirement  in  1985. 

Surviving  family  members  include  his  wife,  Gladys  Rojas,  San 
Antonio;  daughters,  Magda  R.  Palacios,  San  Antonio,  and  Car- 
men R.  Schaefer,  Houston;  son,  Rolando  J.  Rojas,  MD,  San  An- 
tonio; brother,  Roberto  Rojas,  Miami;  and  five  grandchildren. 

G.  Ruhl 

Guillermo  Ruhl,  MD,  a San  Antonio  nephrologist,  died  Jan  2, 
1988,  at  age  47. 

Dr  Ruhl,  a native  of  Nicaragua,  graduated  in  1967  from  the 
University  of  Costa  Rica  Medical  School  in  San  Jose.  He  in- 
terned at  Saint  John  Hospital  in  Detroit  and  served  residencies 
at  the  University  of  Louisville  in  Kentucky  and  Grace  Hospital 
in  Detroit.  He  did  postgraduate  work  in  nephrology  at  the 
Henry  Ford  Hospital  in  Detroit. 

Dr  Ruhl  is  survived  by  his  wife,  Marisela  E.  Ruhl;  daughter, 
Andrea  Cristian;  and  sons,  Walter  R.  Ruhl  and  Klaus  W.  Ruhl;  all 
of  San  Antonio. 

D.M.  Rulfs,Jr 

David  Miller  Rulfs,  Jr,  MD,  a Houston  radiologist,  died  Jan  17, 
1988. 

Dr  Rulfs,  50,  was  born  in  Houston.  He  graduated  in  1964 
from  The  University  of  Texas  Medical  Branch  at  Galveston. 
After  an  internship  at  University  Hospitals  in  Wisconsin,  he 
served  a residency  in  radiology  at  the  Mayo  Clinic  in 
Rochester,  Minn.  Dr  Rulfs  moved  to  Houston  in  1968. 

He  is  survived  by  his  parents,  Mr  and  Mrs  David  M.  Rulfs,  Sr, 
Houston;  daughters,  Brandie  Carol  Rulfs,  Bridget  Lee  Rulfs,  and 
Marnie  Lynn  Rulfs,  Houston;  sisters,  Jane  Lee  Rulfs,  Houston, 
and  Carol  Rulfs  Vance,  Fort  Worth. 

H. H.  Short 

Harold  Hewitt  Short,  MD,  a family  practitioner  in  Texarkana, 
died  Jan  7,  1988,  at  age  56. 

A native  of  Texarkana,  Dr  Short  was  a 1956  graduate  of  the 
University  of  Arkansas  Medical  School.  His  internship  was  at 
Grace  Hospital  in  Detroit.  He  served  as  a flight  surgeon  in  the 
US  Air  Force.  Dr  Short  founded  a medical  clinic  in  Texarkana 
and  was  past  president  of  its  board  of  directors. 

He  is  survived  by  his  wife,  Irene  Gould  Short,  Texarkana; 
daughters,  Carol  Short,  Texarkana,  and  Cindy  Paslay,  Arlington; 
mother,  Polly  Short  Tibbitt,  Texarkana;  brother,  Robert  M. 
Short,  Texarkana;  and  sisters,  Kathryn  Harrison,  Houston,  Linda 
Sebesta,  Plano,  and  Sue  Bosler,  Linden. 

D.K.  Wheeler 

Donald  King  Wheeler,  MD,  a Lubbock  orthopedic  surgeon, 
died  Jan  4,  1988.  He  was  54. 

Dr  Wheeler  was  born  in  Minneapolis.  In  1958  he  graduated 
from  Baylor  University  College  of  Medicine  in  Houston.  He 
was  an  intern  at  Jefferson  Davis  Hospital  in  Houston  and 
served  his  residency  at  Mayo  Clinic  in  Rochester,  Minn.  Dr 


Wheeler  moved  to  Lubbock  in  1966  to  open  his  private 
practice. 

Survivors  include  his  wife,  Patsy  Cox  Wheeler,  Lubbock; 
daughters,  Jennifer  Wheeler,  Little  Rock,  Ark,  and  Jacque  Mull, 
Dallas;  son,  Jimmie  Wheeler,  Lubbock;  and  mother,  Helen 
Wheeler,  Lubbock. 

W.B.  Woodson 

Warren  Burbank  Woodson,  MD,  a retired  Temple  ophthalmolo- 
gist and  otolaryngologist,  died  Jan  21,  1988,  at  age  84. 

Born  in  Temple,  Dr  Woodson  graduated  from  Tulane  Univer- 
sity Medical  School  in  New  Orleans  in  1928.  His  internship 
was  at  Scott  & White  Hospital  in  Temple,  and  his  residency'  was 
at  Wills  Eye  Clinic  in  Philadelphia.  Dr  Woodson  was  a past 
president  of  the  Texas  Ophthalmology  Society.  He  retired  in 
1980. 

Dr  Woodson  is  survived  by  his  sister,  Anna  W.  Chambers, 
Dallas. 

D.H.  Wooldridge 

Dean  Hudson  Wooldridge,  MD,  a McAllen  family  practitioner, 
died  Jan  20,  1988. 

Dr  Wooldridge,  59,  was  a native  of  Altus,  Okla.  He  received 
his  medical  degree  in  1953  from  Vanderbilt  University  Medical 
School  in  Nashville,  Tenn.  His  internship  and  residency  were 
served  at  Barnes  Hospital  in  St  Louis.  After  two  years  of  US 
Army  service  in  Korea,  Dr  Wooldridge  moved  to  McAllen. 

Surviving  family  members  include  his  wife,  Medora  Wool- 
dridge, McAllen;  sons.  Dean  Hudson  Wooldridge,  Jr,  Carrollton, 
Tex,  John  Thomas  Wooldridge,  Virginia  Beach,  Va,  and  James 
Luke  Roberts  Wooldridge,  Oxford,  Miss;  brother,  Harold  Wool- 
dridge, DDS,  McAllen;  and  two  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.  W.  BASS 
Dallas,  1900-1988 

R.  J.  BRADY 
Houston,  1903-1988 

R.  N.  COOLEY 
Galveston,  1911-1988 

R.  G.  COX 
Palestine,  1922-1988 


E.  A.  GOLDINGS 
Dallas,  1947-1988 

R.  L.  GREGORY 
Houston,  1901-1988 

E.  B.  GRIFFEY 
Houston,  1927-1988 

E.  J.  LEFEBER 
Galveston,  1911-1988 


M.  J.  MORRIS 
Arlington,  1915-1988 

L.J.  NEAL 
Denton,  1899-1988 

K.  A.  HIGGINS  RIVERA 
Sherman,  1949-1988 

J.  R.  ROJAS 

San  Antonio,  1916-1988 


D.  M.  RULES,  JR 
Houston,  1937-1988 

H.  H.  SHORT 
Texarkana,  1931-1988 

D.  K.  WHEELER 
Lubbock,  1933-1988 

W.  B.  WOODSON 
Temple,  1903-1988 


M.  W.  EVERHART  R.  E.  MARGO 

San  Angelo,  1905-1988  Weslaco,  1937-1988 


G.  RUHL  D.  H.  WOOLDRIDGE 

San  Antonio,  1940-1988  McAllen,  1929-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

CITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 
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fAedicirie  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477—6704. 


In  the  TMA  Library 

Bernstein  AL:  The  191  Best  Practice-Building  Strategies  for  To- 
day’s Physician.  Chicago,  Year  Book  Medical  Ihiblishers  Inc, 
1988. 

Bierman  CW,  Pearlman  DS:  Allergic  Diseases  from  Infancy  to 
Adulthood,  ed  2.  Philadelphia,  WB  Saunders  Co,  1988. 

Braunwald  E (ed):  Heart  Disease:  A Textbook  of  Cardiovas- 
cular Medicine,  ed  3,  vols  1-2.  Philadelphia,  WB  Saunders  Co, 
1988. 

Chopra  S;  Disorders  of  the  Liver.  Philadelphia,  Lea  & Febiger, 
1988. 

Clark  SL,  Phelan  JP,  Cotton  DB  (eds):  Critical  Care  Obstetrics. 
Oradell,  NJ,  Medical  Economics  Books,  1987. 

Coleman  BG  (ed):  Genitourinary  Ultrasound.  A Text/Atlas. 
New  York,  Igaku-Shoin  Medical  Publishers  Inc,  1988. 

Corssen  G,  Reves  JG,  Stanley  TH:  Intravenous  Anesthesia  and 
Analgesia.  Philadelphia,  Lea  & Febiger,  1988. 

Delafuente  JC,  Stewart  RB  (eds):  Therapeutics  in  the  Elderly. 
Baltimore,  Williams  & Wilkins,  1988. 

Farber  L (ed):  Medical  Economics  Encyclopedia  of  Practice 
and  Pirmncial  Management,  ed  2.  Oradell,  NJ,  Medical  Eco- 
nomics Books,  1988. 

France  RD,  Krishnan  KRR  (eds):  Chronic  Pain.  Washington, 

DC,  American  Psychiatric  Press  Inc,  1988. 

Giles  TD,  Sander  GE  ( eds ):  Cardiomyopathy.  Littleton,  Mass, 
PSG  Publishing  Co  Inc,  1988. 

Guidelines  on  the  Termination  of  Life-Sustaining  Treatment 
and  the  Care  of  the  Dying.  Briarcliff  Manor,  NY,  The  Hastings 
Center,  1987. 

Jeejeebhoy  KN:  Current  Therapy  in  Nutrition.  Philadelphia, 

BC  Decker  Inc,  1988. 


Kandel  LB,  Harrison  LH,  McCullough  DL  (eds):  State  of  the  Art 
Extracorporeal  Shock  Wave  Lithotripsy.  Mount  Kisco,  NY,  Fu- 
tura  Publishing  Co  Inc,  1987. 

Kirkaldy-Willis  WH  (ed):  Managing  Low  Back  Pain,  ed  2.  New 
York,  Churchill  Livingstone,  1988. 

Mercier  LR:  Practical  Orthopedics,  ed  2.  Chicago,  Year  Book 
Medical  Publishers  Inc,  1987. 

Meschan  L Roentgen  Signs  in  Diagnostic  Imaging  ed  2,  vol  4, 
The  Chest.  Philadelphia,  WB  Saunders  Co,  1987. 

Miller  DD  (ed):  Clinical  Cardiac  Imaging.  New  York, 
McGraw-Hill  Book  Co,  1988. 

MonagleJF,  Thomasma  DC  {eds):  Medical  Ethics.  A Guide  for 
Health  Professionals.  Rockville,  Md,  Aspen  Publishers  Inc, 

1988. 

Pepperell  RJ,  Hudson  B,  Wood  C (eds):  The  Infertile  Couple, 
ed  2.  New  York,  Churchill  Livingstone,  1987. 

Pryor  JP,  Lipshultz  LI  {eds):  Androlog}’.  Boston,  Butterworths, 

1987. 

Riggs  BL,  Melton  LJ  III  (eds):  Osteoporosis.  Etiology,  Diag- 
nosis, and  Management  New  York,  Raven  Press,  1988. 

Rogers  MC:  Current  Practice  in  Anesthesiology.  Philadelphia, 
BC  Decker  Inc,  1988. 

Rowe  CR  ( ed ):  The  Shoulder.  New  York,  Churchill  Livingstone, 

1988. 

Schmitz  HH:  Managing  Health  Care  Information  Resources. 
Rockville,  Md,  Aspen  Publishers  Inc,  1987. 

Shapiro  AK,  Shapiro  ES,  Young  JG,  et  al  (eds):  Gilles  de  la 
Tourette  Syndrome,  ed  2.  New  York,  Raven  Press,  1988. 

Shils  ME,  Young  VR  (eds):  Modem  Nutrition  in  Health  and 
Disease,  ed  7.  Philadelphia,  Lea  & Febiger,  1 988. 

‘Sden'N : Cope's  Early  Diagnosis  of  the  Acute  Abdomen,  ed  17. 
New  York,  Oxford  University  Press,  1987. 

Simon  C,  Janner  M:  Color  Atlas  of  Pediatric  Diseases  with  Dif- 
ferential Diagnosis.  Philadelphia,  BC  Decker  Inc,  1987. 

Stark  DD,  Bradley  WG  Jr:  Magnetic  Resonance  Imaging.  St 
Louis,  The  CV  Mosby  Co,  1988. 

Willson  JR,  Carrington  ER:  Obstetrics  and  Gynecology,  ed  8.  St 
Louis,  The  CV  Mosby  Co,  1987. 

Wolf  JK:  Mastering  Multiple  Sclerosis.  A Guide  to  Manage- 
ment, ed  2.  Rutland,  Vt,  Academy  Books,  1987. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinberg.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 
Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ENDOCRINE  ASSOCIATES  OF  DALLAS,  PA 

Stanley  Feld,  MD,  FACP 
Richard  Sachson,  MD,  FACP 
Steven  Dorfman,  MD,  FACP 
Stephen  Aronoff,  MD,  FACP 

Diplomates  of  American  Board  of  Internal  Medicine 
and  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  & Diabetes 

5480  LaSierra  Drive,  Dallas,  Texas  75231;  214  363-5535 


WILLIS  I.  COTTEL,  MD 
Mohs  Surgery 
Cutaneous  Oncology 
Dermatologic  Surgery 
Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
Presbyterian  III,  8230  Walnut  Hill  Lane 
Suite  808,  Dallas,  Texas  75231 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 


8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


ENDOCRINE  CLINIC  OF  LUBBOCK 

Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 
Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 
2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  GENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  FJenry,  MD,  PA 
Michele  D.  Reynolds,  MD 

Diplomates,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


Mark  your  calendar  for  future 
TMA  meetings: 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 


83 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


Annual  Session,  May  11-15,  1988 — San  Antonio 


Fall  Leadership  Conference,  September  17,  1988 — Austin 


TMA  Student  Loan  Program 


Interim  Session,  November  18-19,  1988 — Austin 


Winter  Leadership  Conference,  March  4,  1989 — Austin 


. . . Another  service  of  your  association 
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GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  C.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Aye.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  j.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-05S1 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Aye.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicine 


NUCLEAR  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030:  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  )r.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 


OCCUPATIONAL  MEDICINE 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Ayenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 

JUDITH  T.  FEIGON,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

TMA  Practice  Management  Workshops  


. . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  521-2191 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  jr,  MD,  FACS 

Ronald  j.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  yista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

G.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  yavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIG  ASSOGIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  Gity  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
^ SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 
Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 

Accredited  by:  joint  Commission 
Commission  on  A 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 

Accreditation  of  Hospitals 

'ditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  FACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been 
patients.  Care  for  every  phase  of 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Excellence  in  Form  & Function 

Neal  R.  Reisman,  MD,  FACS 
William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD 

Diplomates  American  Board  Plastic  Surgery 

West  Houston  Doctors  Center,  12121  Richmond,  Suite  211,  Houston,  Texas 
77082;  713  558-5353 

Creenpark,  Memorial  Health  Center/Sugar  Land,  Memorial  Southwest  Pro- 
fessional Building,  The  Houstonian 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 


TMA  Physician  Membership  Directory 


Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 

Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331  . . . Another  service  of  yOUr  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 

Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 

Paul  M.  Hamilton,  MD 

Doyle  1.  Carson,  MD 

Jerry  M.  Lewis,  III,  MD 

Keith  H.  Johansen,  MD 

Tom  G.  Campbell,  MD 

James  K.  Peden,  MD 

Jeffrey  Class,  MD 

Charles  G.  Markward,  MD 

Grover  M.  Lawlis,  MD 

Byron  L.  Howard,  MD 

Conway  McDanald,  MD 

Roy  H.  Fanoni,  MD 

Cary  L.  Malone,  MD 

Mark  P.  Unterberg,  MD 

Edgar  P.  Nace,  MD 

John  G.  Looney,  MD 

Ernest  N.  Brownlee,  MD 

Kathleen  B.  Erdman,  MD 

Michael  Madigan,  MD 

Don  C.  Payne,  MD 

Perry  Talkington,  MD 

Mark  J.  Blotcky,  MD 

L.  Dwight  Holden,  MD 

Joseph  D.  Caspar!,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas 
214  381-7181 

75228 

GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


lohn  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R,  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Cretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  C.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7678 


RICHARD  E.  WOOD,  MD 

ROBERT  E.  RAWITSCHER,  MD 

THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter  ...  Another  service  of  your  association 

. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  |.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  755,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  ].  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

lames  T.  Coggins,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 

3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 


bers at  $42.00  per  column  inch  per  month  and  listings  must 


run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 


for  six  months'  advance  payment.  New  listings,  changes,  or 


cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 


MEDICINE,  1801  North  lamar  Blvd.,  Austin,  Texas  78701. 


Deadline  is  the  5th  of  the  month  preceding  publication  month. 


HELP YOUR 
COLLEAGUES 
HELP 

THEMSELVES 

It’s  a fact.  A shortage  of  funds  can  prevent  an 
impaired  physician  from  getting  the  help  he  or 
she  needs  and  wants. 

The  Physician  Health  and  Rehabilitation  Assis- 
tance Fund  was  established  by  the  Texas  Medi- 
cal Association  Committee  on  Physician  Health 
and  Rehabilitation  primarily  to  provide  assis- 
tance to  impaired  physicians  who  cannot  afford 
treatment  for  substance  abuse  or  other 
problems. 

Financial  assistance  is  provided  in  the  form  of  a 
loan,  with  funds  usually  sent  directly  to  providers 
of  care. 

Please  help  TMA  help  your  colleagues.  Support 
the  TMA  Physician  Health  and  Rehabilitaton 
Assistance  Fund.  Your  contribution  is  tax 
deductible. 

If  you  would  like  to  know  more  about  how  the 
fund  assists  indigent,  impaired  physicians,  call 
TMA  at  512/477-6704,  ext.  141. 


TMA  PHYSICIAN  HEALTH 
AND  REHABILITATION 
ASSISTANCE  FUND 

I want  to  support  the  Physician  Health  and  Re- 
habilitation Assistance  Fund.  Enclosed  is  my  tax 
deductible  contribution  in  the  amount  of: 

$25  $100 

$50  $ 

Name 

Address 


Please  return  this  form  to;  Texas  Medical  Asso- 
ciation, Physician  Health  and  Rehabilitation  As- 
sistance Fund,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted,  Dallas  metro  area  physicians,  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state  to  help  with  pre-enlistment  physicals.  Full- 
time pays  $36,899  to  $45,367  with  government 
benefits.  Part-time  pays  daily  rate  of  $125  for 
morning  work.  214  421-1312/2520. 


Emergency  Medicine 

Needed;  Emergency  physicians,  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  ayailable.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-seryice  which 
proyides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  aboye  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Full  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact;  Pinky  McLaughlin,  8700 
Crownhill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Abilene:  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90, 0004- 
year.  Contact:  Pinky  McLaughlin,  8700  Crownhill 
Road,  Suite  600,  San  Antonio,  Texas  78209;  1-800- 
999-3728. 

Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,0004-  year  with  paid  malpractice  insurance. 
Contact:  Pinky  McLaughlin,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas;  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo— Full  -time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  seftings.  Confact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Mediclinic  Houston  has  immediate  positions  avail- 
able for  both  part-time  and  full-time  physicians. 
Please  contact  at  713  783-4707  for  further  informa- 
tion and  send  your  CV  to  6604  Southwest  Freeway, 
Houston,  Texas  77074. 

Texas — Full-time  ER  position  available  at  244  bed 
hospital.  Recreational  area  north  of  Dallas.  Excellent 
compensation  including  malpractice  insurance.  Bene- 


fit package  available  to  full-time  physicians.  Contact 
Emergency  Consultants,  Inc.,  2240  South  Airport 
Road,  Room  29,  Traverse  City,  Michigan  49684; 
1-800-253-1795  or  in  Michigan  1-800-632-3496. 

Emergency  room  physician  needed  to  work  for  an- 
other physician  in  an  emergency  room  of  a hospital 
in  Uvalde,  Texas  to  treat  patients  for  a variety  of 
medical  cases  that  arise  in  the  emergency  room  of 
a hospital.  Salary  $45,000  per  year,  40  hours  work 
week,  8 to  5 daily.  Must  have  MD  degree,  and  one 
year  internship.  Interested  applicants  should  con- 
tact the  Texas  Employment  Commission,  Uvalde, 
Texas  or  send  resume  to  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778  and 
refer  to  JO  # 5163923.  Ad  paid  by  an  equal  op- 
portunity employer. 

San  Antonio;  BC/BE  FP/EM  wanted  for  young 
group  staffing  three  successful  and  prospering 
ACCs.  100%  physician  owned/managed.  Minimum 
guarantee  plus  bonus/malpractice/health  insurance 
paid.  Begin  July  1988.  CV  to  David  Cude,  MD, 
Texas  MedClinic,  777  NE  Loop  410,  San  Antonio, 
Texas  78209;  512  696-5599. 

Emergency  Medicine — Nacogdoches — Part-time  posi- 
tion available  in  low  volume  ED,  mainly  over 
weekends.  Excellent  backup  with  competitive  com- 
pensation. Contact  Gavin  McGown,  MD,  P.O.  Box 
1604,  Nacogdoches,  Texas  75961  or  call  409  569- 
9481. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 


Over  the  past  five  years  physician-owned 
PRN,  Ltd.  has  become  one  of  the 
Southwest's  most  respected  physician 
search  firms.  Here  in  Texas  alone,  we  have 
pul  physicians  into  well  over  100  com- 
munilies,  either  on  a locum  tenens  basis,  in- 
to practice  trials,  or  as  permanent 
placements.  Why  go  elsewhere?  After  all, 
you’ve  got  one  of  the  best  in  your  own 
backyard. 

For  full  details  at  no  obligation;  call  Ihe  ex- 
perienced protessionals  al  PRN,  Lid. 

1-800-531-1122 

PRN,  Ltd. 

Physician  Staffing 

locum  tenens  • practice  trials 
permanent  placements 


1000  N.  Walnut,  Suite  B, 
New  Braunfels,  TX  78130 


Family  physician  wanted  to  associate  with  family 
physician  in  a rural  town  located  85  miles  south  of 
Midland-Odessa.  Excellent  professional  and  financial 
opportunity.  Contact  Paul  Harper,  Administrator, 
Iraan  General  Hospital,  P.O.  Box  665,  Iraan,  Texas 
79744;  915  639-2871. 

Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833. 

Family  Practice — Baptist  Hospital  Urgent  Care  Center 
is  seeking  a third  physician.  The  right  physician 
must  have  successfully  completed  a residency  pro- 
gram approved  by  Accreditation  Council  for  Grad- 
uate Medical  Education.  No  OBG.  This  very  active, 
high  volume,  primary  care  out-patient  clinic  has 
light  call,  set  hours,  guaranteed  salary  with  ex- 
cellent benefits  plus  possibility  of  a bonus.  Ex- 
cellent location  for  a family,  with  hunting,  fishing, 
and  skiing  close  for  recreation.  Send  CV  to  Mr. 


Thomas,  Employment  Manager,  High  Plains  Baptist  ) 
Hospital,  1600  Wallace  Blvd.,  Amarillo,  Texas  79106.  , 

Family  Practice — A group  of  four  physicians  in 
Amarillo  is  looking  for  a fifth.  Must  have  family  i. 
residency.  Partnership  open,  financial  relationship  i 
negotiable.  Excellent  salary,  benefits  and  incentive. 
Office  space  available.  Three  hospitals  with  com-  ' 
bined  6054-  beds  have  open  staff  and  all  special-  , 
ties  are  represented  in  this  community.  Amarillo  is 
a progressive  growing  community  near  mountains 
for  recreation,  excellent  schools,  great  place  to 
raise  a family.  Send  CV  to  Mr.  Thomas,  Employ-  ' 
ment  Manager,  1600  Wallace  Blvd.,  Amarillo,  Texas 
79106. 

Board  certified  family  practice  physician  needed 
for  busy  growing  practice.  Presently  one  physician's 
practice  is  growing  so  rapidly,  he  needs  help.  This 
could  possibly  work  into  a partnership  for  the  right 
physician.  Office  space  available.  Excellent  salary, 
benefits,  etc.  Must  have  completed  a residency 
program  approved  by  Accreditation  Council  for 
Graduate  Medical  Education.  Excellent  location  to 
raise  a family,  good  stable  economy  with  mod- 
erately low  cost  of  living.  Send  CV  to  Mr.  Thomas, 
Employment  Manager,  1600  Wallace  Blvd.,  Amarillo, 
Texas  79106. 

South  Central  Texas  supportive  rural  community 
seeking  BC/BE  family  practitioner.  OB  preferred. 
30-bed  progressive  community  hospital.  Solo  or 
associate  practice.  Amenities  include  outdoor  activi- 
ties, easily  accessed  metropolitan  areas  and  cultural 
and  social  events,  and  excellent  quality  of  life. 
Contact  Anita  Nicol,  Route  1,  Box  129,  Shiner,  Texas 
77984;  512  594-2607. 

Family  practitioner  needed  to  practice  in  satellite 
clinic  for  a nine  member  multispecialty  group  in  a 
small  Central  Texas  town.  Primarily  ambulatory  care 
practice.  Send  CV  or  call  Steve  B.  Alley,  MD,  Valley 
Mills  Clinic,  P.O.  Box  668,  Valley  Mills,  Texas 
76689;  817  932-5203. 

Great  Opportunity — Position  open  for  family  practice 

physician  in  East  Texas  Coalition  for  Health  Care, 
a newly  developing  regional  health  care  system. 
Immediate  posting  to  a community  of  7,500  people 
in  East  Central  Texas,  approximately  30  miles  from 
a larger  university  community.  Position  has  the 
strong  support  of  not  only  the  hospital,  a 130  bed 
licensed  facility,  and  the  physicians,  but  also  the 
community.  Send  CV  to  Southwest  Center  for  the 
Study  of  Hospital  and  Health  Care  Systems,  1020 
Holcombe  Boulevard,  Suite  804,  Houston,  Texas 
77030;  or  call  713  797-6647. 

Texas  and  Oklahoma — A variety  of  family  practice 
opportunities  in  urban,  suburban,  and  rural  set- 
tings. FP  group,  associate,  or  solo  with  shared  call. 
Modern  hospitals,  attractive  communities.  Competi- 
tive incentive  packages.  Please  send  curriculum 
vitae,  in  confidence,  or  call:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Family  physician  needed  to  work  in  Dallas  area  to 
provide  comprehensive  medical  care  for  all  sexes 
and  all  ages  of  patients.  Practice  style  may  be 
based  on  ambulatory  only  or  ambulatory  care  and 
inpatient  care.  The  family  practitioner  evaluates  the 
patient's  total  health  needs,  provides  personal  med- 
ical care  within  one  or  more  fields  of  medicine  and 
refers  patients  when  indicated.  Clinical  skills  should 
include  but  not  be  limited  to  areas  of  internal 
medicine,  medical/surgical  services,  pediatrician, 
OBG,  surgery,  psychiatry  and  behavioral  science. 
Must  hold  current  Texas  medical  license  and  sub- 
mit a curriculum  vitae.  Must  have  MD  diploma 
and  two  years  internship/residency.  Salary  $61,548 
per  year,  40  hours  per  week,  8 to  5 pm.  Apply  in 
person  at  the  Texas  Employment  Commission  in 
Garland,  Texas  or  send  resume  to  Texas  Employ- 
ment Commission,  TEC  Building,  1117  Trinity  Street, 
Austin,  Texas  78778.  Refer  to  Job  Order  #5163714. 
Ad  paid  for  by  an  equal  employment  opportunity 
employer. 

Family  physician  needed  to  work  for  another  phy- 
sician in  Clarksville,  Texas  to  provide  medical 
services  to  patients  including  internal  medicine, 
pediatrics,  OBG,  minor  surgery  and  geriatrics.  Com- 
prehensive medical  services  for  members  of  family 
on  continuing  basis.  Examines  patients;  elicit  and 
record  information  about  patients  health,  order  or 
execute  various  tests  and  x-rays  on  patients'  condi- 
tion. Analyze,  report  and  diagnose  condition,  ad- 
minister treatments  and  medications.  Vaccinate 
patients  to  immunize  them  from  communicative 
disease.  Refer  patients  to  specialists  when  neces- 
sary. Must  have  MD  diploma  plus  one  year  intern- 
ship, and  one  year  experience.  Salary  $50,000  per 
year,  40  hours  per  week.  Apply  at  the  Texas  Em- 
ployment Commission,  Paris,  Texas  or  send  resume 
to  Texas  Employment  Commission,  TEC  Building, 
Austin,  Texas  78778  and  refer  to  JO  #5156040.  Ad 
paid  by  an  equal  opportunity  employer. 

Texas  Medicine 


Physician  Wanted — A practice  opportunity  exists  in 

the  Gonzales  area  for  a general  practitioner  who 
includes  obstetrics  in  his  practice.  Start-up  financial 
assistance  available.  Call  Administrator,  Memorial 
Hospital,  512  672-7581. 

Family  practice  physicians  needed  immediately  to 

join  established  clinic  group  in  rural  area.  Support 
services,  supplies,  personnel  and  office  in  modern 
facility  furnished.  Negotiable  salary  guaranteed.  Call 
collect  806  246-3536,  ext.  423. 

Family  practitioner,  board  certified,  for  large  re- 
spected multispecialty  group.  Southeast  Texas.  Ex- 
cellent practice  opportunity  in  attractive  satellites 
in  suburban  areas  of  city.  Also,  need  for  shift  type 
hours  in  extended  care  clinics.  Fringe  benefits  in- 
clude malpractice  insurance,  vacation,  CME,  sick 
leave,  health,  life,  and  LTD  insurance.  Financial 
assistance  in  relocating.  Send  CV  to  Ad-691,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Two  board  certified  FPs  seeking  one-two  more  for 

growing  comprehensive  practice.  Fully  ectuipped  of- 
fice. Located  in  Midland,  Texas.  Population  97,000. 
Mild,  dry  climate.  Contact  Midland  Family  Physi- 
cians, 915  699-7927. 

North  Central  Texas  seeking  family  physician  to 

assume  41  year  established  practice  of  retiririg 
doctor.  Uniyersity  city  of  75,000  population,  within 
30  miles  of  Dallas/Fort  Worth.  Three  local  hos- 
pitals; excellent  priyate  and  public  schools.  Call 
817  387-6771. 


General  Surgery 

Immediate  need  for  BC  general  surgeon  (endoscopy 
required)  in  community  of  16,000.  Within  50  miles 
of  city  of  120,000.  Strong,  diversified  economy. 
Generous  incentive  package.  Excellent  61  bed  acute 
care  hospital.  Existing  surgeon  leaving  to  pursue 
academic  position.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

An  active  surgical  practice  in  Dallas,  Texas  is  need- 
ing an  associate  with  eventual  partnership.  Immedi- 
ate opening.  Please  send  resume  to  P.O.  Box 
83-5294,  Richardson,  Texas  75083. 

Seeking  General  Surgeon — Prefer  board  certified 
general  surgeon  fo  join  IS-physician  group  in 
Cliffon.  Salary  then  partnership  considered.  Fully 
accredited  72-bed  hospital.  Located  in  heart  of 
Texas  with  city  population  of  3,800.  Excellent 
school  system;  recreational  areas  nearby.  For  addi- 
tional information  contact  V.  D.  Goodall,  MD,  or 
Mark  R.  Campbell,  MD,  201  S.  Ayenue  T,  Clifton, 
Texas  76634;  817  675-8621. 


Internal  Medicine 


Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson.  Jacksonyille,  Texas  75766. 

Texas — Small  group  has  immediate  need  for  BC 

general  internist.  Nice  community  of  25,000;  mod- 
ern hospital;  many  specialties  represented.  Many 
recreational/social  amenities;  easy  access  to  larger 
city/major  airport.  Competitive  incentive  package 
and  favorable  terms  of  association.  Contact:  Physi- 
cian Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Medical  staff  of  regional  medical  center  in  NE 

Texas  (trade  area  150,000)  seeks  recently  trained, 
BE/BC  internist.  Share  call  with  BC  internists.  Of- 
fice next  door  to  175-bed  hospital.  Family  oriented 
community  with  strong,  diversified  economy;  good 
schools.  Competitive  incentive  package.  Contact: 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

BE/BC  general  internist  needed  to  join  established 
office  practice  or  pursue  solo  opportunity  in  Hunts- 
yille.  Modern  144-bed  JCAH  accredited  hospital. 
Incentiye  package  available.  Contact  Ralph  Beaty, 
Huntsville  Memorial  Hospital,  P.O.  Box  4001, 
Huntsville,  Texas  77342-4001;  409  291-4513. 


Obstetrics/ Gynecology 

OBC — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
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anteed  salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N,  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380 

NE  Texas — Busy  group  of  five  orthopedic  surgeons 
seeks  recently  trained,  BE/BC  general  ORS.  Nice 
town  of  27,000  (trade  area  150,000);  strong,  diversi- 
fied economy;  good  schools;  many  social  and 
recreational  opportunities.  Rotating  call  and  favor- 
able terms  of  association.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 

Texas  community  of  25,000  seeks  orthopedic  sur- 
geon for  associate  practice  or  solo  with  shared  call 
arrangement.  Modern,  101-bed  hospital;  75,000 
trade  area.  Family-oriented  community  with  many 
social  and  recreational  opportunities.  Excellent 
schools.  45-minutes  from  larger  city/major  airport. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

BE/BC  pediatrician  needed  to  join  established 
practice  in  Huntsville.  Modern  144-bed  JCAH  ac- 
credited hospital.  Incentive  package  available.  Con- 
tact Ralph  Beaty,  Huntsville  Memorial  Hospital, 
P.O.  Box  4001,  Huntsville,  Texas  77342-4001;  409 
291-4513. 


Radiology 

Senior  radiologist — board  certified,  with  interest  in 
administration.  We  are  seeking  a physician  who  is 
interested  in  practicing  as  a radiologist  while  pro- 
viding leadership  and  direction  to  staff.  Large,  re- 
spected outpatient,  multispecialty  group  in  South- 
east Texas.  Excellent  fringe  benefits  and  salary  pack- 
age including  financial  assistance  in  moying.  Send 
curriculum  vitae  to  Ad-688,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701.  EOE. 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physiciar.  to  associate  with  estab- 
lished radiology  group  serving  busy  regional  medi- 
cal center  (trade  area  150,000).  All  modalities,  in- 
cluding MRI.  Early  partnership.  Family  oriented 
community;  strong  economy;  good  schools.  Easy 
access  to  D/FW.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Diagnostic  Radiologist — Gulf  Coast  region,  to  join 
solo  radiologist  at  105-bed  hospital.  All  modalities 
except  MRI.  Early  partnership.  Contact  Dr.  Richard 
Allison,  Alice  Physicians  and  Surgeons  Hospital, 
300  E.  3rd  St.,  Alice,  Texas  78332,  or  call  512 
664-4376,  ext.  135. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Sunbelt — Our  clients  seek  physicians  of  all  dis- 
ciplines throughout  the  sun  country.  For  more 
information  call  or  send  CV  to  Joyce  Staffel,  Medi- 
cal Division,  J51,  P.O.  Box  710733,  Houston,  Texas 
77271-0733.  Phone  713  721-2536. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holler  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  qualitv, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 


interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  Conzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBC,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.O.  Box  1804,  Scottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  Send  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720. 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  additional  BE/BC  physicians: 
internal  medicine  and  subspecialties,  OBC,  family 
practice,  orthopedic  surgery,  general  surgery, 
anesthesiology,  dermatology,  psychiatry,  urology 
and  radiology.  Competitive  salary.  Extensive  bene- 
fits. Direct  inquiry  and  CV  to  Medical  Director, 
Permanente  Medical  Association  of  Texas,  12720 
Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  hours 

drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Texas,  Oklahoma,  Louisiana — Considering  a change 

or  coming  out  of  a residency  program?  If  you  are 
interested  in  locating  the  right  practice  opportunity 
in  Texas,  Oklahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Baylor 
Physician  Placement  Service,  3201  Worth  Street, 
Dallas,  Texas  75226;  1-800-999-5460. 

Midwest  Opportunity — Marshfield  Clinic  is  seeking 
BE/BC  specialists  in  family  practice,  general  internal 
medicine,  and  OBG  for  Marshfield  and  a growing 
network  of  13  regional  centers  located  in  surround- 
ing communities  in  central  and  northern  Wiscon- 
sin. Positions  available  offer  a variety  of  unique 
rural  settings  with  excellent  educational  and  cul- 
tural opportunities,  research,  and  medical  school 
affiliation  and  an  outstanding  salary  and  fringe 
benefit  package.  Interested  parties  should  contact 
Mr.  David  Draves,  Marshfield  Clinic,  1000  North 
Oak  Avenue,  Marshfield,  Wisconsin  54449,  or  call 
collect  715  387-5376. 

Otolaryngologist — Medical  staff  of  busy  regional 
medical  center  in  NE  Texas,  serving  150,000,  seeks 
BE/BC  ENT.  Quality  lifestyle  in  area  with  strong, 
diversified  economy;  easy  access  to  D/FW  Metro- 
plex. Shared  call  coverage;  incentive  package  avail- 
able. Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Urologist — Medical  staff  of  busy  regional  medical 
center  in  Northeast  Texas  serving  150,000  seeks 
BE/BC  urologist.  Family-oriented  town  of  27,000; 
strong  diversified  economy;  many  recreational  ac- 
tivities; good  schools.  Easy  access  to  D/FW  Metro- 
plex. (lall  coverage,  competitive  incentive  package. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Anesthesiologist — Immediate  need  in  Texas  com- 
munity of  25,000  (trade  area  75,000)  for  BE/BC 
physician  to  assume  service  for  100-bed,  modern 
hospital.  Thirty-three  physicians  on  staff,  including 
12  surgical  specialists.  Contact:  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Primary  Care  Physicians — Coastal  areas.  We  are  a 
subsidiary  of  Coastal  Group,  Inc.  and  we  are  add- 
ing contracts  to  provide  primary  medical  care  for 
military  beneficiaries.  We  therefore  need  physicians 
who  are  residency  trained  in  IM,  FP,  EM,  PO,  or 
OBG.  We  provide  excellent  hours,  compensation 
and  procured  liability  insurance.  If  you  have  an 
interest,  please  call  Scott  Caldie  at  800  528-0396 
or  send  your  curriculum  vitae  to:  Coastal  Govern- 
ment Services,  Inc.,  P.O.  Box  15066,  Durham, 
North  Carolina  27704. 


Physicians  wanted  in  Texas  and  Oklahoma — Cardi- 
ology, cardiovascular  surgery,  dermatology,  ENT, 
family  practice,  general  surgery,  internal  medicine, 
08C,  orthopedic  surgery,  pulmonology,  urology, 
excellent  quality  of  life,  first  year  guarantee,  etc. 
Other  opportunities  available  also.  Reply  with  CV 
or  call,  Armando  L.  Frezza,  Medical  Support  Ser- 
vices, 8806  Balcones  Club  Dr.,  Austin,  Texas  78750; 
512  331-4164. 

Physicians  needed  to  fill  existing  opportunities  to 

relocate  in  Texas.  All  specialties  are  represented. 
Additionally,  we  provide  assistance  to  the  relocated 
physician  concerning  fee  schedules.  Medicare  pro- 
files, claims  filing,  etc.  to  maximize  earnings.  Con- 
tact Doug  McSwane,  Harold  Whittington  & Asso- 
ciates, 12959  Jupiter  Road,  Suite  200,  Dallas,  Texas 
75238;  phone  214  343-7176. 

Hematology/Oncology — BC  to  affiliate  with  200  + 
bed  hospital  in  beautiful,  southern  university  com- 
munity of  100K;  drawing  area  300K.  Coverage  pro- 
vided. Financial  benefits  package  includes  first  year 
salary  guarantee  plus  benefits.  Excellent  schools,  90 
minutes  from  major  cities  and  Gulf  Coast.  Contact 
Sandy  Cundiff,  Tyler  & Company,  9040  Roswell 
Road,  Atlanta,  Georgia  30350;  call  404  641-6411. 

Neurosurgeon — 200+  bed  hospital  in  southern 
Louisiana  (100K  drawing  area)  needs  surgeon  to 
develop  practice.  Array  of  outdoor  recreational 
activities  and  only  45  minutes  to  Gulf  Coast.  Strong 
compensation  package.  Contact  Jim  Davis,  Tyler  & 
Co.,  9040  Roswell  Road,  Atlanta,  Georgia  30350; 
call  404  641-6411. 


OPPORTUNITY 

FOR 

O&GYN-PEDIATTUCIAN 
FAMILY  PRACTICE 

The  Bowie  Memorial  Hospital  in  Bowie,  Texas 
is  seeking  physicians  for  our  community  and 
the  North  Texas  area.  Bowie  is  located 
approximately  65  miles  north  of  Fort  Worth, 

50  miles  east  of  Wichita  Falls,  and  85  miles 
northwest  of  Dallas.  Bowie  has  a population  of 
about  6,000  with  a trade  area  of  some  15,000 
people.  It  is  a great  part  of  Texas  with  good 
hunting  and  fishing,  excellent  schools  and  a 
good  location,  1-1 '/2  hours  from  the  Dallas/Ft. 
Worth  metroplex.  Our  56  bed  hospital  offers  a 
seven  bed  Intensive  Care  Unit  with  inhouse 
mammography,  nuclear  medicine  and 
sonography.  In  addition,  we  have  a mobile 
CAT  SCAN  unit  that  is  available  several  days 
each  week.  The  hospital  also  furnishes  an 
Emergency  Room  physician  on  weekends  to 
minimize  the  ER  call  for  our  active  staff.  We 
are  flexible  in  discussing  guarantees  and  other 
benefits  necessary  to  attract  top-notch 
physicians  to  our  community.  Call  Lynn 
Heller,  Administrator,  at  Area  Code 
817-872-1126  or  write  to  P.O.  Box  1128, 
Bowie,  Texas,  76230. 


Lamb  at  Greenwtxxl  • Phone  872-1 126 
Bt'wie,  Texas 


OPPORTUNITIES  SOUGHT 


OBC — US  graduate  with  Texas  residency  in  OBC. 
Board  certified  and  fellow  in  ACOG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
It.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

Used  medical  equipment  for  sale.  Entire  contents 
of  general  practice.  Waiting  room  furniture,  lab 


equipment,  four  treatment  room  furnishings,  sup- 
plies and  equipment,  office  furniture.  Prefer  to 
sell  as  a complete  package.  Call  713  659-3884. 

Picker  Galaxy  x-ray  table,  500  MA,  150  KVP,  90/90 
table  with  moving  table  top.  Complete  system  suit- 
able for  radiography  and  fluoroscopy  with  nearly 
new  overhead  tube.  Currently  installed  and  in 
working  condition.  $22,500,  or  best  offer.  Contact 
Thomas  V.  Hinkle,  MD,  3155  Stagg  Drive,  Room 
330,  Beaumont,  Texas  77701;  409  833-7582. 

Buy  and  sell  used  medical  equipment;  laboratory, 
exam  rooms,  EKGs,  and  all  diagnostic  instruments. 
CBC  instruments.  Nova  Bovie,  tables  and  many 
other  items  in  stock.  Call  Laboratory  and  Diagnostic 
Consultants,  713  242-6937. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  5cience 
Center,  711  West  38th  5treet.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  5eton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
Brig  Meyers,  MD,  4545  Mill  Creek  Rd.,  Dallas,  Texas 
75244, 

Unique  log  home  on  10  acres.  Most  beautiful 
Ozark  view.  Pond,  spring,  small  barn.  Isolation  and 
easy  access.  Pictures.  $90,000.  R.  Viers,  Jasper, 
Arkansas  72641;  501  446-2139. 

For  Sale,  San  Antonio — Walk-in  clinic,  presently 
operating  as  a minor  emegency,  family  care  clinic. 
Completely  equipped  with  x-ray  and  lab.  Call  512 
680-4040  between  8-5  pm,  Monday-f riday. 

56  Acres  North  of  Dallas — Near  Pilot  Point  in 
great  horse  country.  County  road  and  two  sides 
with  water,  electricity  and  telephone  service  to  the 
property.  Beautiful  trees  with  rich  sandy  loam  soil. 
$3,000  per  acre  with  terms.  Harry  Cray,  817  686- 
2526  or  214  416-5735  (after  6 pm). 


Practices 

Dallas  Family  Practice  For  Sale — White  Rock  Lake 
area.  Cross  over  $200,000,  older  well  established 
patient  base.  Doctor  retiring  but  willing  to  stay  on 
temporarily.  PMA,  Practice  Sales/Appraisals;  214 
327-7765. 

Retiring  physician  wishes  to  sell  established  in- 
ternal medicine/cardiology  practice  in  San  Antonio, 
Texas — Medical  Center  area.  Available  now.  Turnkey 
operation.  Reasonably  priced.  Financing  available. 
Offered  by  Pierce,  Valdez,  Hough;  contact  Ms.  Toni 
Henslee,  8200  IH  10  West,  Suite  812,  San  Antonio, 
Texas  78230;  512  341-0591. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
physician  recruiting  services.  We  can  help  you  make 
the  right  decisions.  For  a free  brochure  call  or 
write  Practice  Dynamics,  P.O.  Box  821398,  Houston, 
Texas  77282;  713  531-0911. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081,  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

For  physicians  and  residents,  start-up  practitioners, 

and  established  physicians — Unsecured  signature 
loans  $5,000-560,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deferred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal,  Dept.  114. 


CONTINUING  EDUCATION 


1988  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska,  China/Orient,  Europe,  New  England/Canada, 
Trans  Panama  Canal,  South  Pacific.  Approved  for 
24-28  CME  Cat.  1 credits.  Distinguished  lecturers. 
Excellent  group  rates  on  finest  ships.  Registration 
limited.  Prescheduled  in  compliance  with  IRS  re- 
quirements. Information:  International  Conferences, 
189  Lodge  Avenue,  Huntington  Station,  New  York 
11746.  516  549-0869. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


Texas  Medicine 


27  million  Americans 
can’t  read  a bedtime 
storytoachiid. 


It's  because  27  million 
adults  in  this  country  simply 
can't  read. 

Functional  illiteracy  has 
reached  one  out  of  five 
Americans.  It  robs  them  of 
even  the  simplest  of  human 
pleasures,  like  reading  a fairy 
tale  to  a child. 

You  can  change  all  this  by 
joining  the  fight  against  illiteracy. 

Call  the  Coalition  for  Literacy 
at  toll  free  1-800-228-8813 
and  volunteer. 

Volunteer 
Against  Illiteracy. 
The  only  degree  you  need 
is  a degree  of  caring. 


SOCIAL 

SECURITY? 

MANY 
PEOPLE 
ONLY  KNOW 
HALF 
THE  STORY 

Get  the  whole  story 
from  the  free  booklet, 
"Social  Security,  How 
it  works  for  you." 

Write:  Social  Security 
Pueblo,  Colorado  81009. 


Advertising  Directory 


Air  Force 

29 

Air  Force  Reserve 

100 

Army  Reserve 

74 

American  Physicians  Insurance  Exchange 

6 

American  Physicians  Life  Insurance 

61 

Apple  Leasing 

12 

Burroughs  Wellcome 

23,  24,  25 

Campbell  Laboratories 

29 

Cardiology  Board  Review 

2nd  Cover 

Davis  & Davis 

34 

Diagnostic  Clinic  of  Houston 

18 

Family  Practice  Recertification 

50 

I.  C.  Systems,  Inc. 

32 

Kanaly  Trust 

29 

Key  Pharmaceuticals 

71,  72 

Knoll  Pharmaceuticals 

75,  76 

Eli  Lilly  & Company 

3rd  Cover 

Marion  Laboratories 

55,  56,  72,  73 

The  Medical  Protective  Company 

14 

Northstar  Leasing 

31 

Palisades  Pharmaceuticals 

28 

Roche  Laboratories  2,  3,  4,  27,  28,  34,  35,  54 

Scott  and  White  Clinic 

Back  Cover 

Smith  Kline  & French  Laboratories 

1 

Spring  Shadows  Glen 

2nd  Cover 

Starlite  Village  Hospital 

Texas  Medical  Association 

17 

Memorial  Library' 

80 

Texas  Medical  Association  Insurance  Program  10 

Texas  Medical  Liability  Trust 

44 

Texas  Society  of  Internal  Medicine 

17 

Timberlawn  Pyschiatric  Hospital 

26,  Back  Cover 

Wyeth-Ayerst  Laboratories 

19-22 

93 


Texas  Physicians’  Directory  82-89 

Classified  Advertising  90-92 


Publication  of  an  advertisement  in  TEXAS  MEDICINE  is  not  to  be 
considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  product  or  service  involved. 


folume  84  May  1988 


Continuing  Education  Cirectoty 


COURSES 


MAY 

TMA  ANNUAL  SESSION  SCIENTIFIC  PROGRAMMING 

The  following  continuing  medical  education  courses  will  be  offered 
during  TMA’s  121st  Annual  Session,  May  12—15,  1988,  in  San  Antonio. 
Most  courses  are  scheduled  in  the  San  Antonio  Convention  Center; 
others  will  be  held  in  adjacent  hotels.  For  further  information,  contact 
Dale  Willimack,  CAE,  Director,  Department  of  Annual  Session  and  Sci- 
entific Programming,  TMA,  1801  N Lamar  Blvd,  Austin,  TX  ■'8'^()1 
(512)  477-6704. 

As  an  organization  accredited  to  sponsor  continuing  medical  education 
by  the  Accreditation  Council  for  Continuing  Medical  Education,  the 
Texas  Medical  Association  designates  these  continuing  medical  activi- 
ties as  meeting  the  criteria  for  hour-for-hour  credit  in  Category'  1 of 
the  Physician's  Recognition  Award  ( PRA  ) of  the  American  Medical 
Association. 

Adolescent  Medicine 

May  13,  1988 

SYMPOSIUM  ON  SCHOOL  HEALTH.  Room  107,  Convention  Center. 
Fee  none.  Categor)-  1,  AMA  PRA;  6 hours 

Aerospace  Medicine 

May  12,  1988 

Fl.YING  PHYSICIANS  ASSOCIATION  SOUTHWEST  REGION  Room 
208,  Convention  Center.  Eee  none.  Categorv-  1,  AMA  PRA;  5 hours 

Alcoholism 

May  12,  1988 

SYMPOSIUM  ON  FETAL  ALCOHOL  SYNDROME.  Room  210,  Conven- 
tion Center.  Eee  none.  Category-  1 , AMA  PRA;  4 hours 

May  13,  1988 

SYMPOSIUM  ON  IDENTIEICATION  AND  REHABILITATION  OF  THE 
IMPAIRED  PHYSICIAN.  Room  208,  Convention  Center.  Fee  none.  Cate- 
gory 1 , AMA  PRA;  3 hours 

Allergy  and  Immunology 

May  14,  1988 

SEC:T10N  on  allergy,  asthma  and  clinical  IMMUNOLOGY. 
Fiesta  E,  Convention  Center.  Eee  none.  Category  1 , AMA  PRA;  6 hours 

Anesthesiology 

May  14-15,  1988 

TEXAS  SOCIEIT  OE  ANESTHESIOLOGISTS,  Saturday,  Room  107,  Con- 
vention Center;  Sunday,  El  Mirador  Room,  Hilton  Palacio  del  Rio.  Fee 
none.  Category  1,  AMA  PRA;  10  hours 

Cardiovascular  Disease 

May  12,  1988 

SYMPOSIUM  ON  CARDIOVASCULAR  DISEASES.  Plaza  A and  B,  Conven- 
tion Center.  Fee  none.  Category  1 , AMA  PRA;  6 hours 


Chest  Disease 
May  13,  1988 

SECTION  ON  DISEASES  OF  THE  CHEST.  Room  108,  Convention  Cen- 
ter. Fee  none.  Category’  1,  AMA  PRA;  5 hours 

Colon  and  Rectal  Surgery 

May  14,  1988 

SECTION  ON  COLON  AND  RECTAL  SURGERY.  Centro  B,  Convention 
Center.  Fee  none.  Categoiy  1 , AMA  PRA;  3 hours 

Critical  Care  Medicine 

May  11-12,  1988 

ADVANCED  TRAUMA  LIFE  SUPPORT  PROVIDER  COURSE.  The  Univer 
sit)'  of  Texas  Health  Science  Center,  San  Antonio.  Fee  S400.  16  hours. 
ACS  prescribed 

May  12-14,  1988 

ADVANCED  CARDIAC  LIFE  SUPPORT  PROVIDER  COURSE.  VIP  Room, 
Rehearsal  Hall,  Convention  Center.  Fee  S200.  Category  1,  AMA  PRA; 

16  hours.  AAFP  prescribed 

May  12,  1988 

BASIC  LIFE  SUPPORT  FOR  PHYSICIANS.  VIP  Room,  Rehearsal  Hall, 
Convention  Center.  Fee  S50.  Category'  1,  AMA  PRA;  4 hours.  AAFP 
prescribed 

Dermatology 

May  13-15,  1988 

TEXAS  DERMAT0L0GK:AL  society,  Friday  and  Saturday,  Centro  D, 
Convention  Center;  Sunday,  The  University  of  Texas  Health  Science 
Center,  San  Antonio.  Fee  none.  Category  1,  AMA  PRA;  12  hours 

Endocrinology  and  Metabolism 

May  13,  1988 

SECTION  ON  ENDOCRINOLOGY.  Fiesta  D,  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  5 hours 

May  14,  1988 

SYMPOSIUM  ON  PITUITARY  DISORDERS.  Patio  A,  Convention  Center. 
Fee  none.  Credit  TBA 

Family  Medicine 

May  12,  1988 

TEXAS  ACADEMY  OF  FAMILY  PHYSICIANS  SEMINAR.  Centro  A,  Con- 
vention Center.  Fee  S60  members,  S70  nonmembers,  S20  residents  of 
AAFP/ AAFP,  $30  nonmember  residents.  Category  1,  AMA  PRA;  6 hours. 
AAFP  prescribed 

May  13,  1988 

SECTION  ON  FAMILY  PRACTICE.  Room  101,  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  5 hours.  AAFP  prescribed 

Gastroenterology 

May  14,  1988 

SECTION  ON  DIGESTIVE  DISEASES.  Plaza  B,  Convention  Center.  Fee 
none.  Category  1 , AMA  PRA;  5 hours 


Texas  Medicine 


I Geriatrics 
I May  14,  1988 

1 SYMPOSIUM  ON  GERIATRICS.  Fiesta  D,  C;onvention  Cxntcr.  Fee  none. 

I Category  1,  AMA  PRA;  5 hours 

' Hematology 

May  13,  1988 

SYMPOSll'M  ON  BLOOD  BANKING  AND  BLOOD  TRANSFUSION. 
Rot>m  207,  Convention  Center.  Fee  none.  Category  1 , AMA  PRA;  2 
hours 

Internal  Medicine 

May  13,  1988 

i SECTION  ON  INTERNAL  MEDICINE.  Fiesta  E,  Convention  Center  Fee 
none.  Category  1,  AMA  PRA;  6 hours 

Legal  Medicine 

' May  12,  1988 

S'V'MPOSILIM  ON  PROFESSIONAL  LLABILITA’.  Room  208,  Convention 
Center.  Fee  none.  Category  1 , AMA  PRA;  3 hours 

May  12,  1988 

SYMPOSIUM  ON  MEDICINE  AND  THE  lAW.  Centro  C and  D,  Conven- 
' tion  Center.  Fee  none.  Category  1 , AMA  PRA;  3 hours 

I Nephrology 

May  13,  1988 

RENAL  PHYSICIANS  OF  TEXAS  SCIENTIFIC  PROGRAM  Patio  A,  Con 
vention  Center.  Fee  none.  Category  1 , AMA  PRA;  3 hours 

j Neurology 

I 

I May  13-14,  1988 

I SECTION  ON  NEUROLOGY.  Fiesta  A,  Convention  Center.  Fee  none 
Category  1 , AMA  PRA;  7 hours 

Neurosurgery 

May  13-14,  1988 

i SECTION  ON  NEUROLOGICAL  SURGERY  Plaza  C and  D,  Convention 
! Center.  Fee  none.  Credit  TBA 

Nuclear  Medicine 

I May  12,  1988 

j S\'MPOSIUM  ON  MEDICAL  ASPECTS  OF  NUCLEAR  WAR.  Plaza  C and 
I D,  Convention  Center.  Fee  none.  Category  1 , AMA  PRA;  2 hours 

May  14,  1988 

SECTION  ON  NUCLEAR  MEDICINE.  Room  210,  Convention  Center. 
Fee  none.  Category  1 , AMA  PRA;  5 hours 

Obstetrics  and  Gynecology 

May  12,  1988 

JOINT  SESSION:  SECTION  ON  OBSTETRICS  AND  COMMITTEE  ON 
MATERNAL  AND  CHILD  HEALTH.  Room  102,  Convention  Center.  Fee 
I none.  Category  1,  AMA  PRA;  5 hours 

I 

I Occupational  Medicine 

I May  13-14,  1988 

SECTION  ON  OCCUPATIONAL  MEDICINE.  Room  209,  Convention 
Center.  Fee  none.  Category  1 , AMA  PRA;  6 hours 

Oncology 

May  14,  1988 

SECTION  ON  ONCOLOGY.  Patio  B,  Convention  Center.  Fee  none. 
Credit  TBA 


Ophthalmology 
May  13-14,  1988 

SECTION  ON  OPHTHAIJVIOLOGY.  River  Room  B,  C;onvention  Center 
Fee  none.  Category  1,  AMA  PRA;  9 hours 

Orthopedic  Surgery 

May  14-13,  1988 

TEXAS  ORTHOPAEDIC  ASSOCIATION  SCIENTIFIC  PROGRAM  Satur 
day.  Room  101,  Convention  Center;  Sunday,  Corte  Real,  Hilton  Palacio 
del  Rio.  Fee  none.  Category  1,  AMA  PRA;  10  hours 

Otolaryngology 

May  13-14,  1988 

SECTION  ON  OTOIARYNGOLOGY.  Fiesta  C,  Convention  Center  Fee 
none.  Category  1 , AMA  PRA;  7 hours 

Pathology 

May  14,  1988 

SECTION  ON  PATHOLOGY.  Centro  A,  Convention  Center  Fee  none. 
Category  1 , AMA  PRA;  6 hours 

Pediatrics 

May  14,  1988 

SECTION  ON  PEDIATRICS.  Room  102,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  6 hours 

Physical  Medicine  and  Rehabilitation 

May  14,  1988 

SECTION  ON  PHYSICAL  MEDICINE  AND  REHABILITATION  Plaza  A, 
Convention  Center.  Fee  none.  Category  1 , AMA  PRA;  6 hours 

Plastic  Surgery 

May  13-14,  1988 

SECTION  ON  PLASTIC,  RECONSTRUCTIVE,  AND  MAXILLOFACIAL 
SURGERY  Hidalgo  A,  Four  Seasons  Hotel.  Fee  none.  C^ategory  1 , AMA 
PRA;  8 hours 

Preventive  Medicine  and  Public  Health 

May  13,  1988 

SECTION  ON  PUBLIC  HEALTH.  Centro  B,  Convention  Center  Fee 
none.  Category  1 , AMA  PRA;  6 hours 

Peer  Review  Organizations 

May  12,  1988 

WHAT  THE  PRO  EXPECTS  OF  THE  PHYSICIAN.  Room  102  B,  Conven- 
tion Center.  Fee  none.  Category  1,  AMA  PRA;  4 hours 

Psychiatry 

May  15,  1988 

SECTION  ON  PSYCHIATRY.  Centro  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  5 hours 

Radiology 

May  13,  1988 

SECTION  ON  RADIOLOGY.  Plaza  A,  Convention  Center.  Fee  none. 
Category  1 , AMA  PRA;  5 hours 

Sports  Medicine 

May  14,  1988 

SYMPOSIUM  ON  SPORTS  MEDICINE.  Mission  Room,  Convention  Cx-n- 
ter.  Fee  none.  Category  1 , AMA  PRA;  6 hours 

Surgery 

May  12,  1988 

INTERNATIONAL  COLLEGE  OF  SURGEONS,  TEXAS  DIVISION.  Patio  B, 
Convention  Center.  Fee  none.  Category  1,  AMA  PRA;  3 hours 
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May  13,  1988 

SECTION  ON  SllRGERY.  Plaza  B,  Convention  Center.  Eee  none.  Cate- 
gory’ 1 , AMA  PRA;  6 hours 

Urology 

May  13,  1988 

SECTION  ON  UROLOGY.  Room  209,  Convention  Center.  Eee  none. 
C^ategory  1,  AMA  PRA;  3 hours 

JUNE 

Anesthesiology 
June  4-5.  1988 

5TH  ANNUAL  PAIN  S^TVIPOSIL^M.  Texas  Tech  University  Health  Sci- 
ences Center,  Lubbock,  Tex.  Pee  SI 30.  Category  I.  AMA  Physician’s 
Rect)gnition  Award;  9 hours.  Contact  Vicki  Hollander,  Office  of  Con- 
tinuing Medical  Education,  Texas  Tech  Llniversity  HSC,  Lubbock,  TX 
79430  ( 806  ) 7-13-2929 

Cancer 

June  11-12.  1988 

BEAUMONT  C:aNCER  CONFERENCE:  CHANCER  PREVENTION  AND 
CTfNTROL.  Beaumont  Plaza-Holiday  Inn,  Beaumont,  Tex.  Fee  S95. 
Category  1,  AMA  Physician's  Recognition  Award;  10  hours.  C^ontact 
Martha  Berlin,  Office  of  (Continuing  Education,  The  University  of  Texas 
Medical  Branch,  3rd  Floor  Levin  Hall,  Route  J-3-i,  Galveston.  TX  77550 
(409)  761-2934 

Cardiovascular  Disease 

July  14-16,  1988 

ADVANCES  IN  CARDIOLOGY/4TH  ANNLIAL  BERKSHIRE  MEDICAL 
CONFERENCE.  Country  Inn  and  Conference  Center,  Hancock,  Mass. 
Fee  S295.  Category  1,  AMA  Physician’s  Recognition  Award;  15  hours. 
Contact  Berkshire  Area  Health  Education  Center.  725  North  St,  Pitts- 
field, MA  01201  (413)447-2417 

June  27-29,  1988 

STRESS  AND  THE  HEART:  BEHAVIORAL,  ENVIRONMENTAL  INFLU- 
ENCES/ADVANCES IN  DIAGNOSIS,  MANAGEMENT.  Jackson  lake 
Lodge,  Grand  Teton  National  Park,  Moran,  Wyo.  Fee  S290  members  of 
American  College  of  (Cardiology,  S355  nonmembers.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 3 hours.  Contact  the  Registration  Sec- 
retary. Extramural  Programs  Dept,  American  College  of  Cardiology, 

91 1 1 Old  Georgetown  Rd,  Bethesda,  MD  20814  (800)  253—4636 

Chest  Diseases 

June  6-10,  1988 

AMERICAN  (COLLEGE  OF  CHEST  PHV'SICIANS  ^TH  PULMONARY 
BOARD  REVIEW  COURSE  Wyndham  Franklin  Plaza  Hotel,  Phila 
delphia.  Fee  S500  members  ACCP,  S550  nonmembers,  $250  affiliate 
members  ACCP,  $275  residents.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  40  hours.  Contact  the  American  College  of  Chest  Physi- 
cians, PO  Box  93826,  Chicago,  IL  60673  (312)  698-2200 

June  9-10,  1988 

ANNUAL  STATEWIDE  PHYSICIANS’  CONFERENCE  ON  TLIBERCU- 
L(4S1S.  Austin,  Tex.  No  fee.  Contact  (Charles  Wallace,  Tuberculosis 
Control  Division,  Texas  Department  of  Health,  1 100  W 49th  St,  Austin, 
TX  78756(512)458-7447 

Emergency  Care 

June  9-10,  1988 

CAREFLITE’S  6TH  ANNLIAL  EMERCiENCY  CARE  UPDATE.  Dallas.  Fee 
$75.  Contact  Jane  Wynn,  RN,  EMT  P,  PO  Box  655999,  Dallas,  TX 
75275 (214) 944-8591 

Family  Medicine 

June  4,  1988 

FAMILY  PRACTICE  CLINICAL  ENCOUNTERS  1988.  The  University  of 
Texas  Health  Science  Center,  Room  D 1.600,  Dallas.  Fee  $95.  Category 
1 , AMA  Physician’s  Recognition  Award;  9 hours.  Contact  Linda  Spino, 
PhD,  Dept  of  Family  Practice  and  Community  Medicine,  The  Univer- 


sity of  Texas  Southwestern  Medical  School,  5323  Harty’  Hines  Blvd, 
Dallas,  TX  75235  (214)  688-2134  or  (214)  688-2166 

General  Medicine 

June  1-3,  1988 

TDC  HEALTHCARE  CONFERENCE.  San  Luis  Hotel.  Galveston,  Tex.  Fee 
TBA.  Credit  TBA.  Contact  Gayle  Norris,  Office  of  Continuing  Educa- 
tion, The  University  of  Texas  Medical  Branch,  3rd  Floor  Levin  Hall, 
Route  J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

June  1 1,  1988 

1 3TH  ANNLIAL  INFECTIOUS  DISEASES  SEMINAR.  Marriott  Mandalay, 
Irving,  Tex.  Fee  $45.  Category’  1,  AMA  Physician’s  Recognition  Award; 

hours.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St  Paul 
Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

June  13-15,  1988 

DENTAL  IMPIANTS/NIH  CONSENSUS  DEVELOPMENT  CONFERENCE. 
Masur  Auditorium,  National  Institutes  of  Health,  Rockv'ille  Pike,  Md.  No 
fee.  Credit  TBA.  Contact  Nancy  Cowan,  Prospect  Associates,  (301 ) 
468-6555 

June  15-18,  1988 

2ND  ANNLIAL  WOMEN’S  HEALTH  ISSUES.  South  Padre  Island,  Tex.  Fee 
$300.  Categoiy  1,  AMA  Physician’s  Recognition  Award;  18  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South  31st 
St,  Temple,  TX  76508  (817)  774-4083 

June  16-18,  1988 

AIDS  AND  INFECTIOUS  DISEASE  LIPDATE.  South  Padre  Island,  Texas. 
Fee  $275.  Categoty'  1,  AMA  Physician’s  Recognition  Award;  12  hours. 
Contact  Susan  larson,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple, 
TX  76508 (817) 774-4083 

June  21-23,  1988 

SPECIAL  CHAI.LENGES  IN  GENERAL  MEDICINE/4TH  ANNUAL 
BERKSHIRE  MEDICAL  CONFERENCE.  Country  Inn  and  Conference 
Center,  Hancock,  Mass.  Fee  $295.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  1 5 hours.  Contact  Berkshire  Area  Health  Education  Cen- 
ter, 725  North  St,  Pittsfield,  MA  01201  (413)  447-2417 

June  24,  1988 

ANXIETV'  DISORDERS:  FROM  BENCHWORK  TO  CLINICAL  PRAC- 
TICE. Temple,  Tex.  No  fee.  Category  1 , AMA  Physician’s  Recognition 
Award;  7 hours.  Contact  Susan  I^rson,  Scott  and  'White  Hospital,  2401 
S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Geriatrics 

June  10-12,  1988 

GERIATRIC  SYMPOSIUM  FOR  PHYSICIANS  AND  OTHER  HEALTH 
PROFESSIONAIX.  Drake  Hotel,  Chicago.  Fee  $220  members  American 
Geriatrics  Society  before  May  10,  $240  nonmembers,  $265  on-site. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  the 
Health  and  Education  Council,  7201  Rossville  Blvd,  Baltimore,  MD 

21237  (301 ) 686-3610 

Health  Administration 

June  2-4,  1988 

MEDICAL  STAFF  ISSUES.  Rapid  City  Hilton,  Rapid  City,  SD.  Fee  $395. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Bud  Jones,  Director  of  Education  and  Public  Information,  3708  Brooks 
Place,  Suite  1,  Sioux  Falls,  SD  57106 

June  12-17,  1988 

HEALTHCARE  MANAGEMENT/ADVANCED  MANAGEMENT  STUDIES. 
Yale  University  School  of  Management,  New  Haven,  Conn.  Fee  $2,300, 
applications  subject  to  space  availability,  includes  hotel,  meals,  pro- 
gram materials,  and  transportation  between  Park  Plaza  Hotel  and  Yale. 
Contact  Elizabeth  Stauderman,  Advanced  Management  Studies,  Yale 
School  of  Management,  Box  1-A,  New  Haven,  CT  06520  (203) 
432-6038 
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Internal  Medicine 

June  6,  1988 

1988  ANNUAL  INSTRUCTIONAL  C:OURSE  ON  THE  CLINICAL  APPLE 
CATION  OF  HYPERBARIC  OXT'CEN.  Fairmont  Hotel,  New  Orleans. 

Fee  SI 50.  Category  1,  AMA  Physician's  Recognition  Award;  8 hours. 
Contact  Jane  Dunne.  Lindersea  and  H\perbaric  Medical  Society,  9650 
Rockville  Pike,  Bethcsda,  MD  20814  ( 301 ) 5''1  - 1818 

Obstetrics  and  Gynecology 

June  2-5,  1988 

I WORKSHOPS  IN  CATVECOLOGICAL  MICROSURGERY/LASER  AND 
j OPERATIVE  LAPAROSCOP5’.  Presbyterian  Hospital,  Dallas.  Fee  S925 
I physician  advanced  workshop,  $825  basic  workshop;  $825  resident  ad- 
vanced workshop,  $725  basic  workshop.  Category  1,  AMA  Physician’s 
Recognition  Award;  25  hours.  25  cognates  ACOBCj\N.  Contact  Lela 
Breckenridge,  Continuing  Medical  Education,  Presbyterian  Hospital, 
8200  Walnut  Hill  lane,  Dallas,  TX  75231  (214)696-8458 

June  12-15,  1988 

3RD  ANNUAL  SOUTH  PADRE  ISIAND  OB/G'VN  SEMINAR.  Hilton  Re 
sort.  South  Padre  Island,  Tex.  Fee  $200.  Category  1,  AMA  Physician’s 
1 Recognition  Award;  hours  TBA.  Contact  Vicki  Hollander,  Office  of  Con- 

I tinuing  Medical  Education,  Texas  Tech  University'  Health  Sciences  Cen- 
ter, Lubbock,  TX  79430  (806)  743-2929 

June  1'7-18,  1988 

INFERTILITV  CONFERENCE.  Four  Seasons  Hotel,  San  Antonio,  Tex. 

Fee  $150.  Credit  TBA.  Contact  Kathleen  O’Shea,  8026  Floyd  Curl  Dr, 
San  Antonio,  TX  78229  ( 51 2 ) 692-78^5 

Otolaryngology 

June  15-16,  1988 

LASER  SURGERY  AND  SAFETY  IN  OTOIAR’TOGOLOGY,  Learning  Cen 
ter.  The  University'  of  Texas  Medical  Branch,  Galveston,  Tex.  Fee 
$1,000.  Category  1,  AMA  Physician’s  Recognition  Award;  16  hours. 
Contact  Martha  Berlin.  Office  of  Continuing  Education,  The  University' 
of  Texas  Medical  Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Gal- 
veston, TX  77550-2782  (409)  761-2934 

June  15-16,  1988 

ENDOSCOPIC  SINLIS  SURGERY.  Learning  Center,  The  University'  of 
Texas  Medical  Branch,  Galveston,  Tex.  Fee  $500.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  Martha  Berlin,  Office 
of  Continuing  Education,  The  University'  of  Texas  Medical  Branch,  3rd 
Floor  Learning  Center,  Route  J-34,  fialveston,  TX  77550-2782  (409) 
761-2934 

June  16-18,  1988 

19TH  ANNUAL  OTOLARYNGOLOGY  CONFERENCE  San  Luis  Hotel, 
Galveston,  Tex,  Fee  varies.  Credit  TBA.  Contact  Martha  Berlin,  Office  of 
Continuing  Education,  The  University'  of  Texas  Medical  Branch,  3rd 
Floor  Levin  Hall,  Route  J-34,  Galveston,  TX  77550-2782  (409) 
761-2934 

JUNE  17-18,  1988 

ENDOSCOPY.  San  Luis  Hotel,  Galveston,  Tex.  Fee  $250.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 4 hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  3rd  Floor  Learning  Center,  Route  J-34,  Galveston,  TX 
77550-2782 (409) 761-2934 

ij  Pediatrics 

II  June  12-17,  1988 

ACUTE  CARE  PEDIAT  RICS:  REVIEW  AND  UPDAT  E OF  T HE  STATE  OF 
THE  ART.  Hilton  Head  Island,  SC.  Fee  $375;  $275  residents,  fellows. 
Category’  1,  AMA  Physician’s  Recognition  Award;  24  hours.  AAEP  pre- 
scribed. Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  College  of  Medi- 
cine, Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

June  23-25,  1988 

1988  ANNUAL  PEDIATRIC  REVIEW  AND  UPDATE.  San  Luis  Hotel,  Gal 
veston,  Tex.  Fee  $275.  Category  1,  AMA  Physician’s  Recognition 
Award;  15  hours.  AAEP  prescribed.  Contact  Gail  Norris,  Office  of  Con- 
tinuing Education,  The  University  of  Texas  Medical  Branch,  3rd  Floor 


Learning  Center,  Route  J-34,  Galveston,  T’X  77550-2782  (409) 
761-29.34 

Physical  Medicine  and  Rehabilitation 

June  21,  1988 

HEL\D  INJURY:  FUNCTIONAL  OUTCOMES  AND  COMMUNITV  RE-EN 
T’RY.  St  David’s  Community  Hospital,  Austin.  Tex.  Fee  $65.  Category  1, 
AMA  Physician’s  Recognition  Award;  3 hours.  Contact  Collin  Barnes  or 
Mark  Salmonson,  919  E 32nd  St,  Box  4039,  Austin,  TX  78765  (512) 
.397-4114 

Sports  Medicine 

June  24-25,  1988 

6TH  ANNUAL  CONFERENCE  ON  INNOVATIONS  IN  SPORTS  MEDI 
CINE.  Learning  Center,  The  University  of  Texas  Medical  Branch,  Gal- 
veston, Tex.  Fee  $150.  Category  1,  AMA  Physician’s  Recognition 
Award;  13  hours.  Contact  Gayle  Norris,  Office  of  Continuing  Educa- 
tion, Room  3-324,  The  Learning  Center,  UTMB,  Galveston,  TX 
77550-2782  (409)  761-2934 

JULY 

AIDS 

July  15-16,  1988 

AIDS/ ARC;  UPDATE  1988.  Civic  Auditorium,  San  Francisco.  Fee  $175 
before  June  1,  $225  after  June  1.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  10  hours.  Contact  Extended  Programs  in  Medical  Educa- 
tion, Room  569-U,  University’  of  California  School  of  Medicine,  San 
Francisco,  CA  94143-0742  (415)  476-4251 

Health  Administration 

July,  1988 

EXECUTIVE  PROGRAM  IN  HEALTH  ADMINISTRATION.  The  Western 
Network,  Arizona  State  University  and  the  American  Academy  of  Medi- 
cal Directors  sponsor  a 25-month  non-traditional  educational  program 
for  healthcare  professionals  to  earn  master’s  degrees  througli  the  use 
of  microcomputers,  computer  and  teleconferencing.  Applications  are 
being  accepted  for  the  July  class.  Contact  Catherine  Robinson,  Execu- 
tive Director,  The  Western  Network,  2131  University  Avenue,  Suite 
428,  Berkeley,  CA  94704  (415  ) 642-0'^90 

Internal  Medicine 

July  24-29,  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW  South  Padre  Island,  Tex. 
Fee  $350.  Category’  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Susan  larson,  Scott  and  White  Memorial  Hospital,  2401  South 
31st  St,  Temple,  TX  76508  (8n)  77-*- 4083 

AUGUST 

General  Medicine 

Aug  6,  1988 

CANCER:  PREVENTION  AND  EARI.Y  DETECTION  Location  I BA  Fee 
TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St 
Paul  Medical  Center,  5909  Harry’  Hines  Blvd,  Dallas,  TX  "’5235  (214) 
879-3789 

Obstetrics  and  Gynecology 
Aug  6-  1 1,  1988 

ISSUES  IN  MATERNAUFETAL  MEDICINE.  Copper  Mountain,  Colo,  Fee 
$475.  Category  1,  AMA  Physician’s  Recognition  Award;  24  hours.  Con- 
tact Susan  I.arson,  Scott  and  Vt'hite  Hospital,  2401  S 31st  St.  'Lemple,  TX 
76508  (817)  774-4083 

Psychiatry 

Aug  24-29,  1988 

NEUROPSYCHIATRIC  ASPECTS  OF  POLITICS  AND  POLH  ICIANS 
Mauna  Kea  Beach  Hotel,  Hawaii  Fee  TBA.  C'ategory  1,  AMA  Physician's 
Recognition  Award;  24  hours.  Contact  Barbara  Harwell,  Southern  Cali- 
fornia Neuropsychiatric  Institute,  6794  l,a  Jolla  Blvd,  Ltt  Jolla,  CA 
92037 (619) 454-2102 
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SEPTEMBER 

Cancer 

Sept  15-17,  1988 

BREAST  CANCER  1988/CLINICAL  AND  BASIC  SCIENTIFIC  ADVANCES 
IN  DIAGNOSIS  AND  TREATMENT  Dallas.  Contact  Barbara  Grayson, 
Baylor  Medical  Center,  3500  Gaston  Ave,  Dallas,  TX  75246  (214) 
820-2317 

Cardiovascular  Disease 

Sept  28-Oct  1,  1988 

CARDIOLOGY  AND  CARDIOVASCUIAR  SURGERY;  INTERVENTIONS 
1988.  Houston.  Contact  Susan  Murray,  Texas  Heart  Institute,  PO  Box 
20345,  MC  3-276,  Houston,  TX  77225  (713)  791-2157 

Endocrinology 

Sept  23-24,  1988 

MANAGEMENT  OF  THE  COMPLICATIONS  OF  DIABETES  Location 
TBA.  Contact  Lila  Lerner  or  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030  (713)  799—6020 

General  Medicine 

Sept  29-30,  1988 

ISSUES  AND  CONCERNS  FACING  IRBS  AND  CLINICAL  INVESTIGA 
TORS.  Austin,  Tex.  Contact  Susan  Larson,  Scott  and  White  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Sept  16-17,  1988 

GYNECOLOGIC  LASER  WORKSHOP:  EMPHASIS  ON  FIBER  DELIV 
ERED  lASERS  ENDOSCOPICALLY.  Dallas.  Contact  Lela  Breckenridge, 
Presbyterian  Hospital,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214) 
696-8458 

Sept  17-18,  1988 

14TH  ANNUAL  PERINATAL  SEMINAR.  Temple,  Tex  Contact  Susan  Lar 
son,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Sept  30-Oct  1,  1988 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY.  Houston.  Contact 
Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  (713)  799-6020 

Ophthalmology 

Sept  9-10,  1988 

CATARACT  SURGERY.  Location  TBA.  Contact  Lela  Breckenridge,  Pres- 
byterian Hospital,  8200  Walnut  Hill  Lane,  Dallas,  TX  75231  ( 214) 
696-8458 

Sept  23-24,  1988 

CORNEA  AND  EXTERNAL  DISEASE  SYMPOSIUM.  Dallas.  Contact  Iris 
Wenzel,  Texas  Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704  or  Eleanor  Goldsmith,  Dept  of  Ophthalmol- 
ogy, The  University  of  Texas  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-3848 

Orthopedic  Surgery 

Sept  15-17,  1988 

MUSCULOSKELETAL  DISEASE  IN  THE  WORKPLACE.  Dallas.  Contact 
Aim  Carlton,  Division  of  Orthopedic  Surgery,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)688-3525 

Sept  16-17,  1988 

METABOLIC  BONE  DISEASES.  Houston.  Contact  Alexander  Brodsky, 
MD,  St.  Luke’s  Episcopal  Hospital,  PO  Box  20269,  Houston,  TX 
77225-0269  (713)  791-2925 


Pediatrics 

Sept  29-30,  1988 

1 5TH  ANNUAL  PERINATAL  SEMINAR.  Temple,  Tex.  Contact  Susan  Lar- 
son, Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Plastic  Surgery 

Sept  14-19,  1988 

COSMETIC  SURGERY  OF  THE  FACE  AND  BREAST.  Monte  Carlo,  Mon- 
aco. Contact  Francine  Leinhardt,  Course  Coordinator,  UCLA  Extension, 
210  E 64th  St,  New  York,  NY  10021 

OCTOBER 

Emergency  Care 

Oct  21-22,  1988 

4TH  ANNUAL  EMERGENCY  MEDICINE  CONFERENCE,  Dallas,  Contact 
Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Family  Medicine 

Oct  14-15,  1988 

4TH  ANNUAL  WOMEN’S  HEALTH  UPDATE.  College  Station,  Tex.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Geriatrics 

Oct  26,  1988 

GERIATRICS  IN  CLINICAL  PRACTICE.  Houston,  Contact  Vicki  Forgac, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713) 799-6020 

Neurology 

Oct  6-8,  1988 

ALZHEIMER  CAREGIVER  TRAINING  CONFERENCE.  San  Antonio,  Tex. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 

Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)  743-2929 

Ophthalmology 

Oct  7-8,  1988 

SILICONE  OIL:  A TUTORIAL  WITH  DR  RELJA  ZIVOJNOVIC.  Dallas. 
Contact  Lela  Breckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill 
Lane,  Dallas,  TX  75231  (214)  696-8458 

Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Dallas.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Oct  29-30,  1988 

12TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Radiology 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Christen- 
sen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688—2502 


Texas  Medicine 


NON'EMBER 
Internal  Medicine 

Nov  4-5,  1988 

UPDATE  IN  SEXUIA1.1A’  TRANSMUTED  DISEASES.  Location  TBA  Con 
tact  Ann  Parchem,  Continuing  Education,  The  Universitv-  of  Texas 
Southwestern  Medical  Cxnter,  5323  Harr^-  Hines  Blvd,  Dallas,  TX 
^5235  (214)688-2166 

Obstetrics  and  Gynecology 

Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB  CATS  Location  TBA 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center,  5323  Harty  Hines  Blvd,  Dallas, 
TX  75235 (214)688-2166 

Nov  2-6.  1988 

PEL\'IC  AND  %'AGINAL  SL'RGERY.  San  Antonio,  Tex.  Contact  Susan  lar- 
son,  Scott  and  Vt'hite  Hospital,  2401  S 31st  St,  Temple,  TX  ^6508  (81") 
7'’4-4083 

Nov  18-19,  1988 

lOTH  ANNT’AL  SEMINAR  IN  OBSTETRICS  AND  G’t'NECOLOGY  Lub- 
bock, Tex.  Contact  V'icki  Hollander.  Office  of  Continuing  Medical  Edu- 
cation. Texas  Tech  Universitt’  HSC,  Lubbock.  TX  "9430  (806) 
743-2929 

Psychiatry 

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM.  San  Francisco.  Contact 
Extended  Programs  in  .Medical  Education,  Room  569-U,  Universitt-  of 
California  School  of  .Medicine,  San  Francisco,  CA  94143  (415) 
476-4251 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday- Friday 

POSTGRADUATE  W ORKSHOP  IN  NEUROR.ADIOLOGY.  ( Date  assigned 
by  individual  request.)  .Methodist  Hospital.  Houston.  Fee  S450.  Cate- 
goiy  1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A.  Baylor  College  of  .Medi- 
cine. One  Baylor  Plaza,  Houston.  TX  ""030  ("13)  "99—6020 

.Monday-Friday 

POSTGRADUATE  W'ORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND 
(Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  S600.  Category  1,  AMA  Physician's  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A. 
Baylor  College  of  .Medicine.  One  Baylor  Plaza,  Houston,  TX  77030 
(713)^99-6020 

Tuesdays,  12  pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  .Medical  Center,  El  Paso. 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  ,M.  Nazemi,  .MD.  Sierra  Medical  Center,  1625  Medical  Center 
Dr.  El  Paso,  TX  "9902 

Tuesdays  ( all  but  last  Tuesday  of  each  month ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 . AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education.  Central  Texas 
Medical  Foundation,  601  E 15th  St.  Austin,  TX  "8"01  (512)  476—6461 
ext  51  "2 

Thursdays,  8 am 

INTERNAL  .MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  .Medical  Foundation, 

1500  East  Ave,  Austin.  TX  78^01  (512)480-1869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TI.ME  OBSTETRICAL  ULTR.3- 


SONOGRAPHY.  (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  S3‘’'5.  Category  1 , AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  I84  A,  Baylor  College  of  .Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (^13)  ^99-6020 

Fridays.  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital.  Port  Arthur,  Tex, 
Categoiy  1.  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  .MD,  Box  1648,  Port  Arthur.  TX  7"640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOW  SHIP  IN  MRl  The  .Methodist  Hospital,  Houston.  Fee 
SI, 000  physicians;  S500  residents  and  fellows.  Categoiy  I,  AMA  Physi- 
cian's Recognition  Award;  40  hours.  Contact  Tamara  Greiner.  Office  of 
Continuing  Education,  Baylor  College  of  .Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  ('"13)  "99-6020 

Date  assigned  by  individual  request 

.MICROSURGERY  COURSE.  .Microsurgeiy  Ub,  Room  443E,  Baylor  Col- 
lege of  .Medicine,  Houston.  Fee  Si. 000  physicians  for  40  hours;  SI, 600 
physicians  for  80  hours;  S800  residents  and  fellows  for  40  hours; 

S 1,200  residents  and  fellows  for  80  hours.  Categoiy  1,  AMA  Physician’s 
Recognition  Award.  Contact  .Monica  Joerger.  .Microsurgery-  lab.  Room 
443E,  Baylor  College  of  .Medicine,  Houston,  TX  "7030  (713) 
"99-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12;30  pm 

CLINICAL  TOPICS  IN  .MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center.  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
S35  program,  hospital  subscription  program.  Category  1,  .A\L\  Physi- 
cian’s Recognition  Award.  Contact  Phy  llis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  ""03  Floyd  Curl  Dr,  San  Antonio,  TX 
"8284 (512) 691-"291 


CALENDAR  OF  .MEETINGS  ■ Denotes  Texas  .Meetings 


.MAY 

AMERICAN  ASSOCIATION  FOR  CANCER  RESEARCH  -"O  TH  ANNUAL 
.MEETING.  New  Orleans,  .May  25—28.  1988.  Contact  .Adam  Blistein  or 
Ruth  Fortson,  American  Association  for  Cancer  Research,  W est  Build- 
ing. Room  301.  Temple  University  School  of  .Medicine,  Philadelphia.  P.A 
19140(215)221-4565 

AMERICAN  GASTROENTEROLOGICAL  ASSOCLA'FION  ANNUAL  SCI- 
ENTIFIC .MEETLNG,  New  Orleans,  .May  14-20,  1988.  Contact  Jan 
Sharkey.  .Meetings  .Manager,  6900  Grove  Rd,  Thorofare,  NJ  08086 
(609)848-1000 

.A.MERICAN  GERIATRICS  SOCIETV  45TH  ANNUAL  .MEETING/9TH  AN- 
.NUAL  .MEETLNG  OF  THE  AMERICAN  FEDER.ATION  FOR  AGING  RE 
SEARCH,  Anaheim,  Calif,  .May  19—22  1988.  Contact  Kelly  DeAngelis, 
.AGS,  ■'"0  Lexington  Ave,  Suite  400,  New  York,  NY’  10021  ( 212  ) 
308-1414 

■AMERICAN  RHEU.VUTIS.M  ASS0CUT10N/52ND  ANNl’AL  SCIEN- 
TIFIC MEETLNGS,  Houston,  .May  23-28,  1988.  Contact  Lynn  Forbes, 
Director  of  Communications.  .American  Rheumatism  Association,  1" 
Executive  Park  Dr  NE,  Suite  480,  Atlanta,  GA  30329  (4O4)  633—3""" 

AMERICAN  SOCIETY  OF  CLINICAL  ONCOLOGY  ANNUAL  SCIEN- 
TIFIC .MEETING,  .New  Orleans,  .May  22-24,  1988.  Contact  .ASCO. 

435  N .Michigan  Ave,  Suite  1"1",  Chicago.  11.  6061 1 (312)  644—0828 

.AMERICAN  SOCIETY  FOR  GASTROINTESTINAL  ENDOSCtIPY  AN- 
NUAL SCIENTIFIC  .MEETING.  .New  Orleans,  .May  14-18,  1988  Con- 
tact Registrar,  c/o  Slack  Inc.  6900  Grove  Rd,  Thorofare,  NJ  08086 
(609)  848-1000,  ext  213 


Volume  84  May  1988 


100 


ASSOCIATION  FOR  THE  ADVANCEMENT  OF  MEDICAL  INSTRUMEN- 
TATION 23RD  ANNUAL  MEETING,  Washington,  DC,  May  14-18, 
1988.  Contact  AAMI,  1901  N Ft  Myer  Dr,  Suite  602,  Arlington,  VA 
22209-1699  (703)  525-4890 

PEER  REVIEW  IN  TODAY’S  HEALTH  CARE  ENVIRONMENT,  Chicago, 
May  17,  1988.  Contact  the  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations,  875  N Michigan  Ave,  Chicago,  IL 
60611-1846  (312)  642-6061,  ext  6l6  or  693 

■TEXAS  MEDICAL  ASSOCIATION  ANNUAL  SESSION,  San  Antonio, 
May  11-15,  1988.  Contact  Robert  Mickey,  Executive  Vice  President, 
1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477—6704 

JUNE 

AMERICAN  ACADEMY  OF  DERMATOLOGY  INTERIM  MEETING, 

New  York,  June  15-19,  1988.  Contact  the  American  Academy  of 
Dermatology,  1567  Maple  Ave,  Evanston,  IL  60201  (312)  869—3954 

AMERICAN  ASSOCIATION  OF  CLINICAL  UROLOGISTS  ANNUAL 
MEETING,  Boston,  June  3-10,  1988.  Contact  the  American  Associa- 
tion of  Clinical  Urologists,  1 120  N Charles  St,  Baltimore,  MD  21201 
(301)727-1100 

AMERICAN  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET 
ING,  Chicago,  June  26-30,  1988.  Contact  AMA,  535  N Dearborn  St, 
Chicago,  IL  60610(312)645-5000 

AMERICAN  ORTHOPAEDIC  ASSOCIATION  ANNUAL  SCIENTIFIC 
MEETING,  Hot  Springs,  Va,  June  20-23,  1988.  Contact  the  American 
Orthopaedic  Association,  222  S Prospect  Ave,  Park  Ridge,  IL  60068 
(312)823-7186 


AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  ANNUAL 
MEETING,  Anaheim,  Calif,  June  12—17,  1988.  Contact  the  American 
Society  of  Colon  and  Rectal  Surgeons,  615  Griswold,  #1717,  Detroit, 
MI  48226  ( 3 1 3 ) 96 1 - 7880 

AMERICAN  UROLOGICAL  ASSOCIATION  ANNUAL  MEETING,  Boston, 
June  3—7,  1988.  Contact  the  American  Urological  Association,  1 120  N 
Charles  St,  Baltimore,  MD  21201  (301 ) 727-1100 

COUNCIL  ON  THE  CONTINUING  EDUCATION  UNIT  lOTH  ANNUAL 
CONFERENCE,  Arlington,  Va,  June  9-  10,  1988.  Contact  the  Council 
on  Continuing  Education  Unit,  1101  Connecticut  Ave,  Suite  700, 
Wasington,  DC  20036 

■DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN- 
NUAL MEETING,  Lubbock,  Tex,  June  25,  1988.  Contact  Vicki  Hol- 
lander, Office  of  Continuing  Medical  Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430  (806)  743—2929 

INTERNATIONAL  CXINGRESS  OF  TRADITIONAL  MEDICINE  2ND 
MEETING,  Lima,  Peru,  June  26-29,  1988.  Contact  the  2nd  Inter- 
national Congress  of  Traditional  Medicine,  MILA,  38760  Northwoods 
Dr,  Wadsworth,  IL  60083  (800)  367-7378 

SOCIETY  OF  NUCLEAR  MEDICINE  ANNUAL  SCIENTIFIC  MEETING, 
San  Francisco,  June  14-17,  1988.  Contact  the  Society  of  Nuclear 
Medicine,  136  Madison  Ave,  8th  FI,  New  York,  NY  10016 
(212)889-0717 

UNDERSEA  AND  HYPERBARIC  MEDK.AL  SOCIETY'  1988  ANNUAL 
SCIENTIFIC  MEETING,  New  Orleans,  June  6-10,  1988.  Contact  Jane 
Artigliers,  Undersea  and  Hyperbaric  Medical  Society,  9650  Rockville 
Pike,  Bethesda,  MD  20814  (301  ) 571- 1817 
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we  are  announcing  opportunities  for 
you  to  serve  your  country  as  an  Air  Force 
Reserve  physician/officer.  You  can  make 
new  professional  associations,  obtain 
CME  credit  and  help  support  the  Air 
\ Force  mission.  For  those  who  qualify, 

\ retirement  credit  can  be  obtained  as 
''  well  as  low  cost  life  insurance.  One 
weekend  a month  plus  two  weeks  a 
year  or  less  can  bring  you  pride  and 
A satisfaction  in  serving  your 

country. 
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CALL:  (512)  385-1816 

Or  Fill  Out  Coupon  and  Mail  Today! 


To:  Health  Professions  Recruiting  Office 
10 AF/RSH 

Bergstrom  AFB,  TX  78743-6002 


Name 

Address 

City State Zip 

Phone Prior  Service?  Yes no 


Medical  Specialty Date  of  Birth 

Am  FORCE  RESERVE 


A GREAT  VW  TO  SERVE 


Texas  Medicine 


Consider  the 
causative  organisms... 


cefaclor 


250-mg  Pulvules®  t.i.d. 

offers  effectiveness  against 
the  major  causes  of  bacterial  bronchitis 

Haemophilus  influenzae  and  Streptococcus  pneumoniae 

(ampicillin-susceptible  and  ampicillin-resistant) 


Note:  Ceclor  is  contraindicated  in  patients  with  known  allergy 
to  the  cephalosporins  and  should  be  given  cautiously  to 
penicillin-allergic  patients. 


Penicillin  is  the  usual  drug  of  choice  in  the  treatment  and 
prevention  of  streptococcal  infections,  including  the  prophy- 
laxis of  rheumatic  fever.  See  prescribing  information. 


Ceclor"  (cefaclor) 

Summary.  Consult  the  package  literature  tor 
prescribing  intormation. 

Indication:  Lower  respiratory  infections, 
including  pneumonia,  caused  by  Streptococcus 
pneurooniae,  Haemophilus  mftuenzae.  and 
Streptococcus  pyogenes  (group  A fi-hemolytic 
streptococci). 

Contraindication: 

Known  allergy  to  cephalosporins. 

Warnings: 

CECLOR  SHOULD  BE  ADItfllNISTERED  CAUTIOUSLY  TO 
PENICILLIN-SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHA- 
LOSPORINS SHOW  PARTIAL  CROSS-ALLERGENICITY  POSSI- 
BLE REACTIONS  INCLUDE  ANAPHYLAXIS 

Administer  cautiously  to  allergic  patients. 
Pseudomembranous  colitis  has  been 
reported  with  virtuallyall  broad-spectrum  anti- 
biotics, It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea 
Colon  flora  is  altered  by  broad-spectrum 
antibiotic  treatment,  possibly  resulting  In 
antibiotic-associated  colitis. 


Precautions: 

• Discontinue  Ceclor  in  the  event  of  allergic 
reactions  to  it 

• Prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms. 

• Positive  direct  Coombs'  tests  have  been  re- 
ported during  treatment  with  cephalosporins, 

• Ceclor  should  be  administered  with  caution  in 
the  presence  of  markedly  impaired  renal  func- 
tion Although  dosage  adjustments  in  moderate 
to  severe  renal  impairment  are  usually  not 
required,  careful  clinical  observation  and  labo- 
ratory studies  should  be  made 

• Broad-spectrum  antibiotics  should  be  pre- 
scribed with  caution  In  individuals  with  a his- 
tory of  gastrointestinal  disease,  particularly 
colitis. 

• Safety  and  effectiveness  have  not  been  deter- 
mined in  pregnancy,  lactation,  and  infants  less 
than  one  month  old,  Ceclor  penetrates  mother's 
milk  Exercise  caution  in  prescribing  for  these 
patients 

Adverse  Reactions:  (percentage  of  patients) 
Therapy-related  adverse  reactions  are 
uncommon  Those  reported  include: 


• Gastrointestinal  (mostly  diarrhea):  2,5% 

• Symptoms  of  pseudomembranous  colitis  may 
appear  either  during  or  after  antibiotic  treat- 
ment, 

• Hypersensitivity  reactions  (including  mor- 
billiform eruptions,  pruritus,  urticaria,  and 
serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Ste- 
vens-Johnson  syndrome]  or  the  above  skin 
manifestations  accompanied  by  arthritis/ 
arthralgia  and,  frequently,  fever)  1 5%:  usually 
subside  within  a few  days  after  cessation  of 
therapy,  Serum-sickness-like  reactions  have 
been  reported  more  frequently  in  children  than 
in  adults  and  have  usually  occurred  during  or 
following  a second  course  of  therapy  with 
Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids 
appear  to  enhance  resolution  of  the  syndrome 

• Cases  of  anaphylaxis  have  been  reported,  half 
of  which  have  occurred  in  patients  with  a his- 
tory of  penicillin  allergy 

• As  with  some  penicillins  and  some  other 
cephalosporins,  transient  hepatitis  and  chole- 
static jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivitv,  nerv- 


ousness, insomnia,  confusion,  hypertonia, 
dizziness,  and  somnolence  have  been  reported, 

• Other:  eosinophilia,  2%;  genital  pruritus  or 
vaginitis,  less  than  1%:  and,  rarely,  throm- 
bocytopenia. 

Abnormalities  in  laboratory  results  of  uncertain 
etiology 

• Slight  elevations  in  hepatic  enzymes, 
•Transient  fluctuations  in  leukocyte  count 
(especially  in  infants  and  children), 

• Abnormal  urinalysis:  elevations  in  BUN  or 
serum  creatinine, 

• Positive  direct  Coombs’  test 

• False-positive  tests  for  urinary  glucose  with 

Benedict's  or  Fehling's  solution  and  Clinitest’ 
tablets  but  not  with  Tes-Tape®  (glucose 
enzymatic  test  strip,  Lilly),  iosizszli 

PA  0709  AMP 

©1987,  ELI  LILLY  AND  COMPANY  CR-5005-B-849318 

Additional  intoimationavailabte  to  the 
prolession  on  request  trom  Eti  Lilly  and 
Company.  Indianapolis,  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


SCOTT&WHITE 


Texas  A&M  University 
College  of  Medicine 


To  Friends  of  Scott  and  White 

You  are  invited  to  reneu>  old  acquaintances 
and  meet  neuf  friends  at  the 

Scott  and  White 
Alumni  Association  Reception 

during  the 

TEXAS  MEDICAL  ASSOCIATION 
ANNUAL  SESSION 

6 - 8 p.m. 

Hilton  Palacio  Del  Rio 
La  Reina  Room 
200  South  Alamo  Street 
San  Antonio,  Texas 

Friday,  May  13,  1988 

We  look  foruard  to  seeing  you  there! 


AIDS 

and 

Infectious  Disease  Update 

June  15-18,  1988 

South  Padre  Hilton  Resort 
South  Padre  Island 

For  more  information  or  to  register  contact:  Oflfice  of 
Continuing  Medical  Education,  Scott  and  White,  Temple, 
Texas  76508,  (817)  7744073. 


Timberlawn  Psychiatric  Hospital 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology, 
Neuropsychology  and  Social  Work 

• Family  Assessment  and  Treatment 

Admissions:  P.O.  Box  11288 


Established  in  1917 
Children  • Adolescents  • Adults 

• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 
•JCAH  Approved 

Dallas,  Texas  75223;  214/381-7181;  1-800426-4944 
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31  Transfusion  Committee:  riding  shotgun  for  the  patient 
35  You,  your  patients,  and  your  deposition 
42  Diabetic  retinopathy  diagnosis  and  treatment 
60  The  new  list  of  procedures  requiring  disclosure 
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Our  ttsm  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Houston,  Texas  77080  (713)  462-4000 


Taking  Giant  Steps. 


The  smallest  step  can  be 
a milestone . . . the  simplest 
task,  a major  accomplish- 
ment. For  individuals  suf- 
fering from  a physical  dis- 
ability, the  day-to-day  tasks 
we  all  take  for  granted  can 
be  major  obstacles  to  inde- 
pendence and  mobility. 


At  Dallas  Rehabilita- 
tion Institute  (DRI),  our 

team  of  physicians,  thera- 
pists and  nurses  can  plan 
an  individualized  treatment 
program  to  help  your  pa- 
tient regain  as  much  func- 
tion and  independence  as 
possible.  With  the  most 


modern  facilities  and 
equipment,  and  therapists 
who  are  rehabilitation 
specialists,  we  offer  a 
unique  approach  to  reha- 
bilitation. 

Our  comprehensive  re- 
habilitation programs  in- 
clude: 

• spinal  cord  injury 

• head  injury 

• stroke 

• arthritis 

• amputee 

• spinal  pain 

Call  us  to  arrange  a pri- 
vate tour  of  our  facilities  or 
to  receive  more  informa- 
tion on  the  disease  category 
rehabilitation  programs 
offered  at  DRI. 


9713  Harry  Hines  Blvd. 
Dallas,  TX  75220-5441 
(214)  358-6000 
1-800-441-9199  (TX  only) 


A better  aiternatii/&^ 
for  hypertensives  who 
are  going  bananas.,. 


5pare  your  patients  the  extra  cost 
In  calories,  sodium  and  dollars. 

k5pare  your  patients  the  rigors  of 
dietary  h+ supplementation. 


25mg  hydrochlorothlazide/50mg  Trlamterene/5KF 


Effective  antihypertensive 
therapy...without 
^ the  bananas 


DAW 

'CmZIDE'AS  WmTTBI. 


Not  tar  initial  therapy.  See  brief  summary 


without  a history  of  allergy  or  bronchial  asthma.  Possible 
exacerbation  or  activation  of  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavailability  of  the  hydrochlorothiazide 
component  of  'Dyazide ' is  about  50%  of  the  bioavailability  of  the 
single  entity.  Theoretically,  a patient  transferred  from  the  single 
entilies  of  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  fluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavailability  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide'.  Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHj).  F^riodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency. 
Cumulative  effects  of  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anlicoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  shown  to  Increase  the  paralyzing  effect 
of  nondepolarizing  muscle  relaxants  such  as  lubocurarine. 
Triamterene  is  a weak  folic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly.  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  ‘Dyazide ' should  be  used  with  caution  in  patients  with 
histories  of  stone  formation.  A tew  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  treated 
with  indomethacin.  Therefore,  caution  is  advised  in  administering 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  creatinine  or  both, 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  may 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hypokalemia),  decreasing  alkali  reserve  with  possible  metabolic 
acidosis.  ‘Dyazide ' interferes  with  fluorescent  measurement  of 
quinidine.  Hypokalemia  is  uncommon  with  'Dyazide'.  but  should  it 
develop,  corrective  measures  should  be  taken  such  as  potassium 
supplementation  or  increased  dietary  intake  of  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  and 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  ‘Dyazide ' should  laboratory  values  reveal  elevated 
serum  potassium.  Chioride  deficit  may  occur  as  weil  as  dilutional 
hyponatremia.  Concurrent  use  with  chlorpropamide  may  increase 
the  risk  of  severe  hyponatremia.  Serum  PBI  levels  may  decrease 
without  signs  of  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  ‘Dyazide ' should  be  withdrawn  before 
conducting  tests  for  parathyroid  function.  Thiazides  may  add  to  or 
potentiate  the  action  of  other  antihypertensive  drugs.  Diuretics 
reduce  renal  clearance  of  lithium  and  increase  the  risk  of  lithium 
toxicity 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  rash,  urticaria,  photosensi- 
tivity, purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distur- 
bances: postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics).  Necrotizing  vasculitis,  paresthesias, 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  including 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  lound  in  renal  stones  In  association  with 
other  usual  calculus  components.  Rare  incidents  of  acute 
interstitial  nephritis  have  been  reported.  Impotence  has  been 
reported  in  a few  patients  on  'Dyazide',  although  a causal 
relationship  has  not  been  established. 

Supplied:  ‘Dyazide ' is  supplied  as  a red  and  white  capsule,  in 
bottles  of  WOO  capsules:  Single  Unit  Packages  (unit-dose)  of 
WO  (intended  for  institutional  use  only):  in  Patient-Pak™  unit- 
of-use  bottles  of  WO. 

BRS-DZ:L45 


Before  prescribing,  see  complete 
prescribing  information  in 
SK&F  CO.  literature  or  PDR. 
The  following  is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  for  initial  therapy  of  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  of  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  oramiloride.  Further  use 
in  anuria,  progressive  renal  or-hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  Is  markedly  impaired.  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency.  Periodically,  serum  K"  levels  should  be  determined. 

If  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K* 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  information  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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We  need 
someone 

with  die 
confidence 
ofasu^eon, 
the  dedication 
ofa 

marathoner 
andthe 
courage  of 

an  explorer. 

We  need  someone  to 
fill  a unique  job  opening. 

Someone  to  spend 
two  years  in  another 
country.  To  live  and  work 
in  another  culture.  To 
learn  a new  language  and 
acquire  new  skills. 

We  need  someone 
who  wants  to  help  im- 
prove other  people’s  lives. 
Who’s  anxious  to  build 
lasting  friendships.  To 
gain  memories  and  expe- 
rience that  will  last  a 
lifetime.  And  a sense  of 
fulfillment  few  jobs  can 
match. 

We  need  a Peace  Corps 
volunteer.  Interested? 

The  first  step  is  easy. 

Call  1-800-424-8580, 
Ext.  93. 

PeaceCorps. 

The  toughest  job  you’ll  ever  love. 


FORGET 

ROCHE 


EDUCATON 


NOT 


Roche  Medication  Education 
Booklets  supplement  your  instruc- 
tions to  patients.  So  forget  ME  not. 
The  Limbitrol®  (chloradiazepoxide 
and  amitriptyline  HCl/Roche)C 
booklet  is  part  of  The  Roche 
Medication  Education  Program. 

This  important  program  helps  your 
patients  remember  and  understand: 

• What  the  medication  is  and 
why  they  are  taking  it 

• The  importance  of  staying 
with  the  prescribed  course  of 
treatment 

• What  foods  and  drinks  to  avoid 

• Possible  side  effects 

For  a free  supply  of  Limbitrol 
booklets,  complete  the 
coupon  below  and  mail  it  to: 
Professional  Services  Department, 
Roche  Laboratories,  a division 
of  Hoffmann-La  Roche  Inc., 

340  Kingsland  Street,  Nutley 
New  Jersey  07110-1199 


NAME 


STREET  ADDRESS 


CITY  STATE  ZIP 

Roche  Laboratories 

a division  of  Hoffmann-La  Roche  Inc. 


PLANDEX  35201 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  Ai:  dose^ 

^ First-week  improvement  in  somatic  s3miptoms' 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  to 


References:  1.  Data  on  file,  Hofftnann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
etaiPsychophamacology  61. -217-225,  Mar  22, 1979. 


Limbitrol*® 

If  anquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) , 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions:  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  repotted  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic-  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic.-  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic.-  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other.-  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tbblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  TUblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow  ! 

^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose* 

^ First- week  reduction  in  somatic  symptoms*  ] 

Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 

UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX-  Please  see  summary  of  product  information  inside  back  cover. 


Percentage  of  Redurtion  in  Individual  Somatic  Symptoms! 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
* Patients  often  presented  with  more  than  one  somatic  symptom. 
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ON  THE  COVER 

This  month’s  cover  is  a tribute  to  May 

Owen,  MD,  the  first  woman  president  of 
the  Texas  Medical  Association,  who  died 

April  12,  1988.  Dr  Owen  was  a Fort  Worth 
pathologist  well-known  for  her  financial 
and  personal  investments  in  the  education 

of  future  physicians  and  other  medical 
professionals.  In  an  article  beginning  on 
page  26,  three  physicians  recall  how  she 
touched  their  personal  and  professional 
lives.  An  editorial  about  Dr  Owen  appears 
on  page  6,  and  her  obituar\-  is  on  page  71. 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  July  issue  of 

Texas  Medicine  deal  with  ileal 
pouch — anal  anastomosis,  hepatic 

metastases,  pseudohypoglycemia  in 
chronic  leukemia,  and  informed  consent 
in  Texas. 

Editorials 


Truly  one  of  the  greats 

Dr  May  Owen,  First  Lady  of  Fort  Worth  and  Texas  medicine, 
doctor,  scientist,  scholar,  educator,  humanitarian,  and  most 
precious  to  many  of  us,  friend. 

A Bible  story  told  to  me  repeatedly  during  my  childhood, 
found  in  the  fourth  chapter  of  Second  Kings  ( King  James  Ver- 
sion), in  the  eighth  verse  begins  with  “And  it  fell  on  a day  that 
Elisha  passed  to  Shunem,  where  was  a great  woman  ...”  Con- 
tinuing on  through  several  verses,  we  learn  why  this  woman, 
one  of  the  few  so  honored  by  biblical  authors,  deserved  her 
tribute.  Although  we  are  not  told  her  name,  we  remember  her 
for  remarkable  attributes,  beginning  with  her  faculty  for  prac- 
tical helpfulness.  At  the  start  of  the  story  we  meet  the  Shunam- 
mite  woman  in  her  care  for  the  physical  comfort  of  the 
prophet. 

Dr  May,  as  she  was  lovingly  known  to  so  many  of  us,  too  was 
a woman  of  practical  helpfulness  like  the  Shunammite.  1 do  not 
know  of  anyone  who  constantly  did  more  for  other  people 
than  she  did.  She  was  indeed  good  to  me,  but  she  was  good  to 
many  others  as  well.  The  range  of  her  practicalities  extended 
from  making  available  loan  funds  for  students  in  health  care 
professions  (nearly  400),  serving  in  leadership  positions  in 
local  and  state  medical  societies  and  voluntary  health  organiza- 
tions, obtaining  20,000  bound  volumes  for  a fledgling  library  of 
an  emerging  health  science  center  and  endowing  its  first  chair 
in  pathology,  to  discovering  in  her  laboratory  that  unabsorb- 
able  talc  in  the  surgeon’s  gloves  had  unfavorable  consequences 
in  scars  and  adhesions.  The  benevolent  lady  gave  the  full  mea- 
sure of  herself  to  help  whether  it  was  in  educating  young 
health  care  professionals,  keeping  minutes  for  a board  of 
trustees,  or  tending  faithfully  to  the  many  mundane  tasks  of 
running  a medical  laboratory. 

The  grateful  Elisha  was  anxious  to  return  the  kindness  of  the 
Shunammite  woman  in  some  appropriate  way.  His  brief  con- 
versation with  her  brought  out  more  of  her  nature.  Although 
told  that  favors  could  be  obtained  for  her  and  her  husband  in 
high  places  in  the  land,  she  replied,  “1  dwell  among  mine  own 
people.”  Her  humility,  contentment  in  life,  and  common  sense 
easily  fit  Dr  May.  Although  a “citizen  of  no  mean  city,”  Dr  May 
belonged  in  a special  way  to  Fort  Worth,  where  she  lived  and 
worked.  Like  the  ancient  Shunammite  woman.  Dr  May  was 
modest,  a woman  who  liked  to  stay  in  the  background,  and 
content  in  her  life  among  her  own  people.  “1  thank  the  Lord 
for  my  work,”  Dr  May  said  on  one  occasion.  “1  often  wonder 
how  1 was  ever  so  lucky  to  get  into  a way  of  making  a living 
in  which  1 am  so  happy.”  She  also  found  her  fulfillment  in  im- 
mersing herself  in  numerous  projects  like  the  Texas  Boys 
Choir,  Fort  Worth’s  first  health  fair  which  grew  into  the  Dr 
May  Owen  Hall  of  Medical  Science,  and  the  Tarrant  County 
Junior  College. 

The  end  of  the  Shunammite  woman’s  story  relates  to  her 
faith  in  time  of  trial.  For  this  woman,  one  act  stands  out.  For 
Dr  May,  there  are  many  acts  of  faith.  No  one  could  be  the  kind, 
gentle,  gracious  person  she  was  without  reliance  on  the  source 
of  all  spiritual  strength.  In  a tangible  way  her  spirituality  was 


expressed  in  her  abiding  concern  for  the  needs  of  her  fellow 
man,  her  desire  to  seek  out  those  special,  sometimes  neglected 
areas,  and  her  sensitivity  to  them  that  resulted  in  her  benevo- 
lences. A good  example  is  the  fund  she  set  up  for  needy  physi- 
cians and  their  families.  No  occasion  for  service  was  too  large 
or  small.  All  such  were  met  with  equal  graciousness  and 
commitment. 

In  Dr  May’s  life  were  found  the  qualities  that  more  than 
twenty  centuries  ago— or  today — are  considered  great.  From 
my  heart  1 say  that  what  Dr  May  Owen  meant  to  me  can  never 
be  expressed  adequately.  I salute  the  great  lady  that  she  was  in 
every  way,  our  lady,  our  First  Lady.  We  shall  not  see  another  in 
our  time. 

Truly  she  was  one  of  the  greats. 

ALICE  LORRAINE  SMITH,  MD 

Dqjartment  of  Pathology,  The  University  of  Texas  Southwestern  Medical  Center. 
5.S23  Harry  Hines  Blvd,  Dallas,  TX  75235 

EDITOR’S  NOTE 

Dr  May  Owen  of  Fort  Worth  died  on  April  12,  1988.  Her  obituary 
appears  on  page  71  of  this  issue.  In  addition,  an  article  highlighting 
her  selfless  dedication  to  medical  education  appears  on  page  26. 


Time  to  help  the  helpers 

The  efforts  of  TMA’s  Physician  Health  and  Rehabilitation  Com- 
mittee seem  to  be  stymied.  We  have  had  enough  success  to 
demonstrate  that  the  problems  of  the  impaired  physician  exist 
at  least  in  the  numbers  expected  and  to  demonstrate  that  our 
unfunded,  all-volunteer  force  is  woefully  inadequate  to  deal 
with  the  problem.  Even  though  scores  of  physicians  have 
reached  recovery  stages  in  their  diseases  and  are  practicing  un- 
impaired, many  more  are  unidentified  and  existing  in  a state  of 
familial,  social,  and  professional  desperation.  We  can’t  reach 
or  help  these  doctors  or  their  families  without  more  effort, 
money,  staff,  and  methods. 

The  Texas  Medical  Association  has  had  its  Physician  Health 
and  Rehabilitation  Committee  for  ten  years.  The  program  has 
not  greatly  changed  since  its  inception  and  is  still  founded  on  a 
“grass  roots”  philosophy  utilizing  volunteers  and  some  part- 
time  staff  in  Austin.  This  program  has  produced  some  notable 
accomplishments  including  a staunch  advocacy  position  for 
the  treatment  and  rehabilitation  of  the  impaired  physician,  an 
excellent  working  relationship  with  the  Texas  State  Board  of 
Medical  Examiners,  absence  of  inhibitory  legislation  such  as 
“snitch  laws,”  and  membership  support  of  the  efforts.  It,  how- 
ever, has  been  unable  to  adequately  disseminate  literature,  give 
talks,  support  county  medical  societies,  help  in  investigation 
and  intervention,  assist  in  individual  recovery,  establish  guide- 
lines for  full  programs  of  recovery,  or  appear  on  behalf  of  the 
physician  at  the  point  of  reentry  into  practice.  Nor  has  the  pro- 
gram adequately  monitored  recovery,  coordinated  cases  be- 
tween counties,  or  kept  records  and  statistics.  To  do  these 
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things  required  more  money  and  manpower  than  could  be  ex- 
pected from  the  volunteers. 

The  advocacy  effort  for  the  impaired  physician  is  an  evolu- 
tionar>’  matter.  Over  20  states  have  now  begun  funded,  and 
staffed,  programs.  Texas  has  not  done  this  for  a variety  of  easily 
discounted  reasons: 

Texas  is  too  big.  This  is  not  a reason  against,  but  a reason  for 
offering  more  help. 

It  will  cost  too  much.  Society  subsidizes  our  education  to 
the  tune  of  several  hundred  thousand  dollars  each.  To  spend  a 
few  thousand  to  salvage  a practice  is  cheap  compared  to  the 
cost  of  replacing  that  physician.  In  addition,  the  TSBME  spends 
about  half  of  its  efforts  and  money  on  problems  of  the  im- 
paired physician  without  any  mechanism  for  advocacy  in  re- 
covery or  reentry. 

Someone  else  should  do  it.  Who?  The  benefits  derived  from 
an  active  program  in  the  other  states  have  been  abundantly 
demonstrated.  In  addition,  most  authorities,  including  the 
AMA,  recognize  that  the  state  societies  can  best  deal  with  this 
problem. 

Texas  doesn’t  have  a problem.  To  support  this  position  is  to 
either  demonstrate  grave  naivety,  organizational  denial  similar 
to  that  of  the  individual  alcoholic,  or  bureaucratic  and  political 
stonewalling.  Texas  has  over  3,000  physicians  who  will  be- 
come impaired  during  their  practice  years,  and  this  year  over 
30  may  die  and  several  hundred  stop  practicing  effectively. 

The  numbers  are  staggering  and  most  cases  are  due  to  disease 
we  can  help  arrest. 

How  much  money  will  it  cost?  Plenty!  To  do  it  right  would 
take  a full-time  medical  director,  staff  of  about  12,  travel  ex- 
I penses,  books,  supplies,  several  offices,  and  a host  of  other  ex- 
penses. It  might  well  run  in  the  neighborhood  of  8750,000  per 
year,  or  83,000  to  86,000  for  each  physician  helped. 

There  are  several  ways  to  fiind  this  operation.  Each  of  them 
has  been  tried  by  other  states,  and  we  can  learn  from  them. 
Dues  increases  for  members  have  been  generally  accepted  as 
money  well  spent,  but  may  be  politically  unacceptable.  Grants 
and  gifts  are  too  temporary'.  Legislative  edict  has  caused  some 
1 problems  with  program  advocacy  posturing.  This  leaves  the 
best  choice:  to  have  an  agreement  with  the  state’s  professional 
liability  insurance  carriers  that  they  will  divert  a portion, 
maybe  0.5%,  of  their  revenues  to  the  TMA  to  fund  the  pro- 
I gram  with  no  strings  attached.  Everyone  benefits.  The  insur- 
i ance  companies  can  point  to  their  role  in  malpractice  pre- 
j vention;  the  cost  is  peanuts  to  them  and  can  be  written  off  to 
1 development  or  risk  management. 

i Last  fall  the  Reference  Committee  on  Financial  and  Organi- 
I zational  Affairs  favorably  acted  on  expanding  and  improving 
the  program  and  has  sent  the  matter  on  to  the  TMA  Board  of 
Trustees  for  further  consideration.  This  is  an  important  step. 
The  membership  of  the  TMA  needs  to  send  a grass  roots  cry 
for  help  to  them  so  that  a funded  and  staffed  program  can  be 
established  to  augment  the  county  volunteer  committees. 

NEAL  H.  GRAY,  MD 

Chairman,  Physician  Health  and  Rehabilitation  Committee,  Bexar  County  Medi- 
cal Society,  23854  Up  Mountain  Rd,  San  Antonio.  TX  78255 
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TMA  INACTION 


Delegates  to  present  concerns 
to  AMA  during  June  meeting 

Thirty-eight  delegates  and  alternate  dele- 
gates will  represent  Texas  Medical  Asso- 
ciation when  the  American  Medical 
Association’s  House  of  Delegates  meets 
June  26—30  in  Chicago.  At  press  time, 
TMA’s  House  of  Delegates  was  set  to  con- 
sider five  resolutions  and  one  recommen- 
dation for  presentation  to  the  AMA  body. 

Among  the  issues  to  be  considered 
during  the  TMA  House  of  Delegates 
meeting  May  12—13  in  San  Antonio  was 
a recommendation  regarding  the  federal 
emergency  transfer  law.  Proposed  resolu- 
tions addressed  unified  membership  in 
the  AMA,  payment  for  bone  marrow 
needle  biopsies,  government  interference 
in  the  practice  of  medicine,  the  nursing 
shortage,  and  medically  necessary 
treatment. 

The  TMA  Physician  Advocacy  Commit- 
tee recommended  that  TMA  actively  pur- 
sue fair  implementation  of  the  federal 
emergency  transfer  law.  Part  of  the  Con- 
solidated Omnibus  Budget  Reconciliation 
Act  of  1985  (COBRA),  the  law  requires 
Medicare-certified  hospitals  with  emer- 
gency departments  to  either  stabilize 
and  treat  or  appropriately  transfer  all 
individuals — not  just  Medicare  benefici- 
aries— with  emergency  medical  condi- 
tions, including  women  in  labor.  The  law 
authorized  civil  monetary  penalties 
against  hospitals  and  responsible  physi- 
cians of  up  to  $25,000  per  violation.  The 
proposed  recommendation  called  for 
TMA  and  the  AMA  to  actively  pursue 
efforts  to  amend  Section  1 867  of  COBRA 
1985  to:  (a)  publish  implementing  regu- 
lations that  clearly  describe  all  require- 
ments under  the  law;  (b)  provide  for 
early  notice  of  involved  physicians,  as 
well  as  methods  of  enforcement;  (c)  pro- 
vide fair  and  equitable  due  process  for 
physicians  under  investigation  or  poten- 
tial or  actual  penalty;  and  (d)  assure  that 
all  Investigations  be  subject  to  medical 
determinations  by  a duly  authorized 
medical  peer  review  organization. 

Nueces  County  Medical  Society  pre- 
sented a resolution  calling  for  TMA  to  be- 
come unified  in  its  membership  in  the 


AMA  and  for  the  Texas  delegation  to  for- 
ward a similar  resolution  to  the  AMA. 

The  resolution  emphasized  the  impor- 
tance of  the  federation  of  medicine 
showing  a unified  front  in  the  confronta- 
tion with  outside  forces  that  would  regu- 
late and  change  the  traditional  practice 
of  medicine. 

Another  Nueces  County  resolution 
asked  TMA  and  the  AMA  to  oppose  re- 
stricted reimbursement  for  bone  marrow 
needle  biopsies.  The  resolution  noted 
that  in  Special  Part  B Medicare  News- 
letter No  65,  Blue  Cross-Blue  Shield  of 
Texas  has  denied  payment  for  bone  mar- 
row needle  biopsies  except  in  very  lim- 
ited circumstances. 

In  a resolution  titled  “Freedom  to 
Practice  Medicine  in  the  United  States  of 
America,”  Brazoria  County  Medical  So- 
ciety asked  TMA  to  encourage  the  AMA 
“to  represent  its  members  and  insist  that 
the  Congress  of  the  United  States  of 
America  ( 1 ) establish  a method  by  which 
physicians  may  practice  medicine  out- 
side of  unnecessary  regulatory  con- 
straints that  interfere  with  the  physician/ 
patient  relationship;  and  (2)  restrain  all 
third-party  payors  from  purposely  creat- 
ing significant  hardships  for  nonpar- 
ticipating physicians  with  statements  on 
beneficiary  claim  worksheets.” 

A Tarrant  County  Medical  Society  reso- 
lution under  consideration  by  TMA  ac- 
knowledged a shortage  of  bedside  nurses, 
and  asked  that  TMA  and  the  AMA  “op- 
pose the  elimination  of  the  associate  de- 


gree nurse  from  registered  nurse 
licensure,”  a proposal  that  has  been  sanc- 
tioned by  the  American  Nursing  Asso- 
ciation. The  Tarrant  County  resolution 
reasoned,  “The  baccalaureate  nurse  is 
more  apt  to  enter  nurse  specialty  pro- 
grams, public  health  programs,  and  ad- 
ministrative roles  in  hospitals,  thus 
further  shrinking  the  pool  of  bedside 
nurses.” 

A Bexar  County  Medical  Society  reso- 
lution asked  TMA  and  the  AMA  to  con- 
tinue efforts  to  reform  the  system  the 
Health  Care  Financing  Administration 
uses  to  determine  and  inform  patients 
and  physicians  of  “medically  unneces- 
sary” procedures.” 

Directors,  chairmen  gather 
for  CME  conference 

Almost  1 00  administrators  and  physicians 
gathered  in  Austin  for  Texas  Medical  As- 
sociation’s First  Annual  Statewide  Confer- 
ence of  Continuing  Medical  Education 
Coordinators  and  Chairmen.  Following 
the  theme  “A  Blueprint  for  Building,” 
participants  identified  CME  needs  and 
considered  future  directions. 

Joseph  Painter,  MD,  Houston,  opened 
the  conference  by  reminding  the  atten- 
dees that  they  “hold  the  keys  to  main- 
taining physician  competence  and  quality 
of  care.”  Dr  Painter  is  vice  president  of 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center  and  a trustee  of  both  TMA 
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TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 
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able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
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and  the  American  Medical  Association. 

He  told  his  audience,  ‘Tou  hold  the  keys 
to  professional  liability  and  to  peer  re- 
view. You  hold  the  keys  to  moving  the 
advances  in  medicine  to  every  commu- 
nity and  every  practice.  And,  through 
your  evaluation  process,  you  hold  the 
keys  to  assuring  the  public  of  the  excel- 
lence of  the  care  they  receive.” 

“TMA  has  given  the  highest  priority  to 
education  in  1988  and  is  bringing  the  full 
weight  of  its  resources  behind  this 
effort,”  Dr  Painter  added. 

Joining  Dr  Painter  on  the  program 
were  Frances  Maitland,  Chicago,  assistant 
secretary,  Accreditation  Council  for  Con- 
tinuing Medical  Education,  speaking  on 
“CME:  The  National  Perspective,”  and 
Thomas  Pester,  MD,  El  Paso,  chairman  of 
TMA’s  Committee  on  Continuing  Educa- 
tion, on  the  Texas  perspective.  Mark 
Manley,  MD,  Bethesda,  discussed  “Educa- 
tion’s Role  in  Fighting  Cancer.”  Dr  Man- 
ley  is  medical  officer  for  the  smoking, 
tobacco,  and  cancer  program.  National 
Cancer  Institute. 

Other  program  participants  offered  in- 
formation on  TMA’s  continuing  medical 
education  resources,  the  Physician  On- 
cology Education  Program,  accreditation 
of  CME  programs,  program  promotion, 
and  program  evaluation. 

The  Eirst  Annual  Statewide  Conference 
of  Continuing  Medical  Education  Coordi- 
nators and  Chairmen  took  place  April 
14—15,  1988,  at  Austin’s  Driskill  Hotel. 

More  than  4,000  attend 
practice  management  workshops 

More  than  4,000  physicians  and  their 
office  staff  and  spouses  attended  Texas 
Medical  Association’s  practice  manage- 
ment workshops  during  1987.  The  86 
workshops  focused  on  seven  topics:  how 
to  get  started  in  medical  practice;  insur- 
ance claims  preparation,  coding,  and 
documentation;  how  to  improve  third- 
party  reimbursement;  marketing  tech- 
niques for  a successful  practice;  how  to 
run  a more  profitable  practice;  increasing 
net  worth;  gearing  up  for  retirement;  and 
medical  office  management. 

The  Council  on  Member  Services  has 
set  a goal  of  maintaining  high  quality 
workshops  and  increasing  workshop 
revenue  by  10%  while  cutting  expenses 


by  10%  over  1987  figures. 

In  January  and  Eebruary  1988,  more 
than  1,500  attendees  learned  about  “Maxi- 
mizing MAAC  in  ’88”  during  a workshop 
presented  in  1 1 Texas  cities. 

A list  of  practice  management  work- 
shops regularly  appears  in  the  “Continu- 
ing Education  Directory”  of  Texas 
Medicine.  Eor  information  on  those  cur- 
rently scheduled,  see  page  9 1 of  this 
issue  or  contact  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX 
78701,  phone  (512)  477-6704. 


HEALTH  UNE 


Information  available 
on  pesticide  poisoning 

The  National  Pesticides  Telecommuni- 
cations Network  provides  information 
on  the  recognition  of  pesticide  poison- 
ing and  recommended  treatment  proto- 
cols. Physicians  who  encounter  an  emer- 
gency involving  acute  pesticide  exposure 
may  contact  the  toll-free  service 
(1-800-858-7378)  24  hours  a day,  365 
days  a year.  Additionally,  pesticide  con- 
tainer labels  provide  precautionary  infor- 
mation and  treatment  procedures,  and 
regional  poison  control  centers  offer 
comprehensive  toxicological  data. 

Printed  information  is  available  from 
the  Environmental  Protection  Agency 
(EPA),  which  has  published  its  third  edi- 
tion of  “Recognition  and  Management  of 
Pesticide  Poisonings”  (EPA-540/9-80005) 
and  an  informative,  non-technical  “Citi- 
zen’s Guide  to  Pesticides.”  Both  publica- 
tions may  be  obtained  from  the  agency’s 
Office  of  Pesticides  and  Toxic  Substances 
in  Washington,  DC,  or  requested  from 
any  of  its  ten  regional  offices. 

In  Texas,  acute  occupational  pesticide 
poisoning  is  reportable  in  accordance 
with  the  1985  Texas  Occupational  Dis- 
ease Reporting  Law.  Physicians  with  case 
reports  should  contact  their  local  or  re- 
gional health  department. 

Also,  physicians  who  are  aware  of  any 
adverse  effects  from  a particular  pesti- 
cide exposure  are  urged  to  contact  the 
EPA  with  the  details  of  the  incident  by 
writing  or  phoning  Prank  Davido,  Hazard 


Evaluation  Division  (TS-769C),  Office  of 
Pesticide  Programs,  EPA,  401  M Street 
SW,  Washington,  DC  20460,  telephone 
(703)  557-0576.  Medical  records  will  be 
considered  confidential. 


Form  helps  physicians  report 
adverse  drug  reactions 

Physicians  who  detect  adverse  drug  reac- 
tions (ADRs)  arc  urged  to  use  the  self- 
mailing form  on  the  next  page  to  report 
these  to  the  Food  and  Drug  Administra- 
tion (FDA).  The  form  may  be  photo- 
copied for  repeated  use.  The  FDA  is 
particularly  interested  in  ADRs  involving 
newly-approved  drugs,  but  it  is  appropri- 
ate to  report  any  suspected  adverse  reac- 
tion to  any  drug.  The  reporting  physician 
need  not  be  certain  that  a causal  connec- 
tion exists  between  the  drug  and  the  un- 
usual observation. 

The  FDA  uses  ADR  surveillance  to  de- 
tect potential  safety  problems  of  mar- 
keted drugs.  Limitations  in  preapproval 
testing,  such  as  the  size  and  duration  re- 
strictions of  human  clinical  trials,  make 
ADR  surveillance  crucial  to  providing 
needed  information  about  drugs.  In  addi- 
tion to  providing  early  warning  signals 
about  major  unsuspected  hazards,  ADR 
surveillance  contributes  to  the  routine 
updating  of  recommendations  for  use, 
precautions,  and  warning  information 
provided  with  marketed  pharmaceuticals. 

FDA  publishes  new  edition 
of  Approved  Drug  Products  book 

The  1 988  edition  of  the  Food  and  Drug 
Administration’s  Approved  Drug  Prod- 
ucts With  Therapeutic  Equivalence 
Evaluations  is  now  available.  Known  as 
the  “Orange  Book,”  the  publication  con- 
tains the  official  list  of  all  drug  products 
approved  by  the  FDA  for  safety  and  effec- 
tiveness. It  is  particularly  helpful  in  de- 
termining the  therapeutic  equivalence  of 
various  formulations. 

The  publication  is  used  by  state  health 
agencies,  physicians,  and  pharmacists  in 
the  administration  of  drug  product  selec- 
tion laws.  It  also  promotes  public  educa- 
tion in  the  area  of  drug  product  selection 
and  fosters  containment  of  health  costs. 

The  publication  and  its  monthly  cumu- 
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4 DATE  OF  REACTION  ONSET 
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□ PATIENT  DIED 

□ REACTION  TREATED  WITH  Rx  DRUG 
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□ NONE  OF  THE  ABOVE 

7, SUSPECT  DRUG(S)  (Give  Manufacturer  Name) 

0 REASON  FOR  USEOF  DRUG(S) 

9 ROUTE 

10  TOTAL  DAILY  DOSE 

11  DATES  OF  ADMINISTRATION 

12,  OTHER  DRUGS  TAKEN  CONCOMITANTLY  AND  DATES  OF  ADMINISTRATION  (Exclude  Those  Used  to  Treat  Reaction) 


13,  RELEVANT  TESTS  LABORATORY  DATA  MEDICAL  HISTORY  DECHALLENGE  RECHALLENGE 


14  HEALTH  PROFESSIONAL  S NAME,  ADDRESS  AND  TELEPHONE  NUMBER 

Note:  Submission  of  a report  does  not  necessarily 

constitute  an  admission  that  the  drug  caused  the 

adverse  reaction. 

(See  below) 
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FORM  FDA  1639a  (7/86)  PREVIOUS  EDITION  MAY  BE  USED 


For  new  drugs  all  suspect  serious  reactions  should  be  reported.  For  other  drugs,  serious  reactions  not  listed  in  the  label  are  of  interest.  For  questions  call: 
301/443-4580.  Patient  and  reporter  identification  is  held  in  confidence. 
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Licensure  of  varicella  virus 
vaccine  delayed 

Licensure  in  the  US  of  a live  varicella 
virus  vaccine,  initially  developed  in 
Japan,  has  been  under  study  for  a number 
of  years  and  continues  to  be  delayed,  ac- 
cording to  the  Infectious  Disease  Branch 
of  the  California  Health  and  Welfare 
Agency.  Reasons  for  the  delay  involve 
some  or  all  of  the  following: 

( 1 ) Unacceptable  variation  ( to  the 
FDA ) in  certain  parameters  measured  on 
vaccine  test  lots  produced  so  far. 

( 2 ) Adverse  effects  on  immunocom- 
promised children.  Even  when  the  vac- 
cine is  given  to  childhood  leukemia 
patients  whose  disease  is  in  remission 
and  who  have  been  off  chemotherapy  for 
seven  days,  1%  to  5%  of  vaccinees  de- 
velop varicella  illness  from  the  vaccine 
that  is  severe  enough  to  merit  considera- 
tion of  treatment  with  antiviral  agents. 

( Immunocompromised  children  with 
leukemia  have  a 90%  seroconversion 
rate  with  this  vaccine  and  experience  an 
85%  protective  efficacy,  though  it  ap- 
pears that  immunity  wanes  fairly  rapidly. ) 

(3)  Lower  than  expected  protective 
efficacy  in  adults.  Seroconversion  rates  in 
susceptible  adults  given  the  vaccine  have 
been  as  low  as  85%  and  actual  protective 
efficacy  may  be  as  low  as  50% . While  the 
50%  for  whom  the  vaccine  fails  and  who 
develop  varicella  on  subsequent  ex- 
posure have  a very  mild  illness,  they  still 
are  contagious.  Thus,  immunizing  suscep- 
tible medical  staff  may  not  be  as  effective 
in  stopping  nosocomial  transmission  as 
had  been  hoped. 

(4)  Theoretical  concerns  have  been 
raised  about  a possible  increased  inci- 
dence of  herpes  zoster  later  in  life  among 
vaccinees,  as  compared  to  persons  who 
have  had  wild  varicella  virus  infection; 
evidence  gathered  to  date,  however,  does 
not  support  this  concern. 

( 5 ) Fears  about  an  age  shift  in  vari- 
cella cases.  The  protective  efficacy  of  the 


vaccine  in  normal  children  appears  to  be 
around  95%,  and  limited  data  from  Japan 
suggest  that  among  those  who  develop 
the  antibody,  97%  still  retain  it  ten  years 
later.  However,  concern  has  been  ex- 
pressed that  routine  immunization  of 
normal  children  might  actually  lead  to  an 
increased  incidence  of  adult  varicella  for 
one  or  more  of  the  following  reasons: 

(a)  Possible  waning  of  immunity  a few 
decades  after  immunization. 

(b)  A “lost  generation”  phenome- 
non— a large  cohort  of  children  missing 
the  vaccine  because  they  are  too  old  for 
routine  immunization  at  the  time  of  li- 
censure and  who  also  miss  the  disease  in 
childhood  because  immunization  of 
other  children  reduces  circulation  of  the 
wild  varicella  virus. 

(c)  Continuing  numbers  of  children 
remaining  unimmunized  because  of  the 
vaccine  cost  and  missing  the  disease  in 
childhood  because  immunization  of 
other  children  reduces  circulation  of  the 
wild  virus.  The  prospective  vaccine  price 
has  been  rumored  to  be  as  high  as  $20  to 
$25  per  dose,  which  may  discourage 
some  states  from  incorporating  varicella 
vaccine  into  school  immunization  laws 
and  also  may  limit  public  immunization 
programs.  Thus,  a large  proportion  of 
children  might  reach  adulthood  without 
immunity  to  varicella,  in  contrast  to  the 
current  situation  in  which  more  than 
95%  of  adults  are  immune  by  virtue  of 
infection  in  childhood. 

Since  the  varicella  case-fatality  rate  for 
adults  is  estimated  to  be  20  times  that  of 
children  who  are  infected  with  varicella 
between  the  ages  of  1 and  1 5 years,  it  ob- 
viously is  undesirable  to  allow  the  pro- 
portion of  susceptible  adults  in  the 
population  to  increase. 

Despite  these  reasons  for  delaying  li- 
censure of  a live  varicella  virus  vaccine, 
the  Infectious  Disease  Branch  reports 
that  an  attempt  may  be  made  in  1988  or 
1989  to  license  the  vaccine. 
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HCFA  proposes  changes 
in  PRO  regulations 

Ongoing  efforts  by  Texas  Medical  Asso- 
ciation and  the  American  Medical 
Association  have  prompted  the  Health 
Care  Financing  Administration  to  pro- 
pose changes  to  the  regulations  govern- 
ing peer  review  organizations  (PROs).  At 
press  time,  comments  on  the  proposed 
changes,  which  were  published  in  the 
March  16,  \9SS,  Federal  Register, 'weve 
under  consideration. 

One  amendment  would  require  that 
PROs  use  physician  reviewers  who  prac- 
tice in  settings  similar  to  those  of  physi- 
cians whose  services  are  under  review 
when  making  initial  denial  recommenda- 
tions. An  exception  would  be  provided  if 
the  PRO  determines  that  such  reviews 
are  not  available. 

The  AMA  reports  that  the  proposed 
rules  also  include  the  following  changes: 

( 1 ) PROs  would  be  required  to  use  a 
reconsideration  reviewer  who  is  a board- 
certified  or  board-eligible  physician  in 
the  type  of  services  under  review. 

( 2 ) PROs  would  be  required  to  dis- 
cuss their  administrative  and  review  pro- 
cedures with  health  care  facilities  and 
physicians  in  the  area.  (Current  regula- 
tions require  PROs  to  discuss  these  pro- 
cedures only  with  facilities. ) 

( 3 ) PROs  would  be  required  to  share 
information  with  state  licensing  or  cer- 
tification agencies  or  with  national  ac- 
creditation bodies  that  request  confi- 
dential information  relating  to  a specific 
case  or  possible  pattern  of  substandard 
care  to  the  extent  that  the  information  is 
required  by  the  requesting  agency  or 
body  to  carry  out  official  functions.  (Cur- 
rent regulations  require  PROs  to  disclose 
this  information  only  to  licensing  and 
certification  bodies,  not  to  accreditation 
bodies. ) 

(4)  Consumer  representation  on  PRO 
governing  boards  would  be  based  on 

a sliding  scale  or  a fixed  percentage 
requirement. 

(5)  PROs  would  be  required  to  pay 
hospitals  for  photocopying  and  for  mail- 
ing records  for  off-site  review. 
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potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients  _ 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 


© 1988,  CIBA. 
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The  World’s 
Most  Popular  K 

For  good  reasons 

□ It  works— a 12 -year  record  of  efficacy' 

□ it^S  safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ if  S acceptable  vs  liquids-greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ It’s  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ Ifs  economical— less  expensive  than  all  other  leading  KCI  slow-release 
supplements  on  a per  tablet  cost  to  the  patient ' 

Sknv-K 

potassium  chloride 
slow-release  tablets  s mEq  (6oo  mg) 


For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects, 
t Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic -treated  hypertensives  (n  - 20)  over  8 weeks. 

C 1 B A 


References:  1.  Data  on  file,  CIBA  Pharmaceutical  Company  2.  Skoutakis 
VA,  Acchiardo  SR,  Wojciechowski  NJ.  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety  Pharmacotherapy  1980:4(6);392-397 
3.  Skoutakis  VA.  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slow-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  with  thiazide  diuretics  Drug  Intell  Clin  Pharm 
1987:21 :436-440 


Slow-K* 

potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIOUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1.  Fnr  therapeutic  use  ih  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2.  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium IS  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  lor  congestive  heart  failure,  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing 
nephropathy,  and  certain  diarrheal  states 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  tor  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a hormal  dietary  pattern  Serum  potassium  should  be  checked  periodically, 
however,  and  il  hypokalemia  occurs,  dietary  supplemehtation  with  potas- 
sium-contaihing  foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated 
CONTRAINDICATIONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e.g..  spironolactone,  triamterene)  (see  OVERDOSAGE) 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

Satients  with  esophageal  compression  due  to  an  enlarged  left  atrium, 

warnings 

Hyperkalemia  (See  OVERDOSAGE) 

In  patients  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretioh,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  aoministration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stehotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  fnese  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  in|ures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rale  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  iess  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years,  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  for  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets 
To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
astroinfestinal  bleeding  is  noticed. 

aboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics  see  WARNINGS 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 

Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 

Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
iven  to  a pregnant  woman  only  if  clearly  needed. 

ursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS. WARNINGS,  and  OVERDOSAGE),  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing, ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS): other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting , abdominal  discomfort,  and  diarrhea  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose 
Skin  rash  has  been  reported  rarely, 

OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  if 
excretory  mechanisms  are  impaired  or  if  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS)  It  is  important  to  recognize  tnat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8,0  mEq/L)  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L) 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics:  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate.  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  beeh  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  the  total  body  store.  Dosage 
must  be  adjusted  to  the  Individual  needs  of  each  patient  but  Is  typically  in  the 
range  of  20  mEq  per  day  for  the  preventioh  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  in  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed. chewed,  or  sucked 
HOW  SUPPLIED 

Tablets— &X  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round,  buff 
colored,  sugar-coated  (Imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  NDC  0083-0165-40 

Consumer  Pack— One  Unit 

12  Bottles— 100  tablets  each NDC  0083-0165-65 

Accu-Pak®  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86°F  (30°C)  Protect  from  moisture.  Protect  from  light. 

Dispense  in  light,  light-resistant  container  (USP) . 


Dist.  by: 

CIBA  pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 

Summit,  New  Jersey  07901  C87-31  (Rev  8/87) 

CIBA  128-3568-A 


HCFA  releases  funds 
to  help  Medicare  carriers 

The  American  Medical  Association  re- 
ports good  news  for  tightly  budgeted 
Medicare  carriers  who  are  hard  pressed 
to  meet  their  steadily  expanding  govern- 
ment obligations.  The  Health  Care  Financ- 
ing Administration  has  advised  that  it  will 
release  $57.4  million  in  fiscal  year  1988 
contingency  funds  to  carriers  to  facilitate 
their  ability  to  comply  with  new  billing 
requirements  mandated  in  the  Omnibus 
Budget  Reconciliation  Act 
of  1987. 

An  AMA  communication  indicates  that 
Medicare  carriers  and  fiscal  intermedi- 
aries will  use  most  of  the  funds  to  meet 
altered  deadlines  for  paying  providers. 

Effective  July  1 , carriers  are  to  hold  all 
claims  for  10  days  and  to  pay  95%  of 
clean  claims  in  26  days.  HCFA  already 
has  freed  $14.7  million  of  the  contin- 
gency funds.  Indirectly,  the  additional 
funding  may  ease  other  pressures  on  car- 
riers, but  it  will  not  strengthen  their  ca- 
pabilities to  develop  claims,  the  AMA 
notes. 


Joint  Commission  to  survey 
home  care  organizations 

Community-based  and  hospital-based 
home  care  organizations  became  eligible 
for  survey  by  the  Joint  Commission  on 
Accreditation  of  Healthcare  Organiza- 
tions June  1,  1988. 

The  home  care  standards  apply  to: 
home  health  care  agencies  offering 
skilled,  intermittent  care,  private  duty 
agencies  providing  care  at  home,  intra- 
venous therapy  companies  administering 
drugs  in  the  home,  durable  medical 
equipment  companies  providing  equip- 
ment and  patient  or  client  instruction  in 
the  home,  organizations  providing  only 
personal  care  or  chore  services,  re- 
habilitation organizations  providing 
therapy  services  in  the  home,  organiza- 
tions providing  respiratory  services 
in  the  home,  and  pediatric  home  care 
agencies. 

“Great  emphasis  will  be  placed  on 
home  visits  and  interviews  with  home 
care  staff,  patients,  and  clients,”  accord- 
ing to  Barbara  McCann,  director  of  the 
Joint  Commission’s  accreditation  pro- 


gram for  hospice  care  and  the  home  care 
accreditation  program. 


CAPITAL  COMMENTS 


Council,  trustees  OK  strategy 
to  improve  malpractice  climate 

Texas  Medical  Association’s  Council  on 
Legislation  and  Board  of  Trustees  have 
approved  a strategy  for  reducing  the  inci- 
dence of  medical  malpractice,  reducing 
the  incidence  and  severity  of  medical  lia- 
bility claims,  and  stabilizing  medical 
liability  insurance  rates.  The  plan  also 
seeks  to  inform  legislators  and  physicians 
of  the  adverse  societal  and  medical  con- 
sequences of  the  state’s  current  liability 
system  and  enlist  their  support  for  po- 
litical, legal,  regulatory,  and  judicial 
solutions. 

The  plan  makes  four  key  assumptions: 

( 1 ) The  alarming  increase  in  both  in- 
cidence and  severity  of  malpractice 
claims  is  largely  attributable  to  decisions 
and  rulemaking  efforts  of  the  Texas  Su- 
preme Court. 

( 2 ) Legislators  will  not  address  pro- 
posed remedies  unless  they  have  been 
proven  to  work. 

(3)  Liability  limits  may  not  be  consti- 
tutional. 

(4)  Any  legislation  that  limits  medical 
liability  will  face  its  most  severe  test  in 
the  Texas  Senate,  where  the  vote  is  close. 

Fundamental  to  TMA’s  strategy  is  docu- 
menting the  limitations  on  both  quality 
and  quantity  of  medical  care  under  the 
current  liability  system.  The  association 
is  involved  in  a number  of  supportive  re- 
search activities. 

A report  from  the  Council  on  Legisla- 
tion notes,  “The  success  of  any  legislative 
remedies  is  inextricably  tied  to  TMA’s 
ability  to  prove  their  efficacy,  thus  justify- 
ing the  trade-off  between  limiting  a phy- 
sician’s liability  and  the  damage  awards 
to  the  injured  plaintiff  in  exchange  for 
stabilizing  medical  liability  insurance  pre- 
miums and  restoring  access  to  proper 
medical  care  for  those  displaced  classes 
of  patients.” 


Bill  would  permit  contracts 
that  forgo  Medicare  benefits 

The  American  Medical  Association  has 
endorsed  a bill  that  would  permit  physi- 
cians and  Medicare  patients  to  exclude 
themselves,  through  mutual  agreement, 
from  the  purview  of  the  Medicare 
program. 

Introduced  by  Sen  Malcolm  Wallop 
(R-Wyo),  the  measure,  S 2181,  would 
permit  patients  to  exempt  themselves 
from  present  rigid  Medicare  restrictions 
on  charges  for  physician’s  services  by  en- 
tering into  private  agreements  not  to 
seek  payment  under  Medicare.  The  AMA 
reports  that  some  patients  have  asked 
physicians  to  bill  them  at  their  usual  and 
customary  fee  levels  through  an  arrange- 
ment that  would  be  entirely  outside  the 
scope  of  the  Medicare  program,  but  cur- 
rent law  prohibits  this  practice.  Wallop’s 
proposal  would  enable  patients  and  phy- 
sicians to  enter  strictly  voluntary  agree- 
ments allowing  the  patient  to  accept 
personal  responsibility  for  professional 
services  charges  that  may  be  higher  than 
those  allowable  under  the  maximum 
allowable  actual  charge  (MAAC)  program 
if  they  do  not  seek  Medicare  payment. 

In  a letter  of  endorsement,  the  AMA 
pointed  out  that  the  Health  Care  Financ- 
ing Administration  has  advised  that  a 
physician  will  be  restricted  to  MAAC 
limits,  even  in  those  instances  where  a 
patient  clearly  desires  to  have  care  pro- 
vided outside  the  scope  of  Medicare. 

This  interpretation,  the  communication 
said,  “effectively  denies  the  concept  of 
freedom  to  contract,  and  it  makes  every 
physician  who  agrees  to  provide  services 
to  a Medicare  patient,  willingly  or  not,  a 
provider  under  the  Medicare  program.” 

Alex  Short  joins  association 
as  director  of  TEXPAC 

Alex  Short,  a former  member  of  the 
Texas  Legislature,  is  Texas  Medical  Asso- 
ciation’s new  director  of  political  educa- 
tion. His  areas  of  responsibility  include 
direction  of  the  Texas  Medical  Political 
Action  Committee  (TEXPAC). 

During  two  terms  in  the  Texas  House 
of  Representatives,  Mr  Short  served  on 
committees  dealing  with  state  affairs,  la- 
bor and  employment.  House  administra- 
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tion,  law  enforcement,  and  public  health. 

During  the  70th  Legislature,  convened 
in  1987,  Mr  Short  was  a consultant  for 
the  Texas  Department  of  Mental  Health 
and  Mental  Retardation.  As  a represen- 
tative of  Sen  John  Traeger,  Mr  Short  lob- 
bied on  the  tort  reform  issue  against  the 
trial  lawyers.  At  the  close  of  the  70th  ses- 
sion, he  represented  TDMHMR  full  time 
as  director  of  governmental  relations. 

In  his  native  Texarkana,  Mr  Short  was 
vice  president  of  Short  Realtors,  a family 
real  estate  firm. 


NEWSMAKERS 


R.  KELLY  HILL,  JR,  MD,  was  chosen 
president-elect  for  1 990  of  the  Gulf 
Coast  Chapter  of  the  Undersea  and  Hy- 
perbaric Medical  Society.  Dr  Hill  is  direc- 
tor of  hyperbaric  medicine  at  Memorial 
City  Medical  Center  in  Houston. 

lAURA  JONES,  a student  at  The  Univer- 
sity of  Texas  at  Austin,  won  first  prize  in 
the  health  feature  category  in  a new 
AMA-sponsored  contest  that  recognizes 
top  student  journalists.  She  received  the 
Columbia  Scholastic  Press  Association 
Gold  Circle  Award  in  Health  Reporting 
for  her  article,  “Waking  up  to  ‘Safe  Sex’.” 

JAMES  P.  McCULLEY,  MD,  Dallas,  was  ap- 
pointed to  the  executive  committee  of 
the  National  Eye  Trauma  System,  to  the 
board  of  directors  of  the  Contact  Lens 
Association  of  Ophthalmologists,  and  also 
to  the  board  of  directors  of  the  Eye  Bank 
Association  of  America.  Dr  McCulley  is 
chairman  of  the  Department  of  Ophthal- 
mology at  The  University  of  Texas  South- 
western Medical  Center  at  Dallas. 

Gov  Bill  Clements  appointed  RICHARD 
ALBERT  DUNLAP  MORTON,  JR,  MD,  El 
Paso,  to  the  Texas  State  Board  of  Medical 
Examiners  to  replace  CARLOS  GODINEZ, 
MD,  McAllen,  who  resigned.  The  term 
extends  to  April  1991.  Dr  Morton  is  a 
otolaryngologist  and  a former  presi- 
dent of  the  Texas  Otolaryngological 
Association. 


R.M.  “ROD”  NUGENT,  MD,  has  been  ap- 
pointed to  the  State  Commission  on  Judi- 
cial Conduct  that  serves  as  a watchdog 
over  the  Texas  judiciary.  Dr  Nugent  is  a 
pathologist  in  Amarillo. 

PEDRO  A.  RUBIO,  MD,  was  installed  as 
president  of  the  United  States  Section  of 
the  International  College  of  Surgeons 
during  the  college’s  50th  Convocation  in 
New  Orleans.  Dr  Rubio  is  a thoracic  sur- 
geon in  Houston. 


Change  of  address? 

Please  send  the  mailing  label  from  your 
Journal,  together  with  your  new  address, 
to: 

Membership  Department 
Texas  Medical  Association 
1801  North  Lamar  Blvd. 

Austin,  TX  78701 
(Yes,  even  if  you're  not  a TMA 
member . . .) 


The  double 
challenge  has 
never  been  simpler 

PENNWALT  ANNOUNCES  A NEW 
FIRST-LINE  DIURETIC /ANTIHYPERTENSIVE  PRODUCT 
FOR  THE  TREATMENT  OF  MILD  TO 
MODERATE  HYPERTENSION. . . . 


Introducing 
the  simple  logic 
of  dose- balanced 

MICROX°(metolazone) 

ONE  DAILY  DOSE  OF 
' I MICROX^(METOLAZONE) 

¥2  MG  TABLETS  PROVIDES 
AN  OPTIMAL  BALANCE 
BETWEEN  EFFICACY 
AND  LOSS  IN  THERAPY 
FOR  MILD  TO  MODERATE 
HYPERTENSION 


© 1988  Pennwalt  Corporation 


BALANCED  FOR 

FIRST-LINE  ANTIHYPERTENSIVE  EFFICACY 

One  tablet  daily  of  new  MICROX  controlled  BP  to  <90  mm  Hg 
or  by  o toll  of  >10  mm  Hg  in  51%  and  58%  of  patients  (two 
studies)  with  predominately  mild  hypertension.^ 

BALANCED  TO  HELP  CONTROL  K " LOSS 

In  double-blind,  controlled  clinical  trials,  simple  qd  treatment 
with  MICROX  92  mg  Tablets  for  periods  up  to  six  weeks  resulted 
in  mean  levels  of  approximately  4.0  mEq/L.^ 

MICROX  is  the  preferred  form  of  metolazone  for  treating  new  patients  with  miid  to  moderate  hypertension, 
MICROX  is  not  interchangeable  with  other  formulations  of  metolazone  that  are  indicated  for  edema. 
MICROX  may  be  used  with  ACE  inhibitors. 


WITH  SIDE  EFFECTS  COMPARABLE  TO  PLACEBO^ 


Adverse 

Reaction 

MICROX* 

(n=226) 

Percentages 

PLACEBO 

(n=27) 

Percentages 

Dizziness  (light-headedness) 

10.2 

7.4 

Headaches 

9,3 

14.8 

Muscle  cramps 

5.8 

3,7 

Fatigue,  (malaise,  lethargy,  lassitude) 

4.4 

7.4 

Joint  pain,  swelling 

3.1 

3.7 

Chest  pain  (precordial  discomfort) 

2.7 

0.0 

Patients  should  have  serum  electrolyte  measurements  done  at  appropriate  intervals 
and  should  be  observed  for  clinical  signs  of  fluid  and/or  electrolyte  imbalance. 

See  package  circular  for  additional  adverse  reactions,  warnings,  and  precautions. 


AND  A COST  LOWER  THAN  LEADING 
ANTIHYPERTENSIVE  BRANDS 

MICROX  controls  BP  at  a price  well  below  beta  blockers,  calcium 
channel  blockers,  ACE  inhibitors,  and  other  branded  diuretics.*' 

'Based  on  average  wholesale  prices  of  bottles  of  100,  from  Red  Book  Update.  November  1987. 

’Diuretics  such  as  Hygroton®  and  Lozal®.  Hygroton  and  Lozol  are  trademarks  of  Rorer  Pharmaceuticals. 
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meto  ozone 
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Actual  size 


Please  see  next  page  for  summary  of  prescribing  informafion. 


NEW  V2  mg  Tablets 


/ 

\ 


meto  ozone 


• Dose -balanced  efficacy 
and  loss 

• Once-a-day  dosing 

• Costs  less  than  leading 
branded  anti  hypertensives 

• Side  effects  comparable 
to  placebo 


REFERENCES 

1,  Curry  CL  Janda  SM,  Harris  R,  et  al:  Clinical  studies 
of  a new,  low-dose  formulation  of  metolazone  for  the 
treatment  of  hypertension.  Clin  Ther  1986;9:47-62. 

2.  Data  on  file,  Pennwalt  Prescription  Division. 


Brief  Summary  of  prescribing  information 

DO  NOT  INTERCHANGE:  MICROX®  TABLETS  ARE  A RAPIDLY  AVAILABLE  FORMULATION  OF  METOLAZONE 
FOR  ORAL  ADMINISTRATION.  MICROX  TABLETS  ARE  MJJI  THERAPEUTICALLY  EQUIVALENT  TO  ZAROX- 
OLYN®  TABLETS.  FORMULATIONS  BIOEQUIVALENT  TO  MICROX  AND  FORMULATIONS  BIOEQUIVALENT 
TO  ZAROXOLYN  SHOULD  Mja  BE  INTERCHANGED  FOR  ONE  ANOTHER, 

INDICATIONS  AND  USAGE  Microx  Tablets  are  indicated  tor  the  treatment  ot  hypertension,  clone  or  In 
combination  with  other  antihypertensive  drugs  ot  0 different  class. 

MICROX  TABLETS  HAVE  NOT  BEEN  EVALUATED  FOR  THE  TREATMENT  OF  CONGESTIVE  HEART  FAILURE 
OR  EDEMA  DUE  TO  RENAL  OR  HEPATIC  DISEASE,  MICROX  TABLETS  SHOULD  NOT  BE  USFD  WHEN 
DIURESIS  IS  DESIRED. 

USAGE  IN  PREGNANCY  The  routine  use  of  diuretics  is  inappropriate  and  exposes  mother  and  fetus  to 
unnecessary  hazard.  Diuretics  do  not  prevent  development  of  toxemia  of  pregnancy,  and  there  ispo 
evidence  that  they  ore  useful  in  the  treotment  of  developed  toxemia.  See  PRECAUTIONS. 
CONTRAINDICATIONS  Anurio,  hepotic  coma  or  pre-como,  known  ollergy  or  hypersensitivity  to 
metolazone 

WARNINGS  Rarely,  the  rapid  onset  of  severe  hyponatremia  and/or  hypokalemio  has  been  reported 
following  initlol  doses  of  thiazide  and  non-thiazide  diuretics.  When  symptoms  consistent  with  electro- 
lyte imbalance  appear  rapidly,  drug  should  be  discontinued  and  supportive  measures  should  be  initiated 
immediately.  Porenterol  electrolytes  may  be  required.  Appropriateness  of  theropy  with  this  doss  of  drug 
should  be  carefully  re-evaluofed.  Hypokalemia  may  occur  with  consequent  weakness,  cromps,  and 
cardiac  dysrhythmias.  Serum  potassium  should  be  determined  at  regular  Intervals,  and  dose  reduction, 
potossium  supplementation  or  addition  of  0 potassium-sparing  diuretic  instituted  whenever  indicoted, 
Hypokalemio  is  0 porticular  hazard  in  patients  who  ore  digitalized  or  who  have  or  have  had  a ventricular 
arrhythmia;  dangerous  or  fotol  arrhythmias  may  be  precipitated.  Hypokalemia  is  dose  relofed 

In  general,  diuretics  should  not  be  given  concomitantly  with  lithium  because  they  reduce  its  renal 
clearance  and  add  a high  risk  of  lithium  toxicity.  Unusually  lorge  or  prolonged  losses  of  fluids  and 
electrolytes  may  result  when  metolazone  is  administered  concomitantly  to  patients  receiving  furose- 
mide  (see  DRUG  INTERACTIONS).  When  Microx  Tablets  are  used  with  other  antihypertensive  drugs, 
particular  core  must  be  taken  to  avoid  excessive  reduction  of  blood  pressure,  especially  during  initini 
therapy  Cross-allergy,  while  not  reported  to  date,  theoretically  may  occur  when  Microx  Tablets  are  given 
to  patients  known  to  be  allergic  to  sulfonamide-derived  drugs,  thiozides,  or  quinethazone. 

PRECAUTIONS  Formulations  bioequivalent  to  Microx  and  formulotions  bioequivalent  to  Zaroxolyn  should 
not  be  interchanged  for  one  another.  All  potients  receiving  therapy  with  Microx  Tablets  should  hove 
serum  electrolyte  measurements  done  at  appropriate  intervals  and  be  observed  for  clinical  signs  of  fluid 
and/or  electrolyfe  imbalonce;  namely,  hyponatremia,  hypochloremic  alkalosis,  and  hypokalemio.  In 
potients  with  severe  edema  accompanying  cordioc  failure  or  renal  disease,  a low-salt  syndrome  moy  be 
produced,  especially  with  hot  weather  and  0 low-solt  diet  Serum  and  electrolyte  determinations  are 
particularly  importont  when  the  patient  has  protracted  vomiting,  severe  diarrhea,  or  is  receiving  paren- 
teral fluids.  Warning  signs  of  imbalance  are:  dryness  of  mouth,  thirst,  weakness,  lethargy,  drowsiness, 
restlessness,  muscle  pain  or  cramps,  muscle  fatigue,  hypotension,  oliguria,  tachycardia,  and  gastro- 
intestinal disturbances  such  as  nausea  and  vomiting.  Hyponatremia  may  occur  at  any  time  during  long 
term  therapy  and,  on  rare  occasions,  may  be  life  threatening.  The  risk  of  hypokalemia  is  increased  when 
larger  doses  are  used,  when  diuresis  is  rapid,  when  severe  liver  disease  is  present,  when  corticosteroids 
are  given  concomitantly,  when  oral  intake  is  inadequate  or  when  excess  potassium  is  being  lost 
extrarenally,  such  os  with  vomiting  or  diorrheo 

Metolazone  may  raise  blood  glucose  concentrations  possibly  causing  hyperglycemia  and  glycosuria 
in  patients  with  diabetes  or  latent  diabetes  Microx  regularly  causes  on  increase  in  serum  uric  acid  and 
can  occasionally  precipitate  gouty  attacks  even  in  potients  without  0 prior  history  of  them.  Azotemia, 
presumably  pre-renal  azotemia,  may  be  precipitated  during  the  administration  of  Microx  Tablets.  If 
azotemio  and  oliguria  worsen  during  treatment  of  potients  with  severe  renal  disease,  Microx  Tablets 
should  be  discontinued.  Use  caution  when  odministering  Microx  Tablets  to  patients  with  severely 
impaired  renal  funcfian  As  most  of  the  drug  is  excreted  by  the  renal  route,  accumulation  may  occur. 
Orthostatic  hypotension  moy  occur,  this  may  be  potentiated  by  alcohol,  barbiturates,  narcotics,  or 
concurrent  therapy  with  other  antihypertensive  drugs.  Hypercalcemia  has  been  noted  in  a few  patients 
treoted  with  metolazone.  Thiazide  diuretics  have  exacerbated  or  activated  systemic  lupus  erythema- 
tosus and  this  possibility  should  be  considered  with  Microx Toblets. 


DOSE-BALANCED 


DRUG  INTERACTIONS  Furosemide  and  probably  other  loop  diuretics  given  concomitantly  witt 
olazone  con  couse  unusually  large  or  prolonged  losses  of  fluid  and  electrolytes  (see  WARNINGS^ 
When  Microx®  (metolazone)  Tablets  are  used  with  other  antihypertensive  drugs,  care  must  be  token, 
especially  during  initial  therapy.  Dosage  adjustments  of  other  anfihypertensives  may  be  neceS^  1 
hypotensive  effects  of  olcohol,  barbiturates,  and  norcotics  may  be  potentioted  by  the  volumeq 
fraction  that  moy  be  associated  with  metolozone  theropy  Diuretic-induced  hypokalemio  can  I 
the  sensitivity  of  the  myocordium  to  digitalis,  serious  arrhythmias  can  result.  Corticosteroids  c 
may  increose  the  risk  of  hypokalemia  and  increase  salt  ond  water  retention.  Serum  lithium  leveij 
increase  (see  WARNINGS)  Diuretic-induced  hypokalemia  may  enhance  neuromuscular  bloc  _ 
effects  of  curoriform  drugs,  the  most  serious  effect  would  be  respiratory  depression  which  coul^ 
proceed  to  apnea.  Accordingly,  it  may  be  advisable  to  discontinue  Microx  Tablets  three  days  M* 


elective  surgery.  Salicylotes  and  other  non-steroidol  anti-inflammatory  drugs  may  decrease  th* 
hypertensive  effects  of  Microx  Tablets.  Requirements  for  insulin  ond  other  ahtidiabetic  agents  im  oe 
altered  during  administration  of  Microx  Tablets.  Arterial  responsiveness  to  norepinephrine  moy  m 
decreased,  but  not  sufficiently  to  preclude  effectiveness  of  this  pressor  ogent  for  therapeutic  uB 
Efficacy  of  methenamine  may  be  decreased  due  to  urinary  alkalizing  effect  of  metolazone. 
PREGNANCY:  Teratogenic  Effects— Pregnancy  Category  B There  are  no  adequate  ond  well-contrtil^ 
studies  in  pregnant  women.  Because  animal  reproduction  studies  are  not  always  predictive  of  hwo 
response,  Microx  Tablets  should  be  used  during  pregnancy  only  if  clearly  needed.  Metolazone  ci|sse 
the  placental  barrier  and  appears  in  cord  blood 

NURSING  MOTHERS  Metolazone  appears  In  breast  milk.  Because  of  the  potential  for  serious  advice 
reactions  in  nursing  infants  from  metolazone,  a decision  should  be  made  whether  to  discontinu^ui 
or  to  discontinue  the  drug,  taking  into  occount  the  importance  ot  the  drug  to  the  mother.  Not  recoBirn 
ded  for  pediatric  use. 

ADVERSE  REACTIONS  Incidence  reported  in  controlled  clinical  trials  with  Microx  greater  then  2% 
dizziness  (lightheadedness),  headaches,  muscle  cramps,  fatigue  (malaise,  lethargy,  lassitude)^': 
pain,  swelling,  chest  poin  (precordiol  discomfort)  Reported  in  less  than  2%  of  Microx  patients:  |p) 
extremities,  edema,  orthostatic  hypotension,  palpitations,  onxiety,  depression,  dry  mouth,  impolfiKt 
nervousness,  neuropathy,  weakness,  "weird"  feeling,  pruritus,  rash,  skin  dryness,  cough,  epistafc 
itching,  sinus  congestion,  sore  throat,  tinnitus,  abdominal  discomfort  (pain,  bloating),  bitter  taste, 
constipation,  diarrhea,  nausea,  vomiting,  nocturia,  back  pain.  Reported  with  other  marketed  mel|Wcif 
excessive  volume  depletion,  hemoconcentration,  venous  thrombosis,  syocope,  paresthesias,  d«s 
ness,  restlessness  (sometimes  resulting  in  insomnio),  necrotizing  angiitis  (cutaneous  vosculltiS  pui 
puro,  dermatitis,  photosensitivity,  urticaria,  hepatitis,  intrahepatic  cholestatic  jaundice,  pancreolfe 
anorexia,  aplostic  (hypoplosfic)  anemia,  agranulocytosis,  leukopenio,  hypokolemio,  hyponotremio 
hyperuricemia,  hypochloremia,  hypochloremic  alkolosis,  hyperglycemia,  glycosurio,  increase  inrttv 
urea  nitrogen  (BUN)  or  creotinine,  hypophosphatemia,  ocute  gouty  attacks,  transient  blurred  visior 
chills  Associated,  but  not  reported  to  date  tor  metolazone:  sialadenitis,  xonthopsio,  respiratory  ®si: 
(Including  pneumonitis),  thrombocytopenia  and  andphylactic  reactions. 

USUAL  INITIAL  ONCE-DAILY  DOSAGE  For  initial  treatment  of  mild  to  moderate  hypertension,  onR^lic 
Tablet  (1/2  mg)  once  daily.  If  patients  are  inadequately  controlled  with  one  1/2  mg  tablet,  the  dose ' 
be  increased  to  two  Microx  Tablets  ( 1 mg)  once  0 day  An  increase  in  hypokalemia  moy  occur  OsSe; 
larger  thao  1 mg  do  not  give  increased  effectiveness 

HOW  SUPPLIED  Microx  (metolazone)  Tablets,  1/2  mg:  White,  flat-faced,  round  tablets  embossed 
MICROX,  on  one  side  and,  1/2,  on  reverse  side 
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AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  intormatton. 
indications  and  Usage;  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment 
of  active  duodenai  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  is  indicated  lor  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s.  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions;  General—].  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboralory  Tes/s  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — tio  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam.  lidocaine.  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-melabolizing  enzyme 
system;  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3.900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine.  150  mg  bid  . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— K\'NO'iear  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect.  There  was  a dose  related  increase  in  the  density  of 
enterochromattin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  In  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used.  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations).  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mgAg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  ONA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effects -Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect:  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are.  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Woffters— Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  F^jps  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  t/se- Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Pafrerjfs— Ulcer  healing  rales  m elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions;  Clinical  trials  of  nizatidine  included  almost  5,000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1,900  patients  given  nizatidine  and  over  1.300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0.5%  vs  <0  01%).  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine. 

/fepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L).  and  in  a single 
instance.  SGPT  was  greater  than  2,000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular— \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

Endocrine  — C\\r\\ca\  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic— fa\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
/nfegomenfaf— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Of/ie/'— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Ovsrdosage;  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  if  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LDso  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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Plus  tax,  title  and  license.  Prices  subject  to  change  due  to  manufacturers  price  increase  and  interest  rate  fluctuations. 
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be  sure  to  sign  on  the  right, 
on  the  “Dispense  As  Written”  line. 
This  “flags”  both  pharmacist  and  patient 
that  you  want  the  brand  to  be  dispensed. 
And  it  protects  your  decision. 


2 mg  5 mg  10  mg 
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May  Owen  s hand 
in  the  future 


A day  after  her  last  visit  as  a consulting 
pathologist  to  rural  hospital  laborato- 
ries in  Dublin,  Hico,  and  Olney,  May 
Owen,  MD,  died  April  12,  1988,  three 
weeks  before  she  would  have  celebrated 
her  97th  birthday.  Most  who  knew  her 
describe  ‘‘Dr  May"  as  elegant,  serene, 
even  shy.  She  was  undeniably  genteel, 
but  she  also  was  a disturbing  agitating 
force — a pebble  that  woke  a still  lake 
and  incited  ever-widening  rings  of 
vibrating  influence.  One  of  seven  chil- 
dren reared  on  a farm  in  Central  Texas’ 
Falls  County,  Dr  Owen  was  named  May 
for  the  month  of  her  birth.  She  was  the 
first  girl  bom  to  the  family.  She  moved 
to  Fort  Worth  as  a young  woman  to 
pursue  her  long-held  interest  in  medi- 
cine. Poverty  didn’t  stop  her,  she  worked 
part-time  at  Terrell’s  Laboratories,  be- 
ginning as  a messenger  and  animal 
caretaker.  The  widely-held  belief  that 
medicine  was  not  a suitable  profession 
for  a woman  and  her  father’s  disap- 


proval didn’t  stop  her,  she  kept  apply- 
ing to  medical  schools  until  she  was 
accepted. 

Dr  Owen  became  a revered  scientist 
and  humanitarian,  but  she  retained  the 
self-effacing  quality  that  charmed  all 
who  met  her.  Her  scientific  achieve- 
ments, including  the  discovery  that  non- 
absorbable talc  powder  used  in  surgical 
gloves  could  cause  scar  tissue,  adhe- 
sions, and  peritonitis,  changed  medical 
practice.  But,  her  influence  is  most  far- 
reaching  as  it  is  demonstrated  in  her  in- 
terest in  medical  education.  Through 
her  financial  and  personal  investments 
in  the  education  of  future  physicians 
and  other  medical  professionals.  Dr 
Owen  will  affect  medicine  for  genera- 
tions to  come. 

In  this  article,  three  physicians,  whom 
Dr  Owen  affectionately  called  ‘‘my 
boys,  ’’  recall  how  Texas’  first  lady  of 
medicine  touched  their  personal  and 
professional  lives. 


The  May  Owen  Irrevocable  Trust, 

more  commonly  known  as  the  May 
Owen  Student  Loan  Fund,  has  as- 
sets in  excess  of  S 1 million.  Administered 
by  the  Texas  Medical  Association  for 
more  than  20  years,  the  fund  has  helped 
almost  400  students  complete  their  edu- 
cations. Although  it  has  grown  to  promi- 
nence, the  fund  had  an  unpretentious 
birth  when  Fort  Worth  pathologist  May 
Owen,  MD,  wrote  checks  from  her  per- 
sonal bank  account  to  help  aspiring  phy- 
sicians whom  she  considered  her  “pro- 
fessional life  insurance.”  Among  the  first 
to  benefit  from  Dr  Owen’s  generosity 
were  Fort  Worth  physicians  Charles 
Rush,  MD;  David  Pillow,  MD;  and  Bruce 
Jacobson,  MD. 

All  three  physicians  met  Dr  Owen  in 
the  1 940s  when  they  were  pre-med  stu- 
dents at  Texas  Christian  University,  fol- 
lowing military  service  during  World 
War  II.  She  trained  them  as  part-time 
laboratory  technicians  at  Terrell’s  Labora- 


May  Owen,  MD,  the  first  woman  president  of  the 
Texas  Medical  Association,  died  April  12,  1988. 


Pictured  in  I960.  May  Owen,  MD,  accepts  Texas 
Medical  Association's  presidential  gavel  from  her 
predecessor  Franklin  W.  Yeager.  MD  ( right).  Joining 


them  is  Harvey  Renger,  MD,  who  was  president  elect 
that  year. 
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tories,  where  she  was  chief  pathologist. 
While  today’s  loan  program  carries  a low 
interest  rate  that  perpetuates  the  fund, 
Drs  Rush,  Pillow,  and  Jacobson  didn’t  pay 
interest,  nor  did  they  sign  notes.  Dr 
Owen  asked  only  that  they  repay  her 
when  they  could  and,  in  turn,  help  other 
deserving  students. 

Dr  Rush  recalls  that  Dr  Owen  “liked  to 
loan  money  for  tuition  and  books  only. 
She  expected  us  to  earn  our  own  living. 


and  we  borrowed  just  as  little  as  we 
could  to  put  us  through  school”  How- 
ever, Dr  Pillow  notes  an  exception  to 
that  rule.  “After  I finished  my  residency 
at  John  Peter  Smith  Hospital,  I was  flat 
broke,  and  I had  four  kids.  She  loaned  me 
S200  to  S300  a month  to  eat  on  that  first 
year  in  practice” 

Dr  Rush  adds  that  while  Dr  Owen  later 
established  a scholarship  program  for 
nurses,  “earlier  in  her  life,  she  did  not  be- 


lieve in  scholarships  ....  She  just  felt  like 
it  did  something  for  you  if  you  paid  back 
what  you  got” 

Dr  Pillow  keeps  Dr  Owen’s  tradition 
alive  by  helping  other  students  in  the 
same  way  she  helped  him.  “I’ve  got  one 
female  dentist  who’s  in  practice  now 
who  went  through  with  my  help,”  he 
says.  “And,  because  of  Dr  Owen,  I hire 
students  in  my  office  at  all  times  and  pay 
them  out  of  my  pocket — the  clinic 


[DR  MAY  OWEN’S  CAREER  HIGHUGHTS 

1 

1936  Texas  Christian  University  awarded  Dr  Owen  an  honorary  doc- 
tor of  science  degree  in  recognition  of  her  discovery  that  pow- 
der used  in  surgical  gloves  at  that  time  was  not  absorbable  by 
the  human  body  and  could  cause  infection  or  the  formation  of 
scar  tissue 

j 1946  President  of  the  Texas  Society  of  Pathologists 

' 1947  President  of  the  Tarrant  County  Medical  Society 

1948  Named  the  “First  Lady  of  Fort  Worth”  by  the  Altrusa  Club 

I 

,1951  Named  one  of  the  Southwest’s  outstanding  women 

j 

1952  Received  Tarrant  County  Medical  Society’s  highest  honor,  the 
Gold  Headed  Cane  Award 

1953  Received  the  TMA  Recognition  of  Merit  for  her  scientific  ex- 
hibit, “Industrial  Cable  Disease  in  Humans”;  one  of  four  Fort 
Worth  physicians  who  took  part  in  the  first  World  Conference 
on  Medical  Education  in  London 

1955  Medical  Women’s  Association  honored  her  as  the  “Medical 

Woman  of  the  Year”;  Alpha  Kappa  Kappa,  a men’s  medical  fra- 
ternity, inducted  her  as  an  honorary  member  and  recognized 
her  service  as  a patron  of  many  young  medical  students  and 
physicians 

1958  Trustee  of  the  Fort  Worth  Boys  Choir;  honored  by  the  Texas 
Society  of  Pathologists  with  the  George  T.  Caldwell  Award,  the 
society’s  highest  honor;  given  life  membership  in  the  Women’s 
Club  of  Fort  Worth 

1959  Outstanding  Alumna  of  Texas  Christian  University;  honored  for 
distinguished  service  by  the  Woman’s  Auxiliary  to  the  Tarrant 
County  Medical  Society 

1960  First  woman  president  of  the  Texas  Medical  Association  (and 
the  only  woman  president  until  1982-1983);  established  TMA’s 
Physicians  Benevolent  Fund;  became  chairman  of  the  TMA 
Council  on  Scientific  Affairs,  a position  she  held  for  nine  years 
(the  maximum  tenure) 


1962  Selected  as  member  of  national  board  of  the  Women’s  College 
of  Pennsylvania  in  Philadelphia 

1963  Named  an  honorary  member  of  the  American  Veterinary  Medi- 
cal Association  for  her  research  and  study  of  cattle  and  sheep 
disease 

1965  The  Hall  of  Health  Sciences  in  the  Fort  Worth  Museum  of  Sci- 
ence and  History  was  dedicated  to  Dr  Owen;  elected  to  first 
board  of  trustees  of  the  Tarrant  County  Junior  College  District 

1966  Established  the  May  Owen  Trust  Fund  to  finance  low-interest 
loans  to  medical  students 

1969  Received  TMA’s  highest  honor,  the  Distinguished  Service  Award 

1971  Received  the  Sertoma  Award  for  civic  activities  in  Fort  Worth 

1974  The  May  Owen  Chair  in  Pathology,  the  first  endowed  chair  at 
Texas  Tech  University  School  of  Medicine,  was  established  in 
Dr  Owen’s  honor;  honored  with  the  Annual  Brotherhood  Award 
from  the  Texas  Christian  University  Chapter  of  the  National 
Conference  of  Christians  and  Jews 

1976  Received  the  Distinguished  Senior  Citizen’s  Award  from  the 
Women's  Civic  Council  of  Fort  Worth 

1978  Honored  with  the  Humanitarian  Award  from  the  National  Jew- 
ish Hospital  and  Research  Center;  named  Distinguished  Friend 
of  Tarleton  State  University;  honored  with  the  Senior  Citizen  of 
Fort  Worth  Award 

1979  Received  the  Dean’s  Distinguished  Service  Award  from  the 
Texas  Tech  University  School  of  Medicine 

1984  Established  the  Nursing  Scholarship  Fund  for  Tarrant  County 
Junior  College 

1986  Inducted  into  the  Texas  Women's  Hall  of  Fame  for  medical 
contributions  she  made  throughout  her  lifetime 

1987  First  recipient  of  the  C.  Frank  Webber,  MD,  Award  for  Out- 
standing Service  to  the  TMA  Medical  Student  Section 
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May  Owen,  MD,  accepts  a bouquet  of  roses  during 
the  I960  presidents’  party,  which  was  held  in  Fort 
Worth  in  conjunction  with  TMA’s  annual  session 
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doesn’t  hire  them.  I feel  like  I’m  obli- 
gated to  help  other  people  because  Dr 
Owen  helped  me  so  much.” 

Beyond  financial  support,  Dr  Owen 
gave  “her  boys”  moral  support  when 
they  needed  it.  “Everybody  puts  an  em- 
phasis on  money,  and  money  was  abso- 
lutely necessary  at  certain  times,”  Dr 
Rush  says.  “But  she  did  more  to  stimulate 
people  to  do  what  they  didn’t  think  they 
could  do.  I didn’t  think  I could  be  a labo- 
ratory technician,  but  she  said,  "You  can,’ 
and  I did.” 

Dr  Owen  also  was  closely  involved 
with  the  families  of  “her  boys,”  who,  she 
said,  gave  her  “the  grandest  kind  of  love 
and  devotion  a mother  ever  could  hope 
to  hold.”  Dr  Rush’s  wife  and  mother  also 
worked  for  Dr  Owen  and  remained  close 
friends  with  her.  Dr  Rush  says  that  Dr 
Owen’s  pervasive  and  youthful  curiosity 
helped  her  relate  to  people  of  all  ages. 
“She  related  to  our  kids  as  well  as  anyone 
I’ve  ever  seen,”  he  says.  “And,  after  they 
were  grown,  they  would  go  pick  her  up 
and  take  her  for  an  afternoon  ride  on 
Sunday.  They  enjoyed  being  with  her  by 
themselves  just  as  much  as  my  wife  and 
I did.” 

Dr  Jacobson  recalls  a similar  family  de- 
votion, and  adds  that  his  second  daughter 
was  named  in  honor  of  Dr  Owen.  “As 
busy  as  Dr  Owen  was,  she  never  would 
fail  to  ask  about  how  this  child  was  doing 
or  about  how  that  one  was  getting  along. 
She  was  interested  in  people  and  inter- 
ested in  their  families,”  he  says. 

The  May  Owen  Student  Loan  Fund  is  a 
legacy  that  is  impressive  due  to  not  only 
its  largess,  but  also  its  astute  benefactor. 
Dr  Jacobson  observes,  “Her  dedication  to 
medicine — the  well-being  of  the  pub- 
lic— with  no  interest  in  personal  gain 
was  an  inspiration.  In  that  sense,  I always 
thought  of  her  as  the  epitome  of  what  a 
physician  should  be.” 

Dr  Owen  was  a woman  of  humble  ori- 
gins. “We  were  poor  as  Job’s  turkey,”  she 
once  said.  She  walked  from  TCU  to  the 
old  All  Saints  Hospital  while  she  was  in 
college  to  save  the  nickel  it  cost  to  ride 
the  trolley  and,  as  Dr  Rush  points  out, 
“She  was  not  always  paid  what  she  was 
worth.” 

Despite  the  impressive  sum  it  holds, 
the  philosophy  the  fund  symbolizes  and 
promotes  is  perhaps  what  Dr  Owen  her- 
self would  consider  its  most  significant 


asset.  On  the  topic  “Why  I Have  Shared,”, 
Dr  Owen  wrote,  “I  have  been  committed 
to  a medical  career  since  age  nine.  It  1 
seemed  then — as  it  has  always  and  like-  I 
wise  now — that  through  medicine,  I can| 
best  help  others.  Does  it  not  follow,  then, 
that  I would  want  to  do  everything  pos-  j 
sible  to  help  men  and  women  who  aspire 
to  study  medicine?”  j 

She  never  forgot  the  generosity  of  Dr  | 
Truman  C.  Terrell,  Fort  Worth,  who  i 

loaned  her  $1,000  to  assist  in  financing  i 
her  own  medical  education.  With  his  j 
help.  Dr  Owen  attended  Louisville  Medi-  f 


cal  School,  where  she  received  her  MD 
degree  in  1921.  “As  long  as  I live,  there 
will  always  be  an  ‘accounts  payable’  to 
which  I am  dedicated  . . . ,”  she  wrote. 

She  concluded,  “Sharing  helps  me  to 
maintain  an  optimistic  view.  It  is  said  that 
a philosopher,  examining  a theme  writ-  i 
ten  by  a pessimistic  student  who  found  [ 


little  good  about  the  world,  wrote  a note  I 


in  the  margin  of  the  paper  which  read:  ‘. 

A valid  judgment,  perhaps,  if  you  are 
thinking  in  decades;  but  in  matters  of  this 
kind,  think  in  centuries,  think  in  cen-  i 
turies.’  I agree.”  i 


Donna  B.  Jones 
News  Editor,  Texas  Medicine 
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American  Physicians  Insurance  Exchange 

MAT  PRACTICE 

Ifs  an  allegation  that  can  happen  to  anyone. 


don't  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 

Nationwide  1-800-252-3628 
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In  San  Antonio: 

Bill  Sweet 
(512)  497-3205 


DAVIS  & DAVIS,  P.C. 

Attorneys  & Counselors  At  Law 

“Professionals 
Representing  Professionals” 

ADMINISTRATIVE  SANCTION 
AND 

LICENSURE  HEARINGS 

C.  DEAN  DAVIS 
FRED  E.  DAVIS 
JOE  D.  MILNER 

Senior  Partners 

P.O.  Box  1588 
Austin,  Texas  78767 
512/472-6248 

Members:  National  Health  Lawyers  Association,  Ameri- 
can Academy  of  Hospital  Attorneys,  Texas  Association 
of  Defense  Counsel. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization  as  no  designation  has  been 
made  by  the  Board  for  a Certificate  of  Special  Competency  in  this  area. 


"Look  To  Us  First  For  A Career" 

The  Texas  Department  of  Corrections  is  seeking 
full  time  Physicians  to  work  in  our  progressive 
Correctional  Health  Care  Program.  TDC  operates 
twenty-eight  (28)  adult  correctional  units  accredited 
by  the  National  Commission  on  Correctional 
Health  Care. 


Unit  Physicians $90,000 

Physiatrist $90,000 

(Board  Certified) 


Candidates  must  hold  a current  license  to  prac- 
tice medicine  in  The  State  of  Texas.  Base  salary 
depends  on  credentials,  experience,  and  specialty. 
Excellent  benefit  package  that  includes  housing 
allowance  and  incentive  bonus.  If  you  are  interested 
in  joining  a challenging,  expanding  and  rewarding 
medical  staff,  please  send  curriculum  vitae  to: 
Texas  Department  of  Corrections 
P.O.  Box  99  Medical  Personnel 
Huntsville,  Texas  77342-0099 
(409)  294-2755 

Equal  Opportunity  Employer  M^F 
All  gender  restrictions  have  been  eliminated. 


TDC 


Texas  Department 
Of  Correetions 


Myth: 

All  alcoholics 
are  drunks. 


Reality: 


Alcoholism  is  a disease  that  is  not  re- 
stricted to  any  particular  social  class,  economic 
status  or  profession.  In  fact,  you  may  be  sur- 
prised to  learn  that  some  health  professionals 
nave  a dependency  problem.  What  happens 
when  the  professionals  who  care  for  others 
need  help  tnemselves? 

At  Timberlawn  Psychiatric  Hospital,  a 
special  program  exists  to  help  health  profes- 
sionals overcome  substance  abuse  proolems. 
A range  of  treatment  options,  individual  and 
group  therapy  programs,  and  other  recovery- 
oriented  services  are  all  geared  toward  the 
unique  needs  of  the  health  professional.  An 
individualized  evaluation  leads  to  selection  of 
the  most  appropriate  treatment  program, 
which  is  further  enhanced  by  specialized  after- 
care and  monitoring  services.  Treatment  team 
members  include  Board  Certified  psychia- 
trists, clinical  psychologists,  psychiatric  social 
workers  and  substance  abuse  counselor  me- 
dalists with  certification  in  their  field.  The 
Twelve  Step  Programs  are  emphasized 
throughout  the  recovery  process. 

At  Timberlawn,  we  understand  the 
unique  challenges  faced  by  health  profession- 
als today.  Effective  treatment  is  available. 


TDMBERIAWN 

PSYCHIATRIC  HOSPITAL 
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Dallas,  Texas  75223 
(214)  381-7181  • 1-800-426-4944 
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The  transfusion 
committee:  riding 
shotgun  for  the  patient 


The  transfusion  committee  is  a peer-review  com- 
mittee composed  of  volunteer  physicians  man- 
dated by  the foint  Commission  on  Accreditation  of 
Healthcare  Organizations  (JCAHO);  its  purpose  as 
defined  by  the  JCAHO  is  to  review  the  utilization  of 
blood  and  blood  products.  This  usage  review  in- 
cludes evaluation  of  the  appropriateness  of  all 
transfusions;  evaluation  of  all  confirmed  trans- 
fusion reactions;  development  or  approval  of 
policies  arui  procedures  relating  to  distribution, 
handling,  use,  and  administration  of  blood  and 
blood  components;  adequacy  of  transfusion  ser- 
vices to  meet  the  needs  of  patients;  and  review  of 
ordering  practices  for  blood  and  blood  transfu- 
sions. Screening  mechanisms  may  be  used  to  iden- 
tify problems  in  blood  usage;  however,  clinically 
valid  criteria  must  he  used  in  the  screening  pro- 
cess, arui  tvritten  reports  of  conclusions,  recom- 
mendations, actions  taken,  arui  the  results  of 
actions  should  be  maintained  and  reported. 

KEY  WORDS;  TRANSFUSION  COMMITTEE,  PEER  REVIEW,  BLOOD 
USAGE,  HOSPITAL  PRACTICES,  TRANSFUSION  PRACTICES 


Pictures  of  the  Old  West  often  show  a shotgun- 
wielding  cowboy  riding  atop  a stagecoach, 
guarding  its  passengers  and  cargo.  This  is 
what  the  transfusion  committee  does  for  the  patient 
receiving  transfusions.  Its  function  is  comparable  to 
the  tissue  committee,  except  it  involves  only  one 
tissue — blood. 

Practical  blood  transfusion  in  the  United  States 
began  in  about  1910.  By  1936  enough  bad  results  of 
blood  transfusions  had  been  seen  that  Boch  ( 1 ) was 
able  to  read  a paper  to  the  Massachusetts  Medical 
Society  on  the  use  and  abuse  of  blood  transfusions 
and  to  list  some  of  the  transfusion  criteria  that  he 
felt  were  important.  In  1937  Fantus  (2)  reported  on 
the  establishment  of  the  first  blood  “bank”  at  Cook 
County  Hospital  and  mentioned  that  a committee 
on  blood  transfusion  had  been  created  and  that  Dr 


Lyndon  Seed  was  chairman.  Thus,  with  the  estab- 
lishment of  the  first  hospital  blood  bank  in  the 
United  States,  a hospital  transfusion  committee  was 
also  estabUshed  to  review  transfusion  therapy.  As 
blood  transfusions  continued,  physicians  warned 
that  this  therapeutic  modality  should  be  used  with 
care.  In  1956  the  Texas  Society  of  Pathologists  (3) 
took  out  a full-page  advertisement  reminding  the 
members  of  the  Texas  Medical  Association  that 
blood  could  be  dangerous  and  that  the  major  dan- 
ger in  transfusion  was  mislabelling  of  the  sample  or 
giving  the  blood  to  the  wrong  patient.  A related  re- 
cent series  detailing  recorded  fatalities  reported  to 
the  Food  and  Drug  Administration  (4)  showed  that 
60%  of  fatalities  associated  with  blood  transfusions 
in  the  late  1970s  were  still  due  to  clerical  mistakes. 


The  Joint  Blood  Council  advocated  a review  of 
charts  (5),  and  a book  on  transfusion  therapy  pub- 
lished by  the  AMA  (6)  states  that  it  is  best  to  have  a 
review  of  transfusions.  The  JCAHO  requires  all 
transfusion-associated  activity  to  be  reviewed  for 
patient  effectiveness  (7).  Both  the  College  of  Ameri- 
can Pathologists  and  the  American  Association  of 
Blood  Banks  in  their  inspection  and  accreditation 
programs  urge,  but  do  not  require,  peer  review  of 
blood  transfusion. 

One  could  easily  ask  why  there  is  a need  to  re- 
view blood  transfusion.  After  all,  transfusions  are 
ordered  by  physicians  because  the  patient  needs 
them.  But  peer  review  has  now  become  the  ac- 
cepted rule.  Many  pharmaceutical  review  commit- 
tees now  exist  to  monitor  the  use  of  highly  toxic  or 
expensive  drugs.  Blood,  if  regarded  as  a drug,  is 
toxic,  in  short  supply,  and  expensive;  therefore,  its 
use  should  be  reviewed.  Blood  has  severe,  immedi- 
ate, and  prolonged  side  effects  that  can  endanger 
the  patient.  Once  transfused,  it  is  neither  possible 
to  neutralize  an  incompatible  unit  of  blood  nor  to 
remove  it.  The  patient  will  have  a severe  life- 
threatening  reaction.  Inappropriate  use  of  blood  in- 
creases the  chances  of  a bad  reaction  to  the  patient 
and  endangers  his  or  her  life.  A conservative  esti- 
mate is  that  there  is  a 0.5%  to  1.4%  morbidity  from 
the  effects  of  blood  transfusions  (8),  and  Myhre 
demonstrated  a reported  mortality  of  1 per  370,000 
blood  units  transfused  (5).  There  is  never  enough 
blood  to  go  around;  therefore,  its  use  must  be 
rigidly  monitored  to  ensure  that  there  is  enough  for 
patients  who  need  it  and  that  it  is  not  wasted.  Fi- 
nally, the  decision  to  transfuse  is  a medical  decision 
and  should  be  monitored  by  physicians.  Administra- 
tive reviews  are  not  appropriate. 


Byron  A.  Myhre,  MD, 
PhD,  Professor,  Depart- 
ment of  Pathology, 
UCLA  School  of  Medi- 
cine, Harbor-UCLA 
Medical  Center,  1000 
W Carson  St,  Torrance, 
CA  90509. 


Committee  composition 
Although  the  JCAHO  says  that  the  medical  staff 
should  review  blood  transfusion,  this  function  is  al- 
ways assigned  to  a committee.  Since  blood  transfu- 
sion involves  all  specialties,  an  effort  should  be 
made  to  involve  in  the  review  as  many  specialists  as 
possible  who  use  blood.  Certainly  a surgeon  should 
be  on  the  committee,  as  should  an  anesthesiologist, 
an  obstetrician/gynecologist,  a pediatrician,  and  the 
medical  director  of  the  blood  bank.  Other  physi- 
cians can  be  involved  as  indicated.  A heart  surgeon 
would  be  a useful  addition  if  there  is  one  in  the  hos- 
pital, and  if  there  is  a major  trauma  service  the  head 
of  the  trauma  team  should  be  present.  In  addition, 
several  other  individuals  need  to  be  on  this  commit- 
tee. The  chief  technologist  of  the  blood  bank  is  very 
important.  A representative  from  administration 
should  be  present  to  provide  administrative  sup- 
port. A nurse  from  nursing  administration  is  impor- 
tant, as  is  the  infection  control  or  intravenous 
therapy  nurse.  If  blood  transfusions  are  given  by  an 
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intravenous  therapy  section,  an  intravenous  therapy 
nurse  must  be  part  of  the  committee.  The  choice  of 
chairman  of  the  committee  is  very  important  be- 
cause it  is  the  chairman  who  sets  the  tone  of  the 
committee  and  determines  whether  this  is  an  active 
committee  or  a do-nothing  group.  It  is  fairly  com- 
mon that  the  pathologist  (since  that  individual  is 
often  director  of  the  blood  bank)  is  made  chairman 
of  the  committee.  This  is  a mistake.  This  is  a peer 
review  committee  to  review  clinical  transfusion 
practices,  and  a physician  who  is  transfusing  pa- 
tients should  be  in  charge  of  this  committee. 

The  duties  as  required  by  JCAHO  have  been  pre- 
viously outlined  and  do  not  need  to  be  repeated. 
However,  there  is  a very  important  expanded  set  of 
duties  this  committee  must  consider.  These  duties 
are  well  outlined  in  the  book  The  Hospital  Trans- 
fusion Committee  (9)  and  are  listed  in  the  follow- 
ing paragraphs. 

(a)  The  broad  policy  should  be  established  for 
blood  transfusion  therapy — who  is  transfused, 
when,  and  why. 

(b)  Ongoing  objective  assessment  of  blood  and 
blood  product  therapy  should  be  performed  to  en- 
hance the  quality  of  care.  If  adequate  or  inadequate 
transfusion  therapy  is  being  given,  this  should  be 
noted. 

(c)  A review  and  analysis  of  the  statistical  reports 
of  the  blood  bank  should  always  be  carried  out. 
These  statistics  should  include  the  number  and  type 
of  blood  components  used  and  the  total  number  of 
transfusions  given.  Other  details  such  as  number  of 
blood  donors,  number  of  single  unit  transfusions 
given,  and  number  of  uncrossmatched  units  of 
blood  transfused  should  also  be  included.  Fig  1 
shows  a sample  report  given  to  the  transfusion  com- 
mittee in  my  hospital.  This  presents  a summary  re- 
port of  all  the  major  blood  transfusion  activities  for 
the  current  month  and  the  preceding  1 1 months 
and  then  averages  the  monthly  activity  and  gives  a 
total  for  the  year.  This  report  is  kept  on  a standard 
computer  spreadsheet  where  it  may  be  easily  modi- 
fied and  items  added  or  deleted  as  indicated  with 
the  changing  practice  of  transfusion  therapy. 

( d ) The  committee  should  develop  the  criteria 
for  blood  transfusion  audits.  These  audits  can  be 
performed  by  the  quality  assurance  section  of  the 
hospital  which  reports  to  the  committee.  Any  audit 
that  shows  a variance  from  standard  practice,  par- 
ticularly in  component  use,  hepatitis  occurrence,  or 
other  adverse  results  should  be  studied  in  detail  by 
the  committee.  This  usually  means  a review  of  indi- 
vidual charts  to  find  out  whether  this  transfusion 
was  indicated. 

(e)  Single  unit  transfusions  have  always  been  an 
item  of  review  by  the  transfusion  committee.  The 
single  unit  transfusion  review  is  based  on  the  theory 
that  since  a donor  lost  a unit  of  blood  and  had  no  ill 


effect,  a patient  may  do  likewise.  This  is  not  neces- 
sarily true  since  there  are  some  patients,  especially 
small  or  cachectic  patients,  who  simply  do  not  do 
well  when  they  lose  even  less  than  one  unit  of 
blood.  For  them,  a one  unit  transfusion  may  or  may 
not  be  very  good  therapy.  A representative  case  has 
been  recently  published  (10).  There  are  other  in- 
dications for  single  unit  transfusions.  If  we  follow 
the  rigid  rule  that  the  first  unit  must  not  be  re- 
placed, obviously  the  patient  who  has  lost  two  units 
of  blood  will  get  a single  unit  of  blood  as  replace- 
ment. It  is  customary  in  many  hospitals  for  surgery 
to  be  carried  out  on  the  patient  only  if  the  hemo- 
globin level  is  10  gm/dL  or  higher.  Yet  a recent  ar- 
ticle on  the  role  of  the  transfusion  committee  (11) 
shows  that  the  authors  feel  that  transfusion  is  not  j 
acceptable  if  the  patient’s  hemoglobin  is  more  than  j 
8 gm/dL  and  if  the  patient  is  not  symptomatic.  ! 

(f)  The  committee  should  reaudit  previously 
identified  problem  areas.  Here  one  can  usually  fol- 
low the  old  rule  that  “if  they  did  it  once  they  will 
do  it  again.”  If  abnormal  ordering  practices  used  by 
some  individuals  are  not  under  constant  scrutiny, 
they  are  almost  bound  to  occur  again.  Therefore,  re- 
audits are  always  in  order  and  are  required. 

(g)  The  committee  should  promote  the  educa- 
tion and  transfusion  practices  for  interested  groups 
in  the  hospital  staff.  Many  unusual  ordering  prac- 
tices are  due  to  misinformation  on  the  part  of  the 
physician.  Continuing  education  programs  may  cor- 
rect this  deficiency. 

(h)  The  committee  should  assist  the  hospital  as 
appropriate  in  blood  procurement  efforts.  Many  re- 
gional blood  centers  have  periodic  shortages  of 
blood  donors.  The  committee  can  be  very  influen- 
tial in  urging  the  staff  to  encourage  blood  replace- 
ment as  well  as  to  use  blood  more  intelligently  and 
thus  less  often.  At  the  same  time,  the  committee 
should  assess  the  adequacy  and  safety  of  the  blood 
supply.  If  repeated  shortages  do  occur,  the  hospital 
transfiision  committee  should  take  active  steps  to 
find  out  why  they  are  occurring.  This  again  means 
education,  donor  recruiting,  and,  if  necessary,  a con- 
certed effort  to  get  the  regional  blood  center  to 
draw  more  blood. 

(i)  The  committee  should  assure  that  written 
policies  and  procedures  conform  to  the  standards  of 
recognized  licensing  and  inspection  agencies.  If  the 
committee  is  doing  active  review,  there  is  no  reason 
why  the  hospital  transfusion  service  should  be  using 
unacceptable  procedures.  This  is  part  of  the  patient 
quality  assurance  and  is  required.  The  committee 
will  be  interacting  closely  with  both  the  regional 
blood  center  in  the  area  and  the  hospital  blood 
donor  station  if  the  hospital  has  one.  For  this  reason, 
close  ties  with  this  committee  and  the  regional 
blood  center  are  absolutely  essential. 

(j)  Last,  the  committee  should  report  to  the  hos- 
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pital  medical  staff  charged  with  the  responsibility 
for  the  overall  quality'  assurance  activities  and  rec- 
ommend corrective  actions  when  indicated.  1 be- 
lieve this  is  self-evident. 

Chart  audits 

The  ideal  method  for  reviewing  transfusions  would 
be  to  examine  the  chart  of  every  patient  who  has 
received  blood.  This  is  impossible  in  many  hospitals 
due  to  the  large  volume  of  charts.  Therefore,  it  is 
necessary  to  establish  some  type  of  standard  criteria 
for  transfusion  audit  and  then  to  review  the  charts 
that  do  not  meet  these  criteria.  Many  of  the  criteria 


have  been  listed  by  Wallas  and  Muller  (9)  or  in  an 
article  by  Grindon  et  al  ( 1 1 ).  An  excellent  source  of 
many  review  criteria  is  the  December  1 977  issue  of 
the  Quality  Review  Bulletin  (12).  Other  criteria 
have  been  published  for  fresh  frozen  plasma  (13,14), 
platelets  (15,16),  and  autologous  blood  (17). 

Another  method  of  review  is  to  record  in  the 
computer  all  transfusions.  Criteria  are  then  estab- 
lished for  the  use  of  transfusions,  and  the  computer 
analyzes  these  criteria.  Myhre  (18)  has  reported  a 
method  to  do  this.  Once  a decision  is  made  to  re- 
view a chart,  it  should  be  examined  in  detail.  This 
is  not  difficult.  Indication  for  a blood  transfusion 


/.  Harbor  UClA  blood  bank  statistics.* 


1986 

1987 

Average 

Sum 

Mar 

Apr 

May 

Jun 

Jul 

Aug 

Sep 

Oct 

Nov 

Dec 

Jan 

Feb 

Units  crossmatched 

4,882 

3,794 

3,719 

3,188 

3,849 

3,903 

3,668 

3,785 

3,049 

3,393 

3,422 

3,065 

3,643.0 

43,717 

Type  and  screen  procedure 

877 

1,041 

578 

795 

869 

999 

989 

1,208 

86-t 

748 

951 

827 

895.5 

10,746 

Units  transfused 

1,248 

636 

969 

812 

954 

1,049 

971 

793 

735 

828 

918 

742 

887.9 

10,655 

Whole  blood  from  Red  Cross 

3 

1 

9 

0 

0 

0 

2 

2 

5 

0 

0 

8 

2.5 

30 

Whole  blood  drawn  at  Harbor*  * 

22 

0 

4 

6 

10 

3 

1 

0 

12 

4 

2 

4 

5.6 

68 

Red  cells  from  Red  Cross 

972 

422 

803 

623 

710 

651 

603 

598 

587 

681 

458 

337 

620.4 

7,445 

Red  cells  from  Harbor*  * 

220 

213 

153 

184 

234 

395 

365 

193 

131 

143 

458 

393 

256.8 

3,082 

Patients  transfused 

198 

178 

192 

184 

200 

224 

198 

207 

188 

172 

193 

187 

193.4 

2,321 

Single  units 

23 

22 

27 

23 

23 

15 

22 

5 

5 

5 

9 

15 

16.1 

194 

Uncrossmatched  emergency  units 

16 

2 

49 

22 

30 

20 

29 

30 

26 

18 

22 

17 

23.4 

281 

Red  Cross  blood  outdated 

1 

11 

10 

6 

4 

0 

1 

1 

1 

2 

0 

0 

3.0 

37 

Harbor*  * blood  outdated 

4 

2 

4 

3 

3 

2 

2 

2 

1 

3 

0 

3 

2.4 

29 

Donors 

240 

178 

168 

266 

179 

532 

289 

177 

151 

201 

783 

198 

280.1 

3,362 

Units  of  blood  frozen 

0 

1 

0 

0 

1 

0 

0 

2 

3 

4 

1 

0 

1.0 

12 

Units  of  blood  washed 

8 

23 

31 

1 

14 

8 

4 

6 

2 

2 

8 

1 

9.0 

108 

Leukopheresis  procedures 

0 

0 

3 

0 

1 

1 

2 

0 

0 

1 

1 

0 

.7 

9 

Plasmapheresis  procedures 

3 

1 

2 

0 

0 

5 

3 

2 

0 

10 

3 

0 

2.4 

29 

Platelets  from  Red  Cross 

1,025 

404 

1,052 

337 

580 

388 

544 

630 

520 

562 

260 

318 

551.6 

6,620 

Platelet  concentrates  from  Harbor*  * 

52 

27 

44 

43 

34 

243 

68 

42 

17 

15 

143 

33 

63.4 

761 

Fresh  frozen  plasma  from  Red  Cross 

270 

86 

297 

88 

260 

145 

131 

185 

177 

134 

86 

3 

155.1 

1,862 

Fresh  frozen  plasma  from  Harbor*  * 

175 

81 

160 

154 

187 

261 

257 

104 

100 

58 

227 

237 

166.7 

2,001 

Cryoprecipitate 

335 

49 

120 

248 

274 

52 

104 

83 

51 

571 

258 

149 

191.1 

2,294 

Rh  Immune  globulin 

23 

22 

26 

27 

28 

27 

21 

25 

36 

30 

26 

25 

26.3 

316 

Donors  positive  for  HBsAG 

0 

2 

0 

3 

2 

0 

0 

2 

0 

0 

4 

0 

1.0 

13 

Autotransfusions 

3 

0 

4 

0 

6 

8 

9 

3 

3 

10 

2 

1 

4.0 

49 

Transfusions  in  the  blood  donor  center 

124 

or  outpatient  transfusions 

14 

9 

7 

8 

6 

5 

9 

15 

11 

12 

19 

9 

10.3 

Wasted  blood 

1 

2 

3 

2 

7 

6 

8 

3 

7 

7 

6 

3 

4.5 

55 

Wasted  fresh  frozen  plasma 

7 

7 

6 

12 

12 

7 

15 

10 

17 

1 1 

8 

2 

9.5 

114 

Wasted  platelets 

10 

30 

47 

60 

0 

40 

54 

51 

87 

59 

76 

28 

45.1 

542 

Wasted  cryoprecipitate 

0 

0 

6 

0 

0 

0 

0 

5 

0 

50 

0 

0 

5.0 

61 

Transfusion  reaction,  febrile 

3 

2 

5 

4 

2 

2 

7 

6 

2 

0 

2 

4 

3.2 

39 

Transfusion  reaction,  urticarial 

1 

1 

2 

1 

0 

1 

0 

0 

0 

0 

1 

0 

.5 

7 

Transfusion  reaction,  hemolytic 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Transfusion  reaction,  delayed 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Post-transfusion  hepatitis 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Units  crossmatched/units  transfused 

Units  transfused/recipients 

Percent  of  units  outdated 

Percent  of  single  units 

Percent  of  patients  positive  for  HBsAg 
Waste  ( I ) 

3.9 

6.3 

.41 

1.88 

0 

664 

5.9 

3.5 

2.04 

3.45 

112 

1,442 

3.8 

5.0 

1.44 

2.78 

0 

2,216 

3.9 

4.4 

1.1 

2.82 

1 12 

2,697 

4.0 

4.7 

.73 

2.41 

1.11 

830 

3.7 

4.6 

.19 

1.42 

0 

2,036 

3.7 

4.9 

.3 

2.26 

0 

2,937 

4.7 

3.8 
.37 
.63 

1.12 

2,477 

4.1 

3.9 

.27 

.68 

0 

4,137 

4.0 

4.8 

.6 

.6 

0 

4,069 

3.7 

4.7 

0 

.98 
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Transfusion  committee 


should  be  on  the  chart,  and  the  nursing  notes  should 
contain  statements  as  to  how  the  transfusion  was 
tolerated.  If  these  are  not  available,  the  information 
in  the  chart  is  inadequate.  All  unacceptable  charts 
should  be  reviewed  by  the  committee  as  a whole.  It 
is  possible  that  information  has  not  been  placed  in 
an  obvious  location  in  the  chart  or  that  the  criteria 
are  not  entered  or  that  the  unit  of  blood  should  not 
have  been  given.  If  the  criteria  for  transfusions  are 
not  acceptable,  the  transfusion  committee  should 
take  immediate  steps  to  correct  this  problem. 

The  final  duty  of  the  transfusion  committee  is  to 
take  action.  A committee  that  meets  monthly,  makes 
bland  statements,  and  then  does  not  take  action  is 
useless.  If  an  error  has  been  found  in  the  use  of 
blood  or  if  any  of  the  other  criteria  have  been  vio- 
lated, the  committee  must  take  action  by  contacting 
the  executive  committee  or  the  major  governing 
committee  of  the  hospital.  For  the  protection  of  the 
patient  and  hospital,  such  situations  should  not  be 
allowed  to  continue.  By  taking  prompt  action,  the 
committee  has  fulfilled  its  obligation  to  protect  the 
patient. 
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Representing  your 
patients:  the  deposition 


Doctors  are  often  called  upon  to  give  deposition 
testimony  in  cases  involving  their  patients.  For 
some  physicians,  this  is  an  accepted,  everyday  part 
of  the  practice  of  medicine.  Others  find  it  less 
palatable.  This  article  explains  the  nature  and 
purpose  of  the  deposition  and  offers  suggestions 
regarding  practical  considerations  for  the  practi- 
tioner. Included  are  the  author’s  suggested  "Ten 
Commandments  of  Giving  a Deposition,  ’’  which 
may  help  the  testifying  physician  avoid  the  traps 
set  by  crafty  cross-examiners. 


It  is  frequently  transmitted  by  postal  workers. 
Ofi&cers  of  the  law  are  other  known  carriers.  It 
may  attack  without  warning.  Sooner  or  later,  al- 
most every  practicing  physician  becomes  its  victim. 
When  it  strikes,  you  may  experience  tachycardia, 
hyperventilation,  palmar  hyperhidrosis,  and  free- 
floating  anxiety. 

You  have  been  given  Notice  of  Your  Deposition. 
For  many  practitioners,  the  deposition  is  an  un- 
pleasant but  unavoidable  part  of  life.  Others  are 
rarely  subjected  to  this  procedure.  However, 
orthopedic  surgeons,  neurologists,  and  neuro- 
surgeons must  routinely  allot  a portion  of  their 
weekly  schedule  to  giving  testimony  in  legal 
matters  affecting  their  patients.  This  article  ad- 
dresses the  oral  deposition  taken  of  a doctor  as  ex- 
pert witness  in  a legal  matter  affecting  his  patient.  It 
will  attempt  to  provide  some  insight  into  the  pro- 
cess and  suggest  ways  of  dealing  with  direct  and 
cross-examination. 

What  is  a deposition? 

A deposition  is  testimony  taken  prior  to  trial,  under 
oath,  and  with  the  same  rights  of  objection  to  testi- 
mony and  cross-examination  practiced  during  trial. 
The  questions  and  answers  are  recorded  by  a cer- 
tified court  reporter  (unless,  by  agreement  or  court 
order,  other  means  are  utilized)  and  are  part  of  the 
official  record  in  a lawsuit.  With  some  exceptions, 
depositions  may  be  read  into  evidence  during  trial. 
As  with  trial  testimony,  a witness  may  be  compelled 
to  appear,  along  with  any  documents  deemed  rele- 
vant by  the  parties  ( 1 ). 

Depositions  may  be  taken  by  oral  examination  or 
upon  written  question.  The  subpoena  of  medical 
records  is  frequently  accomplished  by  deposition 
on  written  question  administered  by  a notary  pub- 
lic; this  is  expressly  authorized  under  Texas  law  and 
tolerated  (not  objected  to)  in  the  federal  courts 
(2).  Several  companies  specialize  in  this  procedure. 
Records  may  be  certified  by  either  the  physician  or 
his  custodian  of  records  (3).  Under  Texas  law,  medi- 
cal bills  may  also  be  proved  as  “reasonable  and  nec- 
essary” during  deposition  on  written  question  (4). 


Occasionally,  depositions  upon  written  question 
will  address  specific  questions  to  the  physician  re- 
garding treatment  or  the  nature  and  extent  of  injury 
or  illness.  More  often,  a doctor  will  testify  at  an  oral 
deposition. 

Prior  to  1907,  depositions  were  unknown  in 
Texas,  and  the  only  permissible  testimony  was  that 
which  was  elicited  in  trial,  from  witnesses  who 
were  physically  present  ( 5 ).  The  deposition  was  a 
response  to  the  needs  of  the  parties  and  witnesses. 
For  the  parties,  there  was  a need  to  preserve  and 
record  testimony,  in  the  event  witnesses  became 
unavailable  for  trial.  For  witnesses,  the  deposition 
eliminated  the  need  to  remain  “on  hold,”  or  seated 
outside  the  courtroom,  awaiting  their  turn  to  testify. 

Medical  doctors  provide  the  clearest  example  of 
the  need  for  depositions.  In  most  cases,  appearing  at 
trial  requires  a great  deal  of  time  and  disrupts  the 
routine  of  medical  practice.  This  adversely  affects 
the  doctor  and  his  patients.  Physicians  often  can- 
not make  themselves  available  with  any  certainty, 
and  an  emergency  may  arise  which  must  take 
precedence. 

While  depositions  are  useful,  they  are  not  a pana- 
cea, as  they  present  unique  problems  for  the  doctor 
and  lawyer. 

The  most  common  complaint  of  lawyers  regard- 
ing depositions  concerns  the  boredom  created  by 
reading  a deposition  to  a jury.  Often,  by  the  time 
the  doctor’s  qualifications  have  been  discussed, 
half  the  jury  are  asleep  and  the  other  half  are  watch- 
ing the  clock.  Recent  developments  in  procedure 
have  helped  with  this  problem.  Most  notably,  video- 
taped depositions  offer  the  jury  an  opportunity  to 
view  the  doctor  making  his  comments  (6). 

Lawyers  are  also  faced  with  a great  deal  of  dis- 
parity among  physicians  in  arranging  depositions. 
Some  doctors  have  a regular  time  each  week  set 
aside  for  depositions.  Others  attempt  to  “fit  them 
in”  to  an  already  crowded  schedule.  Deposition 
times  range  from  early  morning  to  late  at  night,  all 
days  of  the  week,  including  weekends. 

For  the  medical  witness,  there  is  seldom  a reliable 
indicator  of  the  length  of  a deposition.  What  seems 
to  be  a simple  case  may  take  several  hours  for  the 
lawyers  to  battle  over  in  your  office. 

vhiile  technology  is  assisting  the  parties  in  pre- 
senting the  finished  product,  the  task  for  the  wit- 
ness, or  deponent,  is  still  as  onerous.  In  addition  to 
taking  time  away  from  medical  practice,  the  deposi- 
tion subjects  doctors  to  cross-examination  by  law- 
yers of  varying  degrees  of  competency  and  integrity. 
The  records  of  the  doctor  are  placed  under  a micro- 
scope, and  every  statement  made,  in  writing  or  at 
the  time  of  giving  testimony,  is  analyzed  by  both 
sides  of  the  lawsuit,  in  the  pursuit  of  an  advantage. 
Attorneys  attempt  to  fit  the  opinions  of  the  doctor 
to  their  cases. 
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A lawyer  may  even  attempt  to  influence  a doctor 
to  take  a position  contrary  to  his  beliefs.  Occasion- 
ally, this  is  done  in  an  overt,  dishonest  fashion.  More 
often,  skilled  attorneys  attempt  to  manipulate  the 
doctor’s  testimony  with  cross-examination. 

Common  questions  about  doctors’  depositions 

WHO  PAYS  MY  FEE? 

This  is  a question  many  doctors  would  answer  in- 
correctly. The  attorney  who  schedules  your  deposi- 
tion may  write  the  check  for  the  fee  you  charge  for 
your  time  in  giving  the  deposition,  but  ultimately 
his  client  pays  your  fee.  If  the  plaintiflTs  attorney 
sets  your  deposition,  the  cost  will  likely  be  borne 
directly  by  your  patient.  If  the  case  is  lost,  the  plain- 
tiffs attorney  is  often  not  reimbursed  by  his  client. 
However,  if  the  case  is  resolved  favorably,  the  in- 
jured patient  customarily  reimburses  his  lawyer  for 
this  cost. 

While  the  court  reporter’s  fee  is  a taxable  court 
cost,  your  fee  is  not  ( 7 ).  Taxable  court  costs  are 
generally  paid  by  the  losing  party,  or  by  the  defen- 
dant when  a case  is  settled  (8).  The  parties  may 
agree  to  tax  your  witness  fee  as  a court  cost,  but 
this  is  extremely  unlikely. 

In  some  cases,  when  a doctor  is  designated  as  an 
expert  witness  by  one  party,  the  other  side  may  de- 
mand the  right  to  depose  the  doctor.  The  Rules  of 
Civil  Procedure  give  the  court  discretion  to  require 
that  the  person  requesting  the  deposition  pay  a rea- 
sonable expert  witness  fee,  in  advance  of  taking  the 
deposition  (9).  Many  lawyers  are  unfamiliar  with 
this  rule,  and  bringing  this  question  before  a judge 
may  result  in  regulation  of  the  amount  of  fee  which 
may  be  charged.  I’he  physician’s  secretary  should 
address  the  question  of  payment  at  the  time  the 
deposition  is  scheduled. 

WHAT  IS  A FAIR  FEE  FOR  GIVING  A DEPOSITION? 
lawyers  realize  that  doctors  have  better  things  to 
do  than  give  depositions,  and  many  appreciate  the 
desire  to  discourage  lawyers  from  taking  up  time 
with  depositions.  However,  many  physicians  who 
treat  people  who  have  lawsuits  recognize  a duty  to 
make  themselves  available  for  deposition  on  reason- 
able terms. 

Fees  should  be  charged  on  an  hourly  basis,  and 
charges  after  the  first  hour  should  be  broken  down 
into  quarter  hours.  The  amount  of  the  hourly  fee 
should  be  governed  by  the  community  the  phy- 
sician practices  in  and  the  type  of  medicine  he 
practices. 

Fees  should  include  the  time  spent  preparing  for 
the  deposition.  No  lawyer  should  resent  paying  for 
preparation  time;  familiarity  with  the  case  will  im- 
prove the  testimony  and  should  shorten  the  deposi- 
tion. Charges  should  be  the  same  for  all  lawyers, 
regardless  of  their  side  of  the  bar  (plaintiff  or  defen- 


dant) or  the  doctor’s  relationship  with  them. 

Regarding  a specific  hourly  rate,  this  writer  con- 
siders 8300  to  be  a reasonable  benchmark  for  per- 
sons who  practice  a specialty  in  an  urban  area. 
General  practitioners  should  charge  less;  physicians 
with  a subspecialty  may  consider  charging  slightly 
more.  A doctor  is  justified  in  asking  that  his  first 
hour’s  fee  be  paid  in  advance.  Conditions  for  refund 
of  the  deposition  fee,  such  as  24  hours  notice  of 
cancellation,  are  reasonable. 

These  guidelines  have  no  application  when  the 
doctor  is  asked  to  be  an  expert  liability  witness  in  a 
medical  malpractice  case.  In  such  case,  the  doctor  is 
not  appearing  as  a treating  physician,  but  as  a true 
expert  witness.  There  is  no  obligation  for  the  doc- 
tor to  give  testimony,  as  there  is  when  that  doctor’s 
patient  has  pending  litigation. 

In  some  medical  malpractice  cases,  the  subse- 
quent treating  physician  may  be  called  upon  to  give 
testimony  regarding  both  liability  and  damages.  This 
situation  is  most  complex,  as  the  damages  cannot  be 
proved  without  the  doctor’s  cooperation.  Liability 
cannot  be  proved  in  a medical  malpractice  case 
without  medical  testimony  from  a qualified  practi- 
tioner, and  negative  testimony  regarding  liability 
from  the  subsequent  treating  doctor  will  make 
proof  of  medical  negligence  extremely  difficult. 

A lawyer  may  put  you  on  the  spot  by  asking  you, 
under  oath,  whether  the  conduct  of  the  defendant 
doctor  conformed  with  the  standard  of  ordinary 
care  practiced  by  other  physicians.  The  oath  taken 
at  the  start  of  the  deposition  requires  a truthful  an- 
swer, even  when  the  physician  in  question  is  a 
friend  or  associate.  However,  responses  such  as  “1 
have  not  studied  the  question,”  and  “I  do  not  wish 
to  become  involved  in  that  question,”  may  tactfully 
keep  you  out  of  this  controversy.  This  is  certainly  a 
perplexing  problem  for  all  concerned. 

HOW  DO  I SCHEDULE  A DEPOSITION? 

There  are  two  basic  schools  of  thought  on  setting 
depositions.  Some  doctors  have  a weekly  date  and 
time  set  aside  for  giving  deposition  testimony.  Their 
secretaries  regularly  set  up  their  depositions  with- 
out having  to  disrupt  other  aspects  of  the  doctor’s 
practice.  Others  have  no  routine,  and  arranging  a 
deposition  involves  a great  deal  of  schedule  shuf- 
fling. The  first  method  is  preferable  to  the  lawyer 
and  to  physicians  who  are  regularly  called  upon  to 
give  deposition  testimony. 

While  some  cases  require  special  consideration 
regarding  scheduling  of  depositions,  most  lawyers 
are  prepared  to  “wait  their  turn”  and  abide  by  rea- 
sonable restrictions  on  depositions.  In  fact,  most 
lawyers  will  abide  by  even  unreasonable  restric- 
tions, such  as  those  practiced  by  doctors  who  only 
give  depositions  late  at  night,  or  who  set  aside  only 
an  hour  to  deal  with  a complex  case.  However,  the 


Texas  Medicine 


lawyer  has  an  ultimate  weapon,  in  the  form  of  a sub- 
poena, to  deal  with  recalcitrant  witnesses,  including 
doctors.  The  subpoena  is  discussed  below  in  more 
detail,  but  it  is  an  unpleasant  alternative.  The  best 
practice  for  all  concerned  is  for  the  doctor  to  set 
aside  a regular  time  for  depositions. 

If  the  doctor  has  many  patients  with  litigation,  a 
weekly  deposition  allotment  of  two  to  three  hours 
should  satisfy  the  lawyers,  without  unduly  infringing 
upon  the  rest  of  the  doctor’s  professional  life.  The 
doctor  may  set  his  deposition  time  according  to  the 
remainder  of  his  weekly  schedule.  The  best  time 
may  be  at  the  end  of  the  regular  business  day  (ie, 
beginning  at  approximately  4 pm),  and  should  in- 
clude at  least  1 5 minutes  of  conference  time  with 
the  lawyer  who  sets  up  the  deposition. 

Doctors  who  give  depositions  on  a more  infre- 
quent basis  may  wish  to  set  aside  one  afternoon  per 
month  for  giving  testimony. 

'WHAT  IF  THE  DEPOSITION  LASTS  TOO  LONG? 

If  the  deposition  runs  on  beyond  the  allotted  time, 
the  persons  involved  may  either  continue  or  recess 
until  another  convenient  time.  This  should  be  at  the 
doctor’s  preference,  except  when  the  trial  of  the 
case  is  imminent.  However,  if  the  doctor  and  his  or 
her  secretary  inform  the  lawyers  that  a reasonable 
but  limited  amount  of  time  has  been  set  aside  for 
them,  the  result  is  often  a shorter  deposition.  The 
doctor  and  the  law^yer  setting  the  deposition  do  not 
have  a right  to  cut  off  the  other  lawyer’s  cross- 
examination,  and  all  depositions  must  be  concluded 
at  some  point.  As  with  all  aspects  of  depositions,  the 
procedure  works  most  efficiently  when  all  parties 
cooperate. 

CAN  I BE  SUBPOENAED? 

Law^yers  have  the  power  to  compel  a doctor’s  ap- 
pearance at  a deposition  or  trial  by  subpoena  (10). 

If  a witness  ignores  a subpoena,  he  is  subject  to  at- 
tachment (the  civil  form  of  arrest)  by  the  court 
(11).  However,  doctors  only  receive  subpoenas 
when  something  has  gone  wrong. 

If  the  lawyer  has  waited  until  the  last  minute  to 
prepare  his  case  and  cannot  obtain  the  cooperation 
of  the  doctor  or  his  staff  in  setting  up  an  1 1 th  hour 
deposition,  a subpoena  will  often  be  issued  to  force 
the  doctor’s  appearance.  If  a doctor  completely  re- 
fuses to  cooperate  with  the  lawyer  in  setting  a 
deposition  at  any  time,  or  places  unreasonable  con- 
ditions on  the  deposition  (time,  place,  fee),  the  doc- 
tor should  expect  a subpoena.  As  with  lay  witnesses, 
doctors  may  be  subpoenaed  to  the  lawyer’s  office  to 
give  testimony  (12). 

CAN  I BE  DEPOSED  IF  I HAVE  AGREED  TO  COME 
TO  COURT? 

On  occasions  when  you  consent  to  a lawyer’s  re- 


quest that  you  appear  as  a live  witness  at  trial,  the 
opposing  lawyer  will  often  want  to  depose  you.  He 
has  a ri^t  to  do  so.  While  the  lawyers  and  doctor 
usually  agree  to  the  details  regarding  scheduling 
and  payment  of  fees,  an  impasse  may  develop.  You 
may  be  subpoenaed  to  appear  for  deposition.  When 
that  occurs,  the  lawyer  who  has  asked  you  to  appear 
at  trial  is  in  a position  to  file  a motion  with  the 
court  to  establish  reasonable  conditions  for  taking 
the  deposition  and  for  payment  of  a witness  fee  (9). 
If  you  and  the  lawyer  ignore  the  subpoena  you  may 
be  attached  (arrested);  however,  this  procedure  re- 
quires notice  and  hearing  (13). 

SHOULD  I PREPARE  FOR  THE  DEPOSITION? 

Many  doctors  feel  they  barely  have  time  enough  to 
handle  their  medical  practice  and  wish  to  keep 
deposition  time  to  a minimum.  In  their  desire  for 
brevity,  they  often  avoid  preparing  for  the  deposi- 
tion. Adequate  preparation  usually  pays  for  itself  in 
time  saved  during  the  deposition.  It  is  much  more 
difficult  to  fall  prey  to  confusion  or  clever  cross- 
examination  when  the  witness  is  as  familiar  with  the 
chart  as  the  lawyer. 

While  doctors  should  prepare  for  giving  testi- 
mony, they  deserve  compensation  for  this  time,  on 
the  same  basis  as  they  are  being  compensated  for 
the  deposition  itself. 

One  tool  seldom  used  by  doctors  or  lawyers  is 
the  predeposition  examination.  Quite  often  the  doc- 
tor has  not  seen  the  patient  for  many  months  and 
cannot  address  the  present  condition  of  the  patient 
or  the  likelihod  of  ftiture  medical  problems.  This 
compromises  the  physician’s  reliability  as  a witness 
and  can  seriously  damage  the  legal  standing  of  his 
patient.  Lawyers  should  arrange,  and  pay  for,  a brief 
predeposition  examination,  when  the  doctor  has 
ceased  active  treatment  of  the  patient.  However,  if 
the  lawyer  does  not  suggest  this,  the  doctor  may  ask 
to  see  the  patient  immediately  prior  to  the  deposi- 
tion and  include  the  charge  for  the  examination  in 
the  bill  for  deposition  time. 

Customarily,  the  lawyer  who  schedules  your 
deposition  will  want  to  discuss  the  patient’s  medical 
care  with  you  prior  to  the  start  of  the  deposition. 
This  is  optional  for  the  doctor,  but  out  of  courtesy 
to  the  patient  and  his  lawyer,  is  a customary  accom- 
modation. Everything  discussed  during  this  time  is 
“fair  game”  for  cross-examination.  Further,  any  law- 
yer who  makes  unreasonable  requests  or  attempts 
to  unduly  influence  the  doctor  should  be  held 
accountable. 

A good  lawyer  will  usually  attempt  to  determine 
how  the  witness  will  testify  on  critical  issues.  He 
may  alert  the  witness  to  potential  problems  with 
the  case  or  possible  avenues  of  anticipated  cross- 
examination.  This  conference  often  assists  both  the 
lawyer  and  the  doctor  in  preparing  for  the  deposi- 
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tion.  In  some  cases,  the  lawyer  will  arrange  a con- 
ference before  the  day  of  the  deposition.  Such  a 
conference  often  enables  the  doctor  and  lawyer  to 
think  the  case  through  in  a less  harried,  more  care- 
ful fashion. 

SHOULD  I ASK  FOR  AN  AUTHORIZATION? 

Privacy  laws  require  that  you  have  your  patient’s 
permission  to  speak  with  anyone  regarding  his 
medical  care.  A physician  is  permitted  to  answer 
questions  relating  to  medical  care  of  a patient  asked 
“in  any  court  or  administrative  proceeding,”  which 
includes  depositions.  This  exception  does  not  apply 
to  the  mental  health  professional,  who  must  have  an 
authorization  to  give  a deposition  (14). 

A need  for  authorization  will  arise  if  a lawyer  at- 
tempts to  discuss  the  patient’s  care  before  or  after 
the  deposition.  This  problem  may  be  circumvented 
by  requesting  that  the  lawyer  who  schedules  the 
deposition  bring  an  authorization.  If  no  authoriza- 
tion is  produced,  one  may  be  found  in  copies  of 
records  of  other  physicians  which  may  be  found  in 
the  attorney’s  file. 

Predeposition  conferences  with  the  patient’s  at- 
torney generally  present  no  problem  in  obtaining 
authorization.  However,  when  the  opposing  lawyer 
wants  to  speak  with  you  privately,  he  may  not  be 
able  to  produce  an  authorization.  The  Texas  Su- 
preme Court  has  expressly  rejected  the  right  of  an 
opposing  lawyer  to  speak  privately  with  a treating 
physician  (15).  This  prohibition  does  not  apply  to 
discussions  between  a defendant  in  a malpractice 
case  and  his  own  counsel. 

SHOULD  I SIGN  MY  DEPOSITION? 

You  have  a right  as  a witness  to  read  and  sign  your 
typed  deposition  to  make  certain  the  court  reporter 
has  accurately  understood  and  transcribed  your  tes- 
timony ( 16).  While  many  doctors  reserve  this  right, 
there  are  few  risks  in  waiving  signature.  Most  court 
reporters  are  well-trained  and  accurate.  If  the  court 
reporter  appears  young  and  inexperienced,  a wit- 
ness may  wish  to  review  the  reporter’s  work. 

A witness  may  reserve  the  right  to  read  and  sign 
the  deposition  at  the  start  of  the  deposition  and 
subsequently  waive  that  right.  This  is  often  the  best 
approach,  as  it  permits  the  doctor  to  see  if  any 
extremely  controversial  or  disputed  testimony  is 
elicited  during  the  deposition.  In  the  event  the  doc- 
tor believes  his  opinions  have  been  misconstrued, 
or  that  words  have  been  put  into  his  mouth,  he  may 
then  attempt  to  correct  such  false  impressions  at 
the  time  he  reads  and  signs  the  depositions. 

WHY  ALL  THE  OBJECTIONS? 

WTien  a lawyer  believes  a particular  question  or  an- 
swer is  improper,  the  appropriate  step  is  to  object. 
An  objection  is  a request  that  the  court  invoke  its 


authority  to  deny  the  admissibility  of  testimony. 
Some  questions  are  improper,  either  because  of  the 
way  they  are  asked  or  because  of  the  information 
they  attempt  to  elicit.  An  answer  may  be  objection- 
able if  it  contains  inadmissible  information  or  if  it 
does  not  respond  to  the  question  asked. 

During  trial,  a judge  rules  on  all  objections  at  the 
time  they  are  made.  However,  the  judge  is  not 
present  for  a deposition,  and  therefore  cannot  make 
a contemporaneous  ruling.  This  can  cause  problems 
for  the  lawyers  and  confusion  for  the  witness. 

The  Texas  Rules  of  Civil  Procedure  require  that 
objections  as  to  the  form  of  the  question  or  the  re- 
sponsiveness of  an  answer  be  made  at  the  time  of 
the  deposition;  otherwise,  they  are  waived.  The  at- 
torneys may  alter  the  standard  for  objections,  but 
only  by  agreement  of  all  lawyers  present  (17). 

Since  an  attorney  cannot  determine  whether  an 
objection  will  ultimately  be  sustained  (granted)  or 
overruled  (denied),  he  often  must  restate  or  re- 
phrase the  same  question,  until  no  other  attorney 
objects.  While  this  may  seem  repetitious  to  the  wit- 
ness, it  often  determines  whether  or  not  a critical 
fact  or  opinion  may  be  brought  before  the  jury. 

Lawyers  have  varying  strategies  regarding  objec- 
tions. Some  lawyers  will  let  objectionable  questions 
and  answers  go  by  without  objecting,  while  others 
will  object  to  proper  questions  and  answers  in  an 
attempt  to  upset  the  balance  of  his  opponent.  As 
with  all  pursuits,  the  practice  of  law  leaves  room  for 
variation  in  skill,  style,  and  technique. 

The  important  consideration  for  the  witness  is  to 
remember  that  objections  are  the  province  of  the 
lawyers.  There  is  an  almost  irresistible  compulsion 
for  some  witnesses  to  want  to  settle  arguments 
about  objections.  Try  to  steer  clear  of  the  legalities, 
and  simply  answer  all  the  questions  that  are  put 
to  you. 

WHY  AM  I ASKED  ABOUT  THE  BILLS  OF  OTHER 
DOCTORS? 

Medical  bills  are  not  recoverable  if  there  is  no  medi- 
cal testimony  that  the  charges  were  reasonable  and 
the  treatment  necessary  and  related  to  the  event 
(18).  Since  the  cost  of  taking  a doctor’s  deposition 
is  so  high,  most  lawyers  will  ask  the  doctor  they  de- 
pose to  “prove  up”  or  testify  regarding  the  reason- 
ableness and  necessity  of  other  physicians’  charges 
and  treatment. 

This  problem  should  be  approached  in  a manner 
that  is  fair  to  all  concerned.  Rather  than  reject  this 
form  of  cooperation  or  agree  to  all  charges  and 
treatment,  the  testifying  doctor  should  review  the 
records  and  bills,  and  determine  what  he  can  relate 
to  the  injury,  and  testify  accordingly.  As  a courtesy, 
lawyers  should  be  encouraged  to  provide  any  such 
records  and  bills  prior  to  the  deposition. 
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BASIS  OF  OPINION  TESTIMONY;  POSSIBLE  VS 
PROBABLE 

When  a lawyer  asks  for  an  opinion  “based  upon  rea- 
sonable medical  probability,”  he  is  doing  so  because 
anything  less  is  usually  of  no  probative  value.  Diag- 
nosis, the  need  for  past  or  future  medical  treatment, 
and  the  relationship  of  a condition  to  an  event  are 
only  established  by  reasonable  medical  probability 
(19). 

Medical  science  often  speaks  in  terms  of  medical 
certainty.  Our  civil  legal  system  does  not  place  such 
an  onerous  burden  on  plaintiffs.  Probability  is  estab- 
lished if  something  is  “more  likely  than  not”  true. 

On  cross-examination,  many  lawyers  will  attempt  to 
convert  “probability”  into  “possibility,”  thereby  de- 
stroying the  proof  of  the  matter  in  question.  While 
it  may  seem  picayune,  this  distinction  is  critical  to 
the  patient’s  case.  Further,  a probable  answer  always 
has  possible  alternative  answers.  For  example,  if  a 
physician  believes  a ruptured  disk  probably  resulted 
from  a fall,  the  possibility  that  it  resulted  from  some 
other  event  or  condition  is  not  excluded. 

DO  I HAVE  TO  TAKE  THIS  ABUSE? 

The  line  between  aggressive  cross-examination  and 
abuse  is  often  fine,  and  at  some  point  during  a depo- 
sition, a physician  may  believe  it  has  been  crossed. 
No  witness  need  tolerate  abuse,  and  a court  has  the 
power  to  stop  it.  However,  since  judges  are  not 
present  for  depositions,  neither  the  lawyers  nor  the 
witness  are  capable  of  determining  whether  the  ex- 
aminer is  within  the  boundaries  of  propriety. 

Lawyers  never  want  a jury  to  feel  they  are  being 
abusive,  and  a witness  can  often  resolve  the  situa- 
tion by  saying,  on  the  record,  “I’m  sorry  you  are  so 
angry,  but  I am  just  attempting  to  answer  your  ques- 
tions truthfully,”  or,  “I  would  appreciate  it  if  you 
would  quit  being  so  abusive  to  me.”  If  that  does  not 
cure  the  problem,  a request  that  the  abusive  law- 
yer’s opponent  approach  the  court  and  seek  protec- 
tion from  the  harassment  is  appropriate.  Finally, 
unless  a subpoena  has  been  issued,  lawyers  can  be 
asked  (or  told)  to  leave.  However,  this  step  will  al- 
most certainly  result  in  a subpoena  being  issued  to 
the  doctor,  or  at  least  a showdown  at  the  court- 
house. When  taking  such  an  extreme  step,  the  wit- 
ness and  attorney  would  be  well  advised  to  make 
certain  they  are  correct,  and  that  the  problem  can- 
not be  resolved  amicably. 

WHY  SHOULD  I GIVE  A DEPOSITION? 

After  all  the  problems  are  considered,  any  sane  phy- 
sician is  likely  to  wonder  why  he  should  bother 
with  consenting  to  have  his  deposition  taken  or  par- 
ticipate in  the  legal  process  to  any  extent.  Many 
doctors  have  answered  this  question  by  refusing  to 
accept  patients  with  on-the-job  injuries  or  car  acci- 
dents, which  are  the  two  most  common  sources  of 


personal  injury  actions.  It  is  unfortunate  that  some 
of  the  best  physicians  are  refusing  to  treat  people 
because  they  have  litigation,  but  it  is  a fact  of  life. 

For  doctors  who  do  not  limit  their  practice,  the 
legal  side  of  an  injury  is  basically  unavoidable.  Re- 
fusing to  testify  actually  harms  the  patient’s  legal 
position.  However,  physicians  can  take  steps  to 
streamline  their  litigation  participation.  Often,  the 
physician’s  testimony  is  the  key  ingredient  in  the 
settlement  of  the  case,  and  by  cooperating  with  the 
lawyers,  the  doctor  helps  avoid  protracted  litigation. 

Rules  regarding  admissibility  of  medical  opinions 
and  charges  from  the  records  have  been  greatly  lib- 
eralized in  recent  years.  Doctors  who  regularly  keep 
detailed  records,  as  opposed  to  only  writing  reports 
when  requested,  may  avoid  many  depositions.  How- 
ever, the  key  issue  in  a personal  injury  damage  case 
is  often  the  medical  question.  Matters  such  as  the 
effect  of  prior  conditions,  causation  of  a condition 
by  trauma,  prognosis,  and  future  medical  needs  may 
only  be  adequately  addressed  by  testimony. 

The  Ten  Commandments  of  Giving  a Deposition 
The  most  important  thing  for  a doctor  to  know  about 
a deposition  is  how  to  handle  cross-examination. 
You  want  to  be  able  to  say  what  you  believe,  not 
what  the  attorney  wants  to  make  you  appear  to  be- 
lieve. There  is  often  a difference,  and  many  doctors’ 
opinions  have  been  twisted  by  techniques  common 
to  cross-examination.  You  can  learn  some  of  these 
techniques;  many  of  them  are  familiar  to  you  from 
ordinary  speech. 

Here  is  a compilation  of  some  of  the  most  com- 
mon ways  to  make  sure  you  say  only  what  you  want 
to  say.  I call  them,  with  all  deference  for  the  genu- 
ine articles,  the  Ten  Commandments  of  Giving  a 
Deposition: 

1.  TELL  IT  LIKE  IT  IS 

Tell  it  like  it  is.  This  is  the  most  important  com- 
mandment, and  will  protect  you  at  all  times.  Say 
only  what  you  can  support,  and  do  not  embellish 
beyond  what  can  be  found  in  your  records,  or  rea- 
sonably extrapolated  from  the  records. 

2.  BE  BRIEF 

Be  brief  in  your  answers.  Answer  the  question  com- 
pletely and  then  stop.  Do  not  answer  more  than 
what  is  asked  of  you.  If  the  lawyer  wants  more  infor- 
mation, he  can  ask  more  questions. 

3.  DO  NOT  GIVE  A 100%  ANSWER  UNLESS  YOU 
ARE  100%  CERTAIN 

Do  not  give  a “100%  ” answer,  unless  you  are  abso- 
lutely sure  you  are  right.  If  you  are  the  slightest  bit 
uncertain  about  your  answer,  let  the  lawyer  know 
you  are  answering  to  the  best  of  your  knowledge. 

As  with  recollection  of  events,  medical  knowledge 
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is  often  inexact.  With  events,  there  are  often  other 
sources  of  correct  information;  medical  knowledge 
is  more  elusive,  as  there  are  facts  and  opinions  and 
disagreements  about  what  is  factual  and  what  is 
opinion.  This  is  true  of  many  diagnoses  and  of  the 
questions  often  asked  about  credibility  of  patients. 

Your  credibility  is  paramount  in  every  deposition 
you  give.  If  you  make  an  outrageous  statement  in 
one  deposition,  it  can  come  back  to  haunt  you. 

Many  lawyers  keep  copies  of  doctors’  depositions  in 
their  libraries,  particularly  doctors  they  anticipate 
cross-examining  again. 

4.  DO  NOT  AGREE  WITH  A STATEMENT  THAT  IS 
NOT  100%  CORRECT 

If  the  lawyer  asks  you  to  agree  to  the  truth  of  a 
statement,  do  not  do  so,  unless  his  statement  is  ab- 
solutely true.  If  the  statement  is  not  absolutely  true, 
explain  where  it  is  incorrect. 

The  “leading  question,”  which  is  one  which  sug- 
gests its  answer,  is  perhaps  the  oldest  trick  in  the 
book.  By  phrasing  a question  with  precision,  an  ad- 
vocate obtains  your  agreement,  only  to  change  the 
information  subtly  during  argument.  Listen  to  every 
question  careftilly.  Does  it  contain  subparts?  Does  it 
make  sweeping  generalizations  which  you  may  agree 
with  in  some  cases  but  disagree  with  in  others? 

Do  you  agree  with  the  question  absolutely  and 
completely? 

Unless  you  agree  with  the  question  in  its  entirety, 
you  should  not  answer  “yes.”  There  are  occasions 
when  a “yes”  answer  is  appropriate.  However,  more 
often  than  not,  the  best  answer  is  one  that  addresses 
each  subpart  with  specificity  and  spells  out  the 
exact  opinion  you  wish  to  express. 

5.  THIS  IS  NOT  A TEST 

This  is  not  an  intelligence  test  or  a memory  test.  Do 
not  be  afraid  to  admit  that  you  do  not  understand  a 
question  or  know  an  answer.  Some  questions  will 
incorporate  legalisms  that  are  unfamiliar  to  you. 
Your  credibility  as  a doctor  is  unaffected  by  your 
unfamiliarity  with  legal  principles.  However,  your 
failed  attempt  to  respond  to  questions  you  do  not 
understand  may  seriously  damage  you  as  a witness, 
or  your  patient’s  case. 

Do  not  hesitate  to  refer  to  your  records.  Medical 
records  are  an  accepted  part  of  a doctor’s  practice. 
Most  doctors  rely  upon  them  with  little  or  no  reser- 
vation. This  does  not  mean  that  you  cannot  answer 
outside  your  records,  particularly  if  you  have  inde- 
pendent recollection  of  something  you  would  not 
ordinarily  record.  For  example,  you  might  recall  a 
patient  being  particularly  upset  at  receiving  your  di- 
agnosis. If  you  remember  something  about  the  pa- 
tient, do  not  be  afraid  to  speak  of  it,  just  because  it 
does  not  appear  in  your  records.  However,  if  the 


recollection  conflicts  with  your  records,  your  credi- 
bility will  be  strained. 

6.  DO  NOT  ARGUE 

Many  lawyers  attempt  to  get  you  angry  so  you  will 
argue  with  them.  Do  not  let  this  happen.  Lawyers 
are  trained  and  paid  to  argue,  and  you  are  likely  to 
lose  any  argument  during  your  deposition.  Do  not 
allow  yourself  to  get  angry,  because  when  you  get 
angry,  you  do  not  think  as  clearly  and  you  are  liable 
to  make  mistakes.  If  you  feel  yourself  getting  angry, 
stop,  take  a few  deep  breaths,  and  then  answer  the 
question.  In  extreme  circumstances,  take  a short 
break  so  you  can  have  a chance  to  walk  around  and 
clear  your  head. 

If  you  sense  a hostile  cross-examination  (and  the 
very  nature  of  cross-examination  is  hostile! ),  try  to 
keep  the  fight  on  your  terms.  Do  not  get  tangled  up 
in  the  way  a question  is  phrased.  If  the  question  is 
misleading,  do  not  respond  to  it.  Make  your  own 
statements,  and  base  them  upon  your  knowledge 
and  skill  as  a doctor.  While  there  are  many  lawyers 
with  a great  deal  of  medical  knowledge,  you  should 
know  more.  Keeping  the  debate  in  a medical  context 
will  help  you  maintain  your  position  of  authority. 

7.  THE  CROSS-EXAMINING  LAWYER  IS  NOT  YOUR 
FRIEND 

Do  not  think  the  attorney  cross-examining  you  is 
your  friend.  Many  lawyers  attempt  to  be  friendly 
with  you  by  agreeing  with  some  of  your  statements 
during  the  deposition.  The  purpose  of  cross- 
examination  is  to  discredit  the  direct  testimony. 

The  defendant’s  attorney  wants  to  destroy  the  pa- 
tient’s case,  while  the  plaintiff’s  attorney  tries  to 
prove  the  severity  of  the  patient’s  condition.  You 
need  not  be  nervous  or  get  nasty  with  either  lawyer, 
but  keep  on  your  toes  and  do  not  be  fooled. 

8.  SPEAK  UP 

Speak  clearly  when  answering.  Every  word  you  say 
will  be  typed  by  a court  reporter  and  recorded  in  a 
booklet.  This  booklet  can  be  read  to  the  judge  and 
jury  during  trial.  It  is  very  important  that  the  court 
reporter  understands  what  you  are  saying.  Make  all 
your  answers  verbal.  Do  not  nod  your  head  or  say 
“uh-huh.”  When  explaining  a measurement  or  a 
place  on  the  patient’s  body,  do  not  use  hand  signals 
or  point  to  a particular  part  of  your  body  without 
explaining  yourself  verbally.  If  the  left  shoulder  is 
involved,  do  not  point  to  your  left  shoulder  and  an- 
swer, “The  patient  has  pain  here.”  If  you  do,  all  that 
will  be  recorded  are  the  words.  You  must  say,  “The 
patient  h^  pain  in  his  left  shoulder,”  for  the  jury  to 
be  able  to  understand  from  your  deposition  what 
you  are  trying  to  say.  In  a videotaped  deposition, 
this  concern  is  diminished  but  not  eliminated,  as 
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the  typed  deposition  remains  the  primary  official 
record  of  the  proceeding. 

9.  BE  POUTE  AND  RESPECTFUL 
Remember,  your  answers  can  be  read  directly  to 
the  judge  and  jury.  Do  not  joke  or  curse.  Do  not  be 
disrespectful  to  the  attorney,  or  anyone  involved  in 
the  case.  Speak  as  if  you  are  speaking  directly  to  the 
judge  and  jury.  If  you  treat  the  deposition  and  the 
other  lawyer  with  respect,  your  testimony  will  be 
given  more  respect  by  the  jury,  and  this  can  make 
the  difif^erence  in  whether  your  opinion  is  respected. 

10.  DO  NOT  WORRY 

This  may  seem  to  be  a strange  piece  of  advice  after 
all  of  the  other  commandments.  However,  if  you  tell 
it  like  it  is,  everything  should  go  well  during  your 
deposition.  Do  not  worry  about  matters  that  are  not 
covered  in  the  deposition.  Do  not  worry  about 
making  mistakes.  If  you  realize  that  you  have  made  a 
mistake  during  the  deposition,  correct  your  testi- 
mony, even  if  you  have  to  interrupt  another  line  of 
questioning. 

These  bits  of  advice  are  only  meant  to  serve  as 
guidelines.  Their  purpose  is  not  to  tell  you  what  to 
say,  but  how  to  “tell  it  like  it  is”  without  being 
misunderstood. 

Conclusion 

Depositions  may  be  a necessary  evil  in  a physician’s 
practice,  but  there  are  methods  for  minimizing  the 
aggravation  in  scheduling  and  taking  depositions. 
Further,  a witness  may  prepare  himself  for  the  types 
of  questions  that  will  be  asked  and  ensure  that  he 
will  be  understood.  Two  additional  publications  ad- 
dress some  of  the  considerations  discussed  in  this 
article.  They  are  “The  treating  physician  as  an  ex- 
pert witness,”  and  “Code  for  Physicians  and  Attor- 
neys of  Texas.”  ( 20,2 1 ). 
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power  to  require  the  party  requesting  the  deposition  to 
pay  an  expert  witness’  fee. 

10.  Tex  R Civ  P 179,  201. 

11.  Tex  R Civ  P 179. 

12.  Tex  R Civ  P 201  states  that  the  time  and  place  of 
the  deposition  shall  be  “reasonable.” 

13.  Tex  R Civ  P 179. 
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Diabetes  mellitus  is  a major  cause  of  visual  dis- 
ability in  the  United  States.  The  Diabetic  Retinop- 
athy Study,  a large  randomized  controlled  study 
under  the  National  Eye  Institute  (NEI),  demon- 
strated that  photocoagulation  reduced  by  60%  the 
occurrence  of  severe  visual  loss  ( visual  acuity  of 
less  than  5/200)  in  eyes  with  moderate  to  severe 
proliferative  diabetic  retinopathy.  Another  major 
NEI  study  now  under  way,  the  Early  Treatment 
Diabetic  Retinopathy  Study  (ETDRS),  has  demon- 
strated a 50%  reduction  of  significant  visual  loss 
( loss  of  6 ETDRS  eye  chart  lines)  in  eyes  with 
“clinically  significant"  macular  edema  undergo- 
ing laser  photocoagulation.  Diagnostic  criteria 
and  current  treatment  techniques  for  macular 
edema  and  proliferative  retinopathy  are  reviewed, 
and  recommendations  for  examination  and  refer- 
ral are  offered. 

KEY  WORDS:  DIABETES  MELUTLIS,  DIABETIC  RETlNOPATH\', 
PROLIFERATIVE  RETINOPATHT'.  MACULAR  EDEMA, 
PHOTOCOAGUUTION. 


Most  diabetics  can  be  divided  into  two 
groups  based  on  the  requirement  of  in- 
sulin to  prevent  ketosis.  Type  I diabetics 
typically  become  abruptly  symptomatic  as  juveniles 
and  are  dependent  on  insulin  injections  to  prevent 
ketosis.  Type  II  diabetics  comprise  80%  to  90%  of 
the  diabetic  population  and  do  not  depend  on  insu- 
lin to  prevent  ketonuria  and  do  not  develop  ketosis 
under  normal  circumstances,  although  insulin  may 
be  required  to  control  hyperglycemia.  Most  type  II 
diabetes  develops  after  age  40  and  is  associated 
with  obesity  ( 1 ).  Although  most  studies  in  the 
ophthalmologic  literature  have  classified  diabetics 
according  to  age  of  onset,  we  will  refer  to  type  I and 
type  II  throughout  this  article. 

Diabetes  mellitus  occurs  commonly  in  the  United 
States  with  an  estimated  incidence  of  1 % to  3%  of 
the  population  (2  — 4).  Significant  regional  differ- 
ences exist,  however.  In  Texas’  Starr  County,  Hanis 
(4)  found  6.8%  of  a stable  Mexican-American  popu- 
lation had  diabetes,  and  estimated  that  almost  10% 
of  the  population  over  age  35  may  have  the  disease, 
a twofold-to-fivefold  increase  in  incidence. 

As  the  prevalence  of  diabetes  increases,  due  in 
part  to  the  increased  lifespan  afforded  by  medical 
advances,  the  prevalence  of  long-term  complica- 
tions such  as  diabetic  retinopathy  increase  con- 
comitantly. In  1930,  only  1%  of  blindness  was 
attributable  to  diabetes  compared  to  15%  by  I960 
(5).  Today  more  than  50,000  patients  in  the  United 
States  are  legally  blind  due  to  diabetic  retinopathy, 
and  diabetes  is  the  leading  cause  of  new  cases  of 
legal  blindness  (vision  of  20/200  or  less)  (6). 

Diabetic  retinopathy  is  broadly  divided  into  back- 
ground retinopathy  ( BDR ),  consisting  of  intraretinal 


hemorrhages,  microaneurysms,  hard  exudates,  and 
cotton  wool  spots,  and  proliferative  retinopathy 
(PDR),  which  is  distinct  in  the  appearance  of  neo- 
vascularization (new  blood  vessels)  either  on  the 
optic  nerve  disc  (NVD)  or  “elsewhere”  in  the  retina 
(NVE)  (Figs  1,2).  PDR  may  be  preceded  by  the  ap- 
pearance of  numerous  cotton  wool  spots  and  intra- 
retinal hemorrhages,  referred  to  as  preproliferative 
retinopathy.  Macular  edema  causes  retinal  thicken- 
ing due  to  accumulated  fluid  which  involves  or 
threatens  the  macula,  the  central  retina  responsible 
for  detailed  visual  acuity  (Fig  3).  Macular  edema 
may  occur  with  both  BDR  and  PDR. 

All  studies  show  an  increased  prevalence  of  reti- 
nopathy with  duration  of  diabetes  (7-16).  Among 
type  I diabetics,  retinopathy  is  present  in  40%  after 
5 years  and  95%  after  1 5 years.  PDR  comprises  2% 
and  25%  of  retinopathy  at  5 and  15  years,  respec- 
tively (13).  Macular  edema  also  increases  with  dura- 
tion of  type  I diabetes,  where  it  is  usually  associated 
with  PDR.  Present  in  1 1 % overall,  it  occurs  in  less 
than  1%  after  10  years  of  diabetes  (17,18).  In  terms 
of  severe  retinopathy,  type  II  diabetics  fare  some- 
what better,  with  retinopathy  occurring  in  29%  and 
75%  at  5 and  15  years,  with  PDR  comprising  2% 
and  15%,  respectively  (l4).  Macular  edema  occurs 
much  earlier  than  in  type  I diabetes,  and  is  present 
in  5%  to  10%  at  10  years,  and  8.4%  overall  (18). 

Several  studies  (13,14,16—19)  support  the  fol- 
lowing observations:  (a)  significant  retinopathy  is 
infrequently  seen  in  the  first  five  years  of  type  I dia- 
betes; (b)  retinopathy  tends  to  develop  sooner  after 
diagnosis  in  type  II  diabetes,  and  may  be  present  at 
the  time  of  diagnosis;  (c)  retinopathy  develops 
more  frequently  and  is  more  severe  in  patients  with 
type  I than  type  II  diabetes.  However,  due  to  the 
predominance  of  type  II  disease,  in  terms  of  abso- 
lute numbers,  these  patients  constitute  the  majority 
of  diabetics  suffering  visual  loss. 

Treatment 

Other  than  the  probable  beneficial  role  of  glucose 
control  in  preventing  the  development  of  retinopa- 
thy (8,9,13-15,20-24),  treatment  of  established 
retinopathy  with  laser  photocoagulation  is  the  pri- 
mary method  of  therapy.  Laser  photocoagulation  has 
been  shown  effective  in  preventing  visual  loss  in 
both  PDR  and  macular  edema. 

PROLIFERATIVE  RETINOPATHY 
The  Diabetic  Retinopathy  Study,  which  began  re- 
porting results  in  1976  (25)  has  provided  the  most 
specific  and  clinically  useful  information  on  pho- 
tocoagulation for  PDR.  Beginning  in  1972,  there 
were  1,758  patients  enrolled  in  a randomized,  con- 
trolled trial.  Eligible  patients  had  an  initial  visual 
acuity  of  20/100  or  better  in  both  eyes  and  PDR 
in  at  least  one  eye  or  severe  nonproliferative  reti- 
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/.  Biickgrountl 
(tiahetic  retinopathy 
with  microaneur)'sms 
(small  arrow),  dot  and 
blot  hemorrhages,  hard 
exudates,  and  nerre 
fiber  layer  infarctions 
(large  arrow). 


3A  Clinically 
significant  diabetic 
macular  edema  with 
hard  exudates  present 
less  than  500  microns 
from  the  center  of  the 
foiea  (arrow),  with 
retinal  edema  involv- 
ing the  center  of  the 
fovea  which  blurs 
macular  detail 


2.  Proliferative 
diabetic  retinopathy 
with  severe  neovascu 
larization  of  the  optic 
nerve  disc  (NVD). 


}B.  Corresponding 
fluorescein  angiogram 
demonstrates  prom- 
inent perifoveal 
capillary  leakage 
(arrow),  with  few 
lesions  outside  of 
macula 
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nopathy  in  both  eyes.  One  eye  of  each  patient  was 
randomly  selected  to  undergo  immediate  photoco- 
agulation therapy  with  either  the  xenon  arc  or  ar- 
gon laser,  while  the  fellow  eye  was  observed.  Visual 
acuity  was  measured  at  four-month  intervals  with  an 
end  point  of  “severe  visual  loss”  defined  at  less  than 
5/200  vision  at  two  consecutive  visits. 

Early  results  revealed  that  certain  ocular  findings 
were  strongly  associated  with  a high  incidence  of 
severe  visual  loss.  The  term  “high  risk  characteris- 
tics” was  coined  to  refer  to  these  ocular  findings. 
Furthermore,  photocoagulation  with  either  the 
xenon  arc  or  argon  laser  dramatically  reduced  the 
incidence  of  severe  visual  loss  in  eyes  with  these 
high-risk  characteristics.  The  beneficial  effect  of 
treatment  was  so  striking  that  in  1976  the  protocol 
was  changed  to  treat  all  eyes  that  developed  high- 
risk  characteristics  (26).  Risk  characteristics  in- 
cluded the  presence  of  new  vessels,  new  vessels  on 
the  optic  disc  (NVD),  moderate  to  severe  new  ves- 
sels (NVD  greater  than  one  fourth  of  the  disc  area, 
or  new  vessels  elsewhere  in  the  retina  (NVE) 
greater  than  one  half  of  the  disc  area  in  any  one 
standard  30-degree  photographic  field),  and  the 
presence  of  vitreous  or  preretinal  hemorrhage.  Two 
or  fewer  risk  factors  were  associated  with  an  8.5% 
two-year  incidence  of  severe  visual  loss,  which 
sharply  increased  to  26.7%  with  the  addition  of  a 
third  risk  factor  (Fig  4)  (27). 

Photocoagulation  significantly  reduced  the  risk  of 
severe  visual  loss  in  all  groups  of  eyes  with  high-risk 
characteristics  and  reduced  the  incidence  of  severe 
visual  loss  by  61%  overall.  Side  effects  of  panretinal 
photocoagulation  included  constriction  of  visual 
fields  and  small  losses  of  visual  acuity. 

The  Diabetic  Retinopathy  Study  specified  that 
panretinal  photocoagulation  consist  of  800  to  1 ,600 


4 Effect  of  panretinal  photocoagulation  on  occurrence  of  severe 
visual  loss  (SVL)  in  high-risk  eyes  (28). 


Two-year  cumulative  SVL 

Risk  Factor 

Untreated 

Treated 

New  vessels  on  the  optic  disc  (NVD) 
covering  greater  than  one  fourth 
disc  area 

Without  vitreous  and/or  preretinal 
hemorrhage 

26.2% 

8.5% 

With  vitreous  and/or  preretinal 
hemorrhage 

36.9% 

20.1% 

NVD  covering  less  than  one  fourth  disc 
area  with  vitreous  and/or  preretinal 
hemorrhage 

25.6% 

4.3% 

New  vessels  elsewhere  greater  than  one 
half  disc  area  with  vitreous  and/or 
preretinal  hemorrhage 

29.7% 

7.2% 

burns,  500  pm.  in  diameter  in  a grid  pattern  no 
closer  than  two  disc  diameters  from  the  fovea. 
Others  use  as  many  as  3,000  burns  per  eye  (28—30). 
Panretinal  photocoagulation  is  usually  divided  into 
approximately  three  sessions  to  reduce  the  inci- 
dence of  transient  side  effects  (25,31 ).  Additional 
photocoagulation  is  performed  for  recurrent  neo- 
vascularization by  extending  the  grid  pattern  pe- 
ripherally and/or  direct  application  over  specific 
lesions. 

Several  questions  remain  unanswered.  Would 
photocoagulation  done  earlier  in  the  course  of  reti- 
nopathy be  more  beneficial,  or  is  it  best  deferred 
until  high-risk  characteristics  have  developed? 
Would  a less  extensive  scatter  treatment  (attended 
by  fewer  side  effects)  be  as  effective  as  that  speci- 
fied by  the  Diabetic  Retinopathy  Study?  These  ques- 
tions as  well  as  the  possible  preventative  effect  of 
low-dose  aspirin  are  being  studied  by  the  ongoing 
Early  Treatment  Diabetic  Retinopathy  Study 
(ETDRS)  (32). 

MACULAR  EDEMA 

Though  resulting  in  blindness  less  frequently  than 
PDR,  macular  edema  is  more  prevalent  and  respon- 
sible for  visual  impairment  in  more  diabetics 
(33,34).  Macular  edema  as  defined  by  the  ETDRS 
consisted  of  definite  retinal  thickening  or  hard  exu- 
dates within  one  disc  diameter  of  the  center  of  the 
macula  as  seen  by  slit  lamp  biomicroscopy. 

While  beneficial  effects  of  photocoagulation  for 
macular  edema  have  been  reported  for  two  de- 
cades, there  have  been  only  five  randomized  trials 
(34—38).  Of  these,  the  first  report  from  the  ETDRS 
provides  the  most  specific  and  clinically  useful  in- 
formation (37). 

Beginning  in  1980,  there  were  3,928  diabetic  pa- 
tients enrolled  in  23  clinical  centers.  The  first  re- 
port examined  the  effect  of  laser  treatment  in  eyes 
with  macular  edema  and  nonproliferative  or  early 
proliferative  retinopathy  (eyes  with  high-risk 
characteristics  were  excluded  from  the  study). 

In  eyes  with  macular  edema,  754  received  imme- 
diate focal  photocoagulation  according  to  a specific 
protocol,  while  1 ,490  eyes  were  observed.  At  the 
end  of  three  years,  1 2%  of  the  treated  eyes  had  a 
significant  decrease  in  visual  acuity  compared  with 
24%  of  the  deferral  group.  The  beneficii  effect  of 
treatment  was  statistically  significant  at  eight 

5.  Clinically  significant  macular  edema  (3S). 

Retinal  thickening  at  or  within  500  /am.  of  the  center  of  the 
macula. 

Hard  exudates  at  or  within  500  /am.  of  the  center  of  the  macula  if 
adjacent  retinal  thickening  is  present. 

A zone  or  zones  of  retinal  thickening  one  disc  area  or  larger,  any 
part  of  which  is  within  one  disc  diameter  of  the  center  of  the 
macula. 
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months  in  a subgroup  of  eyes  having  “clinically  sig- 
nificant macular  edema”  (Fig  5).  The  authors  there- 
fore recommended  that  all  eyes  with  clinically  sig- 
nificant macular  edema  be  considered  for  focal 
photocoagulation. 

The  definition  of  clinically  significant  macular 
edema  is  specifically  based  on  clinical  examination, 
while  treatment  is  guided  by  detection  of  “treatable 
lesions”  on  fluorescein  angiography  which  is  typi- 
cally projected  on  a screen  behind  the  patient  at  the 
time  of  treatment.  Treatable  lesions  include  discrete 
points  of  fluorescein  leakage,  areas  of  diffuse  leak- 
age, and  areas  of  capillary  nonperfusion.  Burns  of  50 
to  100  pirn,  are  applied  directly  to  discrete  lesions, 
while  areas  of  diflftise  leakage  or  capillary  nonper- 
fusion receive  a grid  of  100  to  200  /xm.  burns. 

Examination  and  referral 

A recent  population-based  study  revealed  that 
nearly  26%  of  type  I and  36%  of  type  II  patients 
had  never  been  examined  by  an  ophthalmologist. 
Severe  PDR  with  high  risk  characteristics  was  found 
in  1 1 % of  type  I and  7%  of  type  II  patients  who  had 
either  never  been  seen  or  whose  last  ophthalmo- 
logic examination  was  more  than  two  years  prior  to 
the  study  (39).  Due  to  the  prevalence  and  often 
asymptomatic  development  of  diabetic  retinopathy, 
the  importance  of  careful  eye  examinations  by  all 
primary  care  physicians  cannot  be  overemphasized. 
However,  the  ability  of  non-ophthalmologists  to 
adequately  diagnose  significant  retinopathy  is  prob- 
ably inadequate.  Sussman  (40)  tested  a small  group 
of  university  physicians  and  found  that  the  diagnosis 
of  PDR  was  missed  in  50%  of  cases  by  internists  and 
senior  medical  residents,  in  33%  by  diabetologists, 
and  in  9%  by  general  ophthalmologists,  while  retina 
specialists  missed  none. 

The  physician  properly  trained  in  ophthalmos- 
copy can  detect  retinopathy  with  a high  degree  of 
sensitivity  (41).  However,  the  primary  care  physi- 
cian must  become  familiar  with  the  specific  retinal 
lesions  of  diabetes  through  regular  patient  exami- 
nation and  self-education. 

Examination  should  include  an  independent  vi- 
sual acuity  measurement  of  each  eye  using  the  pa- 
tient’s most  recent  lenses.  Dilation  is  mandatory  for 
effective  examination,  especially  in  the  elderly  who 
may  have  cataracts.  One  drop  of  1 % tropicamide 
and  2.5%  phenylephrine  will  dilate  the  pupil  in  10 
to  1 5 minutes,  which  usually  coincides  well  with  a 
routine  office  visit. 

Attention  should  be  directed  initially  toward  the 
posterior  fundus  due  to  the  predilection  of  diabetic 
lesions  for  this  area.  Utilization  of  the  red-free  filter, 
present  on  most  direct  ophthalmoscopes,  is  helpful 
in  detecting  vascular  lesions  and  small  hemorrhages. 
The  optic  disc  and  posterior  retina  should  be  exam- 
ined for  the  presence  of  new  blood  vessels.  The 


presence  of  multiple  cotton  wool  spots  and  intra- 
retinal  hemorrhages  should  heighten  one’s  suspi- 
cion of  the  presence  or  impending  development  of 
PDR.  Hemorrhages  must  be  studied  to  determine 
if  any  are  preretinal  or  vitreous,  as  these  almost  al- 
ways arise  from  new  blood  vessels.  The  detection  of 
any  retinopathy  should  result  in  referral  for  routine 
ophthalmologic  evaluation,  with  more  urgent  refer- 
ral reserved  for  those  demonstrating  neovasculariza- 
tion, preretinal  or  vitreous  blood,  or  numerous 
cotton  wool  spots  and  hemorrhages. 

The  detection  of  macular  edema  is  more  difficult 
but  may  be  suspected  if  one  or  more  of  the  follow- 
ing are  present:  (a)  absence  of  the  central  foveal 
light  reflex,  (b)  hard  exudates  within  two  disc  diam- 
eters of  the  center  of  the  macula,  (c)  decreased  vi- 
sual acuity  in  the  absence  of  a cataract  or  definite 
macular  lesions.  Clinically  significant  macular 
edema  may  be  present  without  the  above  findings; 
hence  the  necessity  for  routine  ophthalmologic 
evaluations. 

We  support  guidelines  from  the  National  Diabetes 
Advisory  Board  (42,43)  recommending  evaluation 
by  an  ophthalmologist  of  all  type  I diabetics  by  at 
least  the  fifth  year  of  their  disease,  and  yearly  there- 
after. Patients  with  type  II  diabetes  should  be  evalu- 
ated yearly  from  the  time  of  diagnosis.  More  fre- 
quent visits  are  usually  necessary  once  retinopathy 
is  detected. 

Heightened  awareness  of  diabetic  retinopathy 
through  continuing  physician  and  patient  education, 
improved  screening  by  primary  care  physicians,  and 
systematic  referral  for  ophthalmologic  examination 
for  all  diabetic  patients  can  have  a significant  impact 
on  the  treatment  of  diabetic  retinopathy. 
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your  own  clinical  evaluation,  write:  Campbell  LASORATORtES, 
Inc,  P.O.  box  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 
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to  become  a bill  collector. 


There's  one  critieal  procedure 
you're  not  adequately  prepared 
to  perform:  inducing  a flow  of 
cash  from  slow-paying  patients. 
Besides,  you  have  far  better  ways 
to  spend  your  time. 

Which  is  why  we  suggest  you 
engage  the  services  of  l.C.  System. 

First  of  all,  we  have  the 
expertise  and  resources  to  do  the 
job.  What's  more,  we  understand 
that  we're  dealing  with  your 
patients.  You  don't  want  to  alien- 
ate or  offend  them.  And  we 
conduct  ourselves  accordingly. 

In  fact,  our  work  is  endorsed 
by  over  1,200  professional  asso- 
ciations and  societies,  including 
your  own.  And  although  we're 
headquartered  in  St.  Paul,  Minne- 
sota, we  have  communication 
centers  in  every  state  of  the  union. 

We'll  assign  a local  l.C. 
representative  to  your  account 
who  will  be  supported  by  a full 


range  of  collection  services  and 
personnel,  including  carefully- 
trained  telephone  contact  special- 
ists. We'll  even  provide  training 
on  how  to  use  our  service  for  the 
person  (s I in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  struc- 
ture combines  a very  competitive 
commission  rate  with  a retainer 
(corporate  or  standard)  scaled 
to  your  needs.  And  we  guarantee 
to  keep  collecting  for  as  long 
as  it  takes  to  recover  at  least  ten 
times  the  amount  of  that  retainer. 

To  find  out  how  the  l.C. 
System  approach  can  work  for 
you,  call  toll  free  (800)  824-9469, 
ext.  330.  In  Minnesota,  call 
(612)  483-8201,  ext.  330.  Or  return 
the  coupon. 

^LC.  System 

The  System  J Works? 

Endorsed  by  the  Texas  Medical  Association 


I want  to  recover  the  money  that’s  owed  me.  Please  provide  me  with  information 
on  the  l.C.  System  approach. 

Name 

Title 

Firm 

Address 

City State Zip 

Telephone  numher 

Mail  to:  l.C.  System,  Inc.,  444  East  Highway  96,  P.O.  Box  64639,  St.  Paul,  Minnesota  55164-0639 
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Xnformation  for  liuthors 


Texas  Medicine  has  two  purposes;  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  l,amar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  (iommittee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  Tbe 
complete  document  is  available  in  the  June  1982  issue  of  t\\e  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW;  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  I.ange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983- 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  frorp  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 


Texas  Medicine 


Olinical  libstracts 


1 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
I mortal  Library  each  month. 

Neurologic  disorders  associated  with  AIDS  retroviral  in- 
! fection.  Gregory  A.  Elder,  MD,  and  John  L.  Sever,  MD.  Reviews 
of  Infectious  Diseases,  vol  10,  no  1,  March-April  1988;  copy- 
right 1988,  The  University  of  Chicago. 

Neurologic  disease  occurs  frequently  in  patients  infected  with 
the  human  immunodeficiency  virus  (HfV),  and  a large  body  of 
literature  now  exists  detailing  the  various  infections,  neo- 
plasms, and  other  conditions  that  can  affect  the  central  nervous 
system  (CNS)  or  the  peripheral  nervous  system  in  children 
and  adults  with  AIDS,  persistent  generalized  lymphadenopathy, 
or  (in  some  cases)  only  serologic  evidence  of  retroviral  infec- 
I tion.  Although  certain  opportunistic  infections  ( toxoplasmosis, 
cryptococcosis,  progressive  multifocal  leukoencephalopathy, 

, and  herpesviral  infections)  and  CNS  lymphomas  often  produce 
! CNS  disease  in  patients  with  AIDS,  it  is  now  clear  that  many 
' cases  of  neurologic  disease  are  caused  by  a group  of  disorders 
thought  to  be  related  to  direct  CNS  infection  by  the  AIDS 
j retrovirus.  Disease  of  the  peripheral  nervous  system  is  also 
I being  increasingly  recognized;  some  cases  probably  have  an 
I autoimmune  basis. 


Immunothenq)y  of  multiple  sclerosis.  Howard  L.  Weiner, 
MD,  and  David  A.  Hafler,  MD.  ( Little,  Brown  and  Company  ), 
Annals  of  Neurology  1988,  vol  23,  pp  211-222. 

Based  on  the  assumption  that  multiple  sclerosis  is  an  auto- 
immune disease,  a number  of  clinical  trials  designed  to  sup- 
press the  immune  system  or  to  restore  immune  balance  in 
multiple  sclerosis  have  been  attempted.  Depending  on  the  dis- 
ease category,  the  clinical  goals  of  immunotherapy  differ. 
Therapeutic  goals  include  improving  recovery  fi'om  acute  at- 
tacks, preventing  or  decreasing  the  number  of  relapses,  and 
halting  the  disease  in  its  progressive  stage.  The  ultimate  goal  of 
multiple  sclerosis  therapy  is  the  early  treatment  of  patients  in 
an  attempt  to  halt  the  onset  of  progression.  Specific  strategies 
of  immunotherapy  include  generation  of  a suppressor  influ- 
ence, removal  of  helper/inducer  cells,  manipulation  of  acti- 
vated T cells,  manipulation  of  class  II  major  histocompatibility 
complex -bearing  cells,  alteration  of  lymphocyte  traffic,  extra- 
corporeal removal  of  serum  factors  or  cells,  and  manipulation 
of  antigen-specific  cells.  Present  treatment  modalities  are  be- 
ginning to  show  some  efficacy  of  nonspecific  immunosuppres- 
sion, but  these  treatments  are  limited  by  their  toxicities.  As  the 
immunotherapy  of  multiple  sclerosis  moves  to  the  next  stage 
in  the  coming  years,  patients  at  an  earlier  stage  of  their  disease 
will  have  to  be  treated,  nontoxic  forms  of  therapy  developed, 
clinical  trials  lengthened,  and  a laboratory  monitor  of  the  dis- 
ease developed.  Given  the  positive  effects  of  immunotherapy 
seen  thus  far  in  the  disease,  it  is  possible  that  appropriate  im- 
munotherapeutic  intervention  may  provide  effective  treatment 
for  the  disease  in  the  future. 


Cardiopulmonary  function  in  pectus  excavatum.  Robert 
C.  Shamberger,  MD,  and  Kenneth).  Welch,  MD.  (The  American 
College  of  Surgeons),  Surgery,  Gynecology  & Obstetrics,  vol 
166,  no  4,  AprU  1988,  pp  383-391. 

The  physiologic  impact  of  pectus  excavatum  has  been  the 
topic  of  many  reports  and  much  debate;  yet,  despite  six  de- 
cades of  work  in  the  field,  no  consensus  has  been  achieved 
upon  what  degree  of  cardiopulmonary  impairment,  if  any,  this 
common  deformity  of  the  chest  wall  produces.  The  results  of 
early  pathologic  studies  of  patients  with  pectus  excavatum 
demonstrated  compression  of  the  heart  between  the  vertebral 
column  and  the  depressed  sternum.  The  left  lung  was  also 
compressed  more  than  the  right  because  of  the  frequent  asym- 
metry of  the  deformity.  Transphysiologic  components  of  these 
anatomic  findings  into  their  physiologic  components  has  been 
the  goal  of  many  subsequent  studies.  The  available  evidence 
regarding  the  cardiopulmonary  impairment  of  this  common 
deformity  of  the  chest  wall  is  reviewed,  and  presentation  is  di- 
vided between  those  studies  dealing  primarily  with  cardio- 
vascular function  and  those  dealing  with  pulmonary  function. 
The  historic  sequence  of  these  studies  is  followed  to  provide  a 
proper  perspective  upon  their  development. 

Cocaine — a particularly  addictive  drug.  LaClaire  Green 
Bouknight,  MD,  and  Reynard  R.  Bouknight,  MD,  PhD.  (McGraw 
mW),  Postgraduate  Medicine,  vol  83,  no  4,  March  1988,  pp 
115-116,  118,  121-122,  124,  131. 

Because  of  the  dramatic  increase  in  cocaine  abuse  ih  the  1980s 
and  the  recent  emergence  of  “crack”  addiction,  signs  and 
symptoms  of  cocaine  use  are  being  encountered  more  often. 
The  authors  outline  the  pharmacology  of  cocaine  and  related 
physiologic  changes  and  tell  how  to  treat  toxic  effects  and 
withdrawal. 


Persistent  pulmonary  hypertension  in  the  neonate.  Er- 
nest D.  Graves  III,  MD,  Clyde  R.  Redmond,  MD,  and  Robert  M. 
Arensman,  MD.  (American  College  of  Chest  Physicians),  Chest 
1988,  vol  93,  pp  638-641. 

Respiratory  failure  is  the  leading  cause  of  death  in  the  neonatal  33 

period.  The  anatomic  and  functional  basis  for  this,  particularly  

in  full-term  infants,  most  often  is  persistent  pulmonary  hyper- 
tension of  the  neonate  (PPHN).  This  condition  is  reversible 
but  can  cause  very  severe  and  unrelenting  respiratory  failure 
and  ultimate  death  when  uncontrolled.  Recent  technologic 
advances  have  expanded  the  scope  of  therapy  available  for 
PPHN,  resulting  in  increasing  therapeutic  success  for  these 
critically  ill  infants.  This  article  reviews  the  anatomic  and  func- 
tional anomalies  of  PPHN,  as  well  as  the  methods  of  diagnosis, 
and  discusses  current  treatment. 
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..  .like  the  more  than  one  million  patients  who  have 
received  INDERAl^  LA. 

In  a recent  survey,  4,120  participating  physicians  gave 
us  their  views^  on  INDERAL  LA  in  the  treatment  of 
hypertension,  angina  and  migraine. 

INDERAL  LA  is  their  preferred 
beta  blocker 

. . .of  the  nearly  three  out  of  four  physicians  responding 
to  the  questionnaire,  an  impressive  97%  rated  INDERAL 
LA  good  to  excellent  for  overall  performance.  Virtually  all 
cited  efficacy,  tolerability,  long-term  cardiovascular  pro- 
tection and  once-daily  convenience  as  important  factors 
in  their  choosing  to  prescribe  INDERAL  LA. 

INDERAL  LA  promotes  patient 
compliance 

. . .Virtually  every  responding  physician  rated  patient  sat- 
isfaction with  INDERAL  LA  to  be  as  good  as,  or  better 
than,  other  beta  blockers. 


Like  conventional  INDERAL  Tablets,  INDERAL  LA  should  not  be  used  in  the  presence 
of  congestive  heart  failure,  sinus  bradycardia,  cardiogenic  shock,  heart  block 
greater  than  first  degree  and  bronchial  asthma. 
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The  one  you  know  best 
keeps  looking  better 

Please  see  next  page  for  brief  summary  of  prescribing  information. 
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BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION,  SEE  PACKAGE  CIRCULAR.) 

INDERAL'^  LA  brand  of  propranolol  hydrochloride  (Long  Acting  Capsules) 

DESCRIPTION.  INDERAL  LA  Is  formulated  to  provide  a sustained  release  of  propranolol  hydro- 
chloride. INDERAL  LA  is  available  as  60  mg,  80  mg,  120  mg,  and  160  mg  capsules. 

CLINICAL  PHARMACOLOGY.  INDERAL  is  a nonselective,  bela-adrenergic  receplor-blocking 
ageni  possessing  no  olher  aulonomic  nervous  system  activity.  It  specifically  competes  with  beta-ad- 
renergic receptor-stimulating  agents  tor  available  receptor  sites.  When  access  to  beta-receptor  sites 
is  blocked  by  INDERAL,  the  chronotropic,  inotropic,  and  vasodilator  responses  to  beta- 
adrenergic  stimulation  are  decreased  proportionately. 

INDERAL  LA  Capsules  (60,  80,  120,  and  160  mg)  release  propranolol  HCI  at  a controlled  and 
predictable  rate.  Peak  blood  levels  following  dosing  with  INDERAL  LA  occur  at  about  6 hours  and  the 
apparent  plasma  half-life  Is  about  10  hours.  When  measured  at  steady  state  over  a 24-hour  period  the 
areas  under  the  propranolol  plasma  concentration-time  curve  (AUCs)  for  the  capsules  are  approxi- 
mately 60%  to  65%  of  fhe  AUCs  for  a comparable  divided  daily  dose  of  INDERAL  Tablets.  The  lower 
AUCs  for  the  capsules  are  due  to  greater  hepatic  metabolism  of  propranolol,  resulting  from  the  slower 
rate  of  absorpfion  of  propranolol.  Over  a twenty-four  (24)  hour  period,  blood  levels  are  fairly  constant 
for  about  twelve  (12)  hours  then  decline  exponentially. 

INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  conventional  propranolol 
and  the  blood  levels  achieved  do  not  match  (are  lower  than)  those  of  two  to  four  times  daily  dosing 
with  the  same  dose.  When  changing  to  INDERAL  LA  from  conventional  propranolol,  a possible  need 
for  retitration  upwards  should  be  considered  especially  to  maintain  effectiveness  at  the  end  of  the 
dosing  interval.  In  most  clinical  settings,  however,  such  as  hypertension  or  angina  where  there  is  little 
correlation  between  plasma  levels  and  clinical  effect.  INDERAL  LA  has  been  therapeutically  equiva- 
lent to  the  same  mg  dose  of  conventional  INDERAL  as  assessed  by  24-hour  effects  on  blood  pressure 
and  on  24-hour  exercise  responses  of  heart  rate,  systolic  pressure,  and  rate  pressure  product. 
INDERAL  LA  can  provide  effective  beta  blockade  for  a 24-hour  period. 

INDICATIONS  AND  USAGE.  Hypertension:  INDERAL  LA  is  indicafed  in  the  management  of 
hypertension;  it  may  be  used  alone  or  used  in  combination  with  other  antihypertensive  agents, 
particularly  a thiazide  diuretic.  INDERAL  LA  is  not  indicated  in  the  management  of  hypertensive 
emergencies. 

Angina  Pectoris  Due  to  Coronary  Atherosclerosis:  INDERAL  LA  is  indicated  for  the 
long-term  management  of  patients  with  angina  pectoris. 

Migraine:  INDERAL  LA  is  indicated  for  the  prophylaxis  of  common  migraine  headache.  The 
efficacy  of  propranolol  in  the  treatment  of  a migraine  attack  that  has  started  has  not  been  established 
and  propranolol  is  not  indicated  for  such  use. 

Hypertrophic  Subaortic  Stenosis:  INDERAL  LA  is  useful  in  the  management  of  hyperfrophic 
subaortic  stenosis,  especially  for  treatment  of  exertional  or  other  stress-induced  angina,  palpitations, 
and  syncope.  INDERAL  LA  also  improves  exercise  performance.  The  effectiveness  of  propranolol 
hydrochloride  in  this  disease  appears  to  be  due  to  a reduction  of  the  elevated  outflow  pressure 
gradlenf  which  is  exacerbafed  by  befa-receptor  sfimuiation.  Clinical  improvement  may  be  temporary. 

CONTRAINDICATIONS.  INDERAL  is  contraindicated  in  1)  cardiogenic  shock;  2)  sinus  bradycar- 
dia and  greater  than  first-degree  block;  3)  bronchial  asthma;  4)  congestive  heart  failure  (see  WARN- 
INGS) unless  the  failure  is  secondary  to  a tachyarrhythmia  treatable  with  INDERAL. 

WARNINGS.  CARDIAC  FAILURE;  Sympathetic  stimulation  may  be  a vital  component  supporting 
circulatory  function  in  patients  with  congestive  heart  failure,  and  its  inhibition  by  beta  blockade  may 
precipitate  more  severe  failure.  Although  beta  blockers  should  be  avoided  in  overt  congestive  heart 
failure,  if  necessary,  fhey  can  be  used  wifh  close  follow-up  in  patienfs  with  a history  of  failure  who  are 
well  compensated  and  are  receiving  digitalis  and  diuretics.  Beta-adrenergic  blocking  agents  do  not 
abolish  the  inotropic  action  of  digitalis  on  heart  muscle. 

IN  PATIENTS  WITHOUT  A HISTORY  OF  HEART  FAILURE,  continued  use  of  beta  blockers  can,  in 
some  cases,  iead  to  cardiac  failure.  Therefore,  af  the  first  sign  or  symptom  of  heart  failure,  the  patient 
should  be  digitalized  and/or  treated  with  diuretics,  and  the  response  observed  closely,  or  INDERAL 
should  be  discontinued  (gradually,  if  possible). 

IN  PATIENTS  WITH  ANGINA  PECTORIS,  there  have  been  reports  of  exacerbation  of  angina  and, 
in  some  cases,  myocardial  infarcfion,  following  abrupt  discontinuance  of  INDERAL  therapy. 
Therefore,  when  discontinuance  of  INDERAL  is  planned,  the  dosage  should  be  gradually  re- 
duced over  at  least  a few  weeks,  and  the  patient  should  be  cautioned  against  interruption  or 
cessation  of  therapy  without  the  physician's  advice.  If  INDERAL  therapy  is  interrupted  and 
exacerbation  of  angina  occurs,  it  usually  is  advisable  to  reinstItute  INDERAL  therapy  and  take 
other  measures  appropriate  for  the  management  of  unstable  angina  pectoris.  Since  coronary 
artery  disease  may  be  unrecognized,  it  may  be  prudent  to  follow  the  above  advice  in  patients 
considered  at  risk  of  having  occulf  atherosclerotic  heart  disease  who  are  given  propranolol  for 
other  indications. 


Nonallergic  Bronchospasm  (eg,  chronic  bronchitis,  emphysema)  — PATIENTS  WITH 
BRONCHOSPASTIC  DISEASES  SHOULD  IN  GENERAL  NOT  RECEIVE  BETA  BLOCKERS.  INDERAL 
should  be  administered  with  caution  since  it  may  block  bronchodilation  produced  by  endogenous 
and  exogenous  catecholamine  stimulation  of  beta  receptors. 

MAJOR  SURGERY:  The  necessity  or  desirability  of  withdrawal  of  beta-blocking  therapy  prior  to 
major  surgery  is  controversial.  It  should  be  noted,  however,  that  the  impaired  ability  of  the  heart  to 
respond  to  reflex  adrenergic  stimuli  may  augment  the  risks  of  general  anesthesia  and  surgical 
procedures. 

INDERAL  (propranolol  HCI),  like  other  beta  blockers,  is  a competitive  inhibitor  of  beta-receptor 
agonists  and  its  effects  can  be  reversed  by  administration  of  such  agenfs,  eg,  dobutamine  or  isopro- 
terenol. However,  such  patients  may  be  subject  to  protracted  severe  hypotension.  Difficulty  in  start- 
ing and  maintaining  the  heartbeat  has  also  been  reported  with  beta  blockers. 

DIABETES  AND  HYPOGLYCEMIA:  Beta  blockers  should  be  used  with  caution  in  diabetic  patients  if 
a beta-blocking  agent  is  required.  Beta  blockers  may  mask  tachycardia  occurring  with  hypoglycemia, 
but  other  manifestations  such  as  dizziness  and  sweating  may  not  be  significantly  affected.  Following 
insulin-induced  hypoglycemia,  propranolol  may  cause  a delay  in  the  recovery  of  blood  glucose  to 
normal  levels. 
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THYROTOXICOSIS:  Beta  blockade  may  mask  certain  clinical  signs  of  hyperthyroidism.  Therefc 
abrupt  withdrawal  of  propranolol  may  be  followed  by  an  exacerbation  of  symptoms  of  hyperthyrt 
ism,  including  thyroid  storm.  Propranolol  may  change  thyroid  function  tests,  increasing  T4 1 
reverse  T3,  and  decreasing  T3. 

IN  PATIENTS  WITH  WOLFF-PARKINSON-WHITE  SYNDROME,  several  cases  have  been  reportei  1 
which,  after  propranolol,  the  tachycardia  was  replaced  by  a severe  bradycardia  requiring  a demt 
pacemaker.  In  one  case  this  resulted  after  an  initial  dose  of  5 mg  propranolol.  1 


PRECAUTIONS.  GENERAL:  Propranolol  should  be  used  with  caution  in  patients  with  impaii^ 
h^atic  or  renal  function.  INDERAL  (propranolol  HCI)  is  not  indicated  for  the  treatment  of  hyperti 
sive  emergencies. 

Beta-adrenorecepfor  blockade  can  cause  reduction  of  intraocular  pressure.  Patients  should  bet 
that  INDERAL  may  Interfere  with  the  glaucoma  screening  test.  Withdrawal  may  lead  to  a return 
increased  intraocular  pressure. 

CLINICAL  LABORATORY  TESTS:  Elevated  blood  urea  levels  in  patients  with  severe  heart  diser 
elevated  serum  transaminase,  alkaline  phosphatase,  lactate  dehydrogenase. 

DRUG  INTERACTIONS:  Patients  receiving  catecholamine-depleting  drugs  such  as  res 
pine  should  be  closely  observed  If  INDERAL  (propranolol  HCI)  is  administered.  The  add 
catecholamine-blocking  action  may  produce  an  excessive  reduction  of  resting  sympathe 
nervous  activity  which  may  result  in  hypotension,  marked  bradycardia,  vertigo,  syncopal  attac 
or  orthostatic  hypotension. 

Caution  should  be  exercised  when  patients  receiving  a beta  blocker  are  administered  a calciu 
channel-blocking  drug,  especially  intravenous  verapamil,  for  both  agents  may  depress  myocarc| 
contractility  or  atrioventricular  conduction.  On  rare  occasions,  the  concomitant  intravenous  usee  \ 
beta  blocker  and  verapamil  has  resulted  in  serious  adverse  reactions,  especially  In  patients  w 
severe  cardiomyopathy,  congestive  heart  failure,  or  recent  myocardial  infarction. 

Aluminum  hydroxide  gel  greatly  reduces  intestinal  absorption  of  propranolol. 

Ethanol  slows  the  rate  of  absorption  of  propranolol. 

Phenytoin,  phenobarbitone,  and  rifampin  accelerate  propranolol  clearance. 

Chlorpromazine,  when  used  concomitantly  with  propranolol,  results  In  increased  plasma  levels 
both  drugs.  I 

Antipyrine  and  lidocaine  have  reduced  clearance  when  used  concomitantly  with  propranolol.  | 

Thyroxine  may  result  in  a lower  than  expected  T3  concentration  when  used  concomitantiy  w 
propranolol. 

Cimetidine  decreases  the  hepatic  metabolism  of  propranolol,  delaying  elimination  and  increasi 
blood  levels. 

Theophylline  clearance  is  reduced  when  used  concomitantly  with  propranolol. 

CARCINOGENESIS,  MUTAGENESIS,  IMPAIRMENT  OF  FERTILITY:  Long-term  studies  in  animi 
have  been  conducted  to  evaluate  toxic  effects  and  carcinogenic  potential.  In  18-month  studies  In  be  I 
rats  and  mice,  employing  doses  up  to  ISO  mg/kg/day,  there  was  no  evidence  of  significant  drug- 
duced  toxicity.  There  were  no  drug-related  tumorigenic  effects  at  any  of  the  dosage  levels.  Reprod: 
tive  studies  in  animals  did  not  show  any  impairment  of  fertility  that  was  attributable  to  the  drug. 

PREGNANCY:  Pregnancy  Category  C.  INDERAL  has  been  shown  to  be  embryotoxic  In  anin 
studies  at  doses  about  10  times  greater  than  the  maximum  recommended  human  dose. 

There  are  no  adequate  and  well-controlled  studies  in  pregnant  women.  INDERAL  should  be  u$ 
during  pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 

NURSING  MOTHERS:  INDERAL  is  excreted  in  human  milk.  Caution  should  be  exercised  wb 
INDERAL  is  administered  to  a nursing  woman. 

PEDIATRIC  USE:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS.  Most  adverse  effects  have  been  mild  and  transient  and  have  ran 
required  the  withdrawal  of  therapy. 

Cardiovascular:  Bradycardia;  congestive  heart  failure;  Intensification  of  AV  block;  hypotensic 
paresthesia  of  hands;  fhrombocytopenic  purpura;  arterial  insufficiency,  usually  of  the  Raynaud  ty; 

Central  Nervous  System:  Light-headedness;  mental  depression  manifested  by  insomnia,  lassituc 
weakness,  fatigue;  reversible  mental  depression  progressing  to  catatonia;  visual  disturbances;  hali, 
cinations;  vivid  dreams;  an  acute  reversible  syndrome  characterized  by  disorientation  for  time  ai 
place,  short-term  memory  loss,  emotional  lability,  slightly  clouded  sensorium,  and  decreased  perb 
mance  on  neuropsychometrics.  For  immediate  formulations,  fatigue,  lethargy,  and  vivid  drear 
appear  dose  related. 

Gastrointestinal:  Nausea,  vomiting,  epigastric  distress,  abdominal  cramping,  diarrhea,  constlF 
tion,  mesenteric  arterial  thrombosis,  ischemic  colitis. 

Allergic:  Pharyngitis  and  agranulocytosis,  erythematous  rash,  fever  combined  with  aching  ai; 
sore  throat,  laryngospasm  and  respiratory  distress. 

Respiratory:  Bronchospasm. 

Hematologic:  Agranulocytosis,  nonthrombocytopenic  purpura,  thrombocytopenic  purpura. 

Auto-Immune:  In  extremely  rare  instances,  systemic  lupus  erythematosus  has  been  reported. 

Miscellaneous:  Alopecia,  LE-like  reactions,  psoriasiform  rashes,  dry  eyes,  male  Impotence,  ai 
Peyronie's  disease  have  been  reported  rarely.  Oculomucocutaneous  reactions  involving  the  sk'l 
serous  membranes  and  conjunctivas  reported  for  a beta  blocker  (practolol)  have  not  been  assoclati  ’ 
with  propranolol.  I 


DOSAGE  AND  ADMINISTRATION.  INDERAL  LA  provides  propranolol  hydrochloride  in 
sustained-release  capsule  for  qdminlstraflon  once  daily.  If  patients  are  switched  from  INDER/ 
Tablets  to  INDER  AL  LA  Capsules,  care  should  be  taken  to  assure  that  the  desired  therapeutic  effect 
maintained.  INDERAL  LA  should  not  be  considered  a simple  mg-for-mg  substitute  for  INDERAl 
INDERAL  LA  has  differenf  kinetics  and  produces  lower  blood  levels.  Retitratlon  may  be  necesstii 
especially  to  maintain  effectiveness  at  the  end  of  fhe  24-hour  dosing  interval. 

HYPERTENSION— Dosage  must  be  individualized.  The  usual  initial  dosage  is  80  mg  INDERALL' 
once  daily,  whether  used  alone  or  added  to  a diuretic.  The  dosage  may  be  Increased  to  120  mg  on' 
daily  or  higher  until  adequate  blood  pressure  control  Is  achieved.  The  usual  maintenance  dosage  i 
120  to  160  mg  once  daily.  In  some  Instances  a dosage  of  640  mg  may  be  required.  The  time  needed) 
full  hypertensive  response  to  a given  dosage  is  variable  and  may  range  from  a few  days  to  sevei 
weeks.  I 

ANGINA  PECTORIS — Dosage  must  be  individualized.  Starting  with  80  mg  INDERAL  LA  once  dali  I 
dosage  should  be  gradually  Increased  at  three-  to  seven-day  intervals  until  optimal  response  | 
obtained.  Although  individual  patients  may  respond  at  any  dosage  level,  the  average  optimal  dose; ; 
appears  to  be  160  mg  once  daily.  In  angina  pectoris,  the  value  and  safety  of  dosage  exceeding  320n ; 
per  day  have  nof  been  established.  I 

If  treatment  is  to  be  discontinued,  reduce  dosage  gradually  over  a period  of  a few  weeks  (si 
WARNINGS).  I 

MIGRAINE  — Dosage  must  be  individualized.  The  initial  oral  dose  Is  80  mg  INDER  AL  LA  once  dall 
The  usual  effective  dose  range  is  160-240  mg  once  daily.  The  dosage  may  be  Increased  gradually 
achieve  optimal  migraine  prophylaxis.  If  a satisfactory  response  is  not  obtained  within  four  to  s 
weeks  after  reaching  the  maximal  dose,  INDERAL  LA  therapy  should  be  discontinued.  It  may  I 
advisable  to  withdraw  the  drug  gradually  over  a period  of  several  weeks. 

HYPERTROPHIC  SUBAORTIC  STENOSIS-  80-160  mg  INDERAL  LA  once  daily. 

PEDIATRIC  DOSAGE  - At  this  time  the  data  on  the  use  of  the  drug  in  this  age  group  are  too  limited 
permit  adequate  directions  for  use. 

'''The  appearance  of  these  capsules  is  a registered  trademark  of  Ayerst  Laboratories. 
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Texas  panel  amends  list 
of  procedures  requiring 
disclosure 


The  Texas  Medical  Disclosure  Panel  has 
amended  its  lists  of  procedures  that  re- 
quire written  disclosure  to  patients  of 
specified  risks  (List  A)  and  procedures 
that  do  not  require  written  disclosure 
(List  B).  Both  lists  became  effective  May 
2,  1988. 

The  amendments  transfer  a number  of 
procedures  from  List  B to  List  A:  coniza- 
tion of  cervix;  dilation  and  curettage  of 
the  uterus  (diagnostic  and  therapeutic); 
removal  of  fallopian  tube  and/or  ovary 
without  hysterectomy;  delivery  (Ce- 
sarean section);  and  delivery  (vaginal). 

The  amendments  also  add  a number  of 
new  procedures  to  List  A:  removal  of  fi- 
broids; uterine  suspension;  removal  of 
the  nerves  to  the  uterus;  removal  of  the 
cervix;  repair  of  the  vaginal  hernia; 
abdominal  suspension  of  the  bladder; 
and  transfusion  of  blood  and  blood 
components. 

Both  Lists  A and  B have  a new  category 
concerning  psychiatry,  but  no  proce- 
dures have  been  assigned. 

The  Texas  Medical  Disclosure  Panel 
was  created  by  the  Medical  Liability  and 
Insurance  Improvement  Act,  which  was 
authored  by  the  1977  Texas  Legislature. 
Initial  lists  became  effective  in  June 
1982.  Disclosure  is  documented  by  the 
written  consent  of  the  patient  or  a per- 
son authorized  to  consent  for  the  patient. 
The  Medical  Liability  and  Insurance  Im- 
provement Act  does  not  require  physi- 
cians to  use  the  panel’s  disclosure  and 
consent  form  or  to  consult  the  two  lists. 
However,  physicians  must  follow  the  dis- 
closure procedures  to  obtain  the  statute’s 
protection  from  liability  for  failure  to  in- 
form patients.  If  a physician  discloses  at 
least  these  risks,  the  consent  form  signed 
by  the  patient  or  other  authorized  person 
is  evidence  that  the  physician  discharged 
his  or  her  duty  to  inform  the  patient. 

Further  information  about  the  Medical 
Disclosure  Panel  and  disclosure  proce- 
dures is  available  from  C.J.  Francisco,  JD, 
Texas  Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  7870 1 , phone 
(512)477-6704. 

A complete  listing  of  the  amended 
standards  follows. 


LIST  A 

The  following  treatments  and  procedures  re- 
quire full  disclosure  by  the  physician  or  health 
care  provider  to  the  patient  or  person  autho- 
rized to  consent  for  the  patient. 

1.  Anesthesia. 

1.  Epidural. 

1.  Risks  are  enumerated  in  the  in- 
formed consent  form  in  rule 

601.3. 

2.  General. 

1 .  Risks  are  enumerated  in  the  in- 
formed consent  form  in  rule 

601.3. 

3.  Spinal. 

1 .  Risks  are  enumerated  in  the  in- 
formed consent  form  in  rule 

601.3. 

2.  Cardiovascular  system. 

(No  procedures  assigned  at  this  time.) 

3.  Digestive  system  treatments  and 
procedures. 

1 .  Cholecystectomy  with  or  without 

common  bile  duct  exploration. 

1.  Pancreatitis. 

2.  Injury  to  the  tube  between  the 
liver  and  the  bowel. 

3.  Retained  stones  in  the  tube  be- 
tween the  liver  and  the  bowel. 

4.  Narrowing  or  obstruction  of  the 
tube  between  the  liver  and  the 
bowel. 

5.  Injury  to  the  bowel  and/or  intes- 
tinal obstruction. 

4.  Ear  treatments  and  procedures. 

1.  Stapedectomy. 

1 . Diminished  or  bad  taste. 

2.  Total  or  partial  loss  of  hearing  in 
the  operated  ear. 

3.  Brief  or  long-standing  dizziness. 

4.  Eardrum  hole  requiring  more 
surgery. 

5.  Ringing  in  the  ear. 

2.  Reconstruction  of  auricle  of  ear  for 

congenital  deformity  or  trauma. 

1.  Less  satisfactory  appearance  com- 
pared to  possible  alternative 
artificial  ear. 

2.  Exposure  of  implanted  material. 

3.  Tympanoplasty  with  mastoidectomy. 

1 . Facial  nerve  paralysis. 

2.  Altered  or  loss  of  taste. 

3.  Recurrence  of  original  disease 
process. 

4.  Total  loss  of  hearing  in  operated 
ear. 

5.  Dizziness. 

6.  Ringing  in  the  ear. 

5.  Endocrine  system  treatments  and 
procedures. 

1.  Thyroidectomy. 

1 .  Injury  to  nerves  resulting  in 


hoarseness  or  impairment  of 
speech. 

2.  Injury  to  parathyroid  glands  result- 
ing in  low  blood  calcium  levels 
that  require  extensive  medication 
to  avoid  serious  degenerative  con- 
ditions, such  as  cataracts,  brittle 
bones,  muscle  weakness  and 
muscle  irritability. 

3.  Lifelong  requirement  of  thyroid 
medication. 

6.  Eye  treatments  and  procedures. 

1.  Eye  muscle  surgery. 

1.  Additional  treatment  and/or 
surgery. 

2.  Double  vision. 

3.  Partial  or  total  loss  of  vision. 

2.  Surgery  for  cataract  with  or  without 
implantation  of  intraocular  lens. 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Need  for  glasses  or  contact  lenses. 

3.  Complications  requiring  removal 
of  implanted  lens. 

4.  Partial  or  total  loss  of  vision. 

3.  Retinal  or  vitreous  surgery. 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Recurrence  or  spread  of  disease. 

3.  Partial  or  total  loss  of  vision. 

4.  Reconstructive  and/or  plastic  surgical 
procedures  of  the  eye  and  eye  region, 
such  as,  blepharoplasty,  tumor,  frac- 
ture, lacrimal  surgery,  foreign  body, 
abscess,  or  trauma. 

1 . Worsening  or  unsatisfactory 
appearance. 

2.  Creation  of  additional  problems 
such  as; 

1 . Poor  healing  or  skin  loss. 

2.  Nerve  damage. 

3.  Painful  or  unattractive  scarring. 

4.  Impairment  of  regional  organs, 
such  as,  eye  or  lip  function. 

3.  Recurrence  of  the  original 
condition. 

5.  Photocoagulation  and/or  cryotherapy. 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Pain. 

3.  Partial  or  total  loss  of  vision. 

6.  Comeal  surgery,  such  as,  corneal 
transplant,  refractive  surgery  and 
pterygium. 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Possible  pain. 

3.  Need  for  glasses  or  contact  lenses. 

4.  Partial  or  total  loss  of  vision. 

7.  Glaucoma  surgery  by  any  method. 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Worsening  of  the  glaucoma. 

3.  Pain. 
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4.  Partial  or  total  loss  of  vision. 

8.  Removal  of  the  eye  or  its  contents 
(enucleation  or  evisceration). 

1 . Complications  requiring  additional 
treatment  and/or  surgery. 

2.  Worsening  or  unsatisfactory' 
appearance. 

3.  Recurrence  or  spread  of  disease. 

9.  Surgery  for  penetrating  ocular  injury, 
including  intraocular  foreign  body. 

1.  Complications  requiring  additional 
treatment  and/or  surgery,  includ- 
ing removal  of  the  eye. 

2.  Chronic  pain. 

3.  Partial  or  total  loss  of  vision. 

7.  Female  genital  system  treatments  and 
procedures. 

1.  Abdominal  hysterectomy  (total). 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  in- 
testinal obstruction. 

2.  Vaginal  hysterectomy. 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  in- 
testinal obstruction. 

6.  Completion  of  operation  by 
abdominal  incision. 

3.  All  fallopian  tube  and  ovarian  surgery 
with  or  without  hysterectomy,  includ- 
ing removal  and  lysis  of  adhesions. 

1.  Injury  to  the  bowel  and/or 
bladder. 

2.  Sterility. 

3.  Failure  to  obtain  fertility  ( if 
applicable  ). 

4.  Failure  to  obtain  sterility  ( if 
applicable  ). 

5.  Loss  of  ovarian  functions  or  hor- 
mone production  from  ovary(ies  ). 

4.  Abdominal  endoscopy  ( peri- 
toneoscopy, laparoscopy  ). 

1.  Ihancture  of  the  bowel  or  blood 
vessel. 

2.  Abdominal  infection  and  com- 
plications of  infection. 

3.  Abdominal  incision  and  operation 
to  correct  injury. 

5.  Removing  fibroids  (uterine 
myomectomy ). 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  in- 
testinal obstruction. 


6.  Uterine  suspension. 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  in- 
testinal obstruction. 

7.  Removal  of  the  nerves  to  the  uterus 
(presacral  neurectomy). 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter)  be- 
tween the  kidney  and  the  bladder. 

5.  Injury  to  the  bowel  and/or  in- 
testinal obstruction. 

6.  Hemorrhage,  complications  of 
hemorrhage,  with  additional 
operation. 

8.  Removal  of  the  cervix. 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury  to  the  tube  (ureter) 
between  the  kidney  and  the 
bladder. 

5.  Injury  to  the  bowel  and/or 
intestinal  obstruction. 

6.  Completion  of  operation  by 
abdominal  incision. 

9.  Repair  of  vaginal  hernia  (anterior  and/ 
or  posterior  colporrhaphy  and/or 
enterocele  repair). 

1 . Uncontrollable  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Sterility. 

4.  Injury'  to  the  tube  (ureter) 
between  the  kidney  and  the 
bladder. 

5.  Injury  to  the  bowel  and/or 
intestinal  obstruction. 

10.  Abdominal  suspension  of  the  bladder 
( retropubic  urethropexy ). 

1 . Uncontrolled  leakage  of  urine. 

2.  Injury  to  bladder. 

3.  Injury  to  the  tube  (ureter) 
between  the  kidney  and  the 
bladder. 

4.  Injury  to  the  bowel  and/or 
intestinal  obstruction. 

1 1.  Conization  of  cerv'ix. 

1 . Hemorrhage  with  possible  hys- 
terectomy to  control. 

2.  Sterility. 

3.  Injury  to  bladder. 

4.  Injury  to  rectum. 

5.  Failure  of  procedure  to  remove  all 
of  cervical  abnormality. 

1 2.  Dilation  and  curettage  of  uterus 
(diagnostic  ). 

1 . Hemorrhage  with  possible 
hysterectomy. 

2.  Perforation  of  the  uterus. 


3.  Sterility. 

4.  Injury  to  bowel  and/or  bladder. 

5.  Abdominal  incision  and  operation 
to  correct  injury. 

1 3-  Dilation  and  curettage  of  uterus 
( obstetrical ). 

1 . Hemorrhage  with  possible  hys- 
terectomy to  control. 

2.  Perforation  of  the  uterus. 

3.  Sterility. 

4.  Injury  to  bowel  and/or  bladder. 

5.  Abdominal  incision  and  operation 
to  correct  injury'. 

6.  Failure  to  remove  all  products  of 
conception. 

8.  Hematic  and  lymphatic  system. 

1 .  Transfusion  of  blood  and  blood 
components. 

1.  Fever. 

2.  Transfusion  reaction  which  may 
include  kidney  failure  or  anemia. 

3.  Heart  failure. 

4.  Hepatitis. 

5.  A.I.D.S.  (acquired  immune  defi- 
ciency syndrome). 

6.  Other  infections. 

9.  Integumentary  system  treatments  and 
procedures. 

1 . Radical  or  modified  radical  mastec- 
tomy. (Simple  mastectomy  excluded.) 

1 . Limitation  of  movement  of  shoul- 
der and  arm. 

2.  Swelling  of  the  arm. 

3.  Loss  of  the  skin  of  the  chest 
requiring  skin  graft. 

4.  Recurrence  of  malignancy,  if 
present. 

5.  Decreased  sensation  or  numbness 
of  the  inner  aspect  of  the  arm  and 
chest  wall. 

2.  Reconstruction  and/or  plastic  surgical 
operations  of  the  face  and  neck. 

1 . Worsening  or  unsatisfactory' 
appearance. 

2.  Creation  of  several  additional 
problems,  such  as: 

1 . Poor  healing  or  skin  loss. 

2.  Nerve  damage. 

3.  Painful  or  unattractive  scarring. 

4.  Impairment  of  regional  organs, 
such  as,  eye  or  lip  function. 

3.  Recurrence  of  the  original 
condition. 

10.  Male  genital  system. 

1 . Orchidopexy  ( reposition  of 
testis[es] ). 

1 . Removal  of  testicle. 

2.  Atrophy  (shriveling)  of  the  testicle 
with  loss  of  function. 

2.  Orchiectony  ( removal  of  the 
testis[es]). 

1.  Decreased  sexual  desire. 

2.  Difficulties  with  penile  erection. 
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3.  Vasectomy. 

1 . Loss  of  testicle. 

2.  Failure  to  produce  permanent 
sterility. 

11.  Maternity  and  related  cases. 

1 . Delivery  ( vaginal ). 

1 . Injury  to  bladder  and/or  rectum, 
including  a hole  (fistula)  between 
bladder  and  vagina  and/or  rectum 
and  vagina. 

2.  Hemorrhage  possible  requiring 
blood  administration  and/or  hys- 
terectomy and/or  artery  ligation  to 
control. 

3.  Sterility. 

4.  Brain  damage,  injury  or  even 
death  occurring  to  the  fetus 
before  or  during  labor  and/or 
vaginal  delivery  whether  or  not 
the  cause  is  known. 

2.  Delivery  (cesarean  section). 

1 . Injury  to  bowel  and/or  bladder. 

2.  Sterility. 

3.  Injury  to  tube  (ureter)  between 
kidney  and  bladder. 

4.  Brain  damage,  injury  or  even 
death  occurring  to  the  fetus 
before  or  during  labor  and/or 
cesarean  delivery  whether  or  not 
the  cause  is  known. 

5.  Uterine  disease  or  injury  requiring 
hysterectomy. 

12.  Musculoskeletal  system:  treatments 
and  procedures. 

1 . Arthroplasty  of  all  joints  with 

mechanical  device. 

1 . Impaired  function  such  as  shorten- 
ing or  deformity  of  an  arm  or  leg, 
limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

2.  Mechanical  internal  prosthetic 

device. 

1 . Impaired  function  such  as  shorten- 
ing or  deformity  of  an  arm  or  leg, 
limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

3.  Open  reduction  with  internal  fixation. 

1 . Impaired  function  such  as  shorten- 
ing or  deformity  of  an  arm  or  leg, 
limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 

4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

4.  Osteotomy. 

1 . Impaired  function  such  as  shorten- 
ing or  deformity  of  an  arm  or  leg, 
limp  or  foot  drop. 

2.  Blood  vessel  or  nerve  injury. 

3.  Pain  or  discomfort. 


4.  Fat  escaping  from  bone  with  pos- 
sible damage  to  a vital  organ. 

5.  Failure  of  bone  to  heal. 

6.  Bone  infection. 

7.  Removal  or  replacement  of  any 
implanted  device  or  material. 

5.  Ligamentous  reconstruction  of  joints. 

1 . Failure  of  reconstruction  to  work. 

2.  Continued  loosening  of  the  joint. 

3.  Degenerative  arthritis. 

4.  Continued  pain. 

5.  Increased  stiffening. 

6.  Blood  vessel  or  nerve  injury. 

7.  Cosmetic  and/or  functional 
deformity. 

6.  Children’s  orthopedics  (bone,  joint, 
ligament  or  muscle). 

1.  Growth  deformity. 

2.  Additional  surgery. 

13.  Nervous  system  treatments  and 
procedures. 

1.  Craniotomy  (craniectomy)  for  excis- 
ion of  brain  tissue,  tumor,  vascular 
malformation  and  cerebral 
revascularization. 

1 . Additional  loss  of  brain  function 
including  memory. 

2.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

3.  Stroke. 

4.  Blindness,  deafness,  inability  to 
smell,  double  vision,  coordination 
loss,  seizures,  pain,  numbness  and 
paralysis. 

2.  Craniotomy  (craniectomy)  for  cranial 
nerve  operation  including  neurec- 
tomy, avulsion,  rhizotomy  or 
neurolysis. 

1.  Numbness,  impaired  muscle  func- 
tion or  paralysis. 

2.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

3.  Seizures. 

3.  Spine  operation.  Including:  laminec- 
tomy, decompression,  fusion,  internal 
fixation  or  procedures  for  nerve  root 
or  spinal  cord  compression;  diagnosis; 
pain;  deformity;  mechanical  insta- 
bility; injury;  removal  of  tumor, 
abscess  or  hematoma.  ( Excluding 
coccygeal  operations.) 

1 . Pain,  numbness  or  clumsiness. 

2.  Impaired  muscle  function. 

3.  Incontinence  or  impotence. 

4.  Unstable  spine. 

5.  Recurrence  or  continuation  of  the 
condition  that  required  the 
operation. 

6.  Injury  to  major  blood  vessels. 

4.  Peripheral  nerve  operation;  nerve 
grafts,  decompression,  transposition 
or  tumor  removal;  neurorrhaphy,  neu- 
rectomy or  neurolysis. 

1.  Numbness. 

2.  Impaired  muscle  function. 

3.  Recurrence  or  persistence  of  the 
condition  that  required  the 
operation. 

4.  Continued,  increased  or  different 
pain. 

5.  Correction  of  cranial  deformity. 

1 . Loss  of  brain  function. 

2.  Seizures. 

3.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 


6.  Transsphenoidal  hypophysectomy  or 
other  pituitary  gland  operation. 

1.  Spinal  fluid  leak. 

2.  Necessity  for  hormone 
replacement. 

3.  Recurrence  or  continuation  of  the 
condition  that  required  this 
operation. 

4.  Nasal  septal  deformity  or 
perforation. 

7.  Cerebral  spinal  fluid  shunting  proce- 
dure or  revision. 

1 . Shunt  obstruction  or  infection. 

2.  Seizure  disorder. 

3.  Recurrence  or  continuation  of 
brain  dysfunction. 

14.  Radiology. 

1 . Angiography,  aortography,  arteriogra- 
phy (arterial  injection  of  contrast 
media — diagnostic  ). 

1 . Injury  to  artery. 

2.  Damage  to  parts  of  the  body  sup- 
plied by  the  artery  with  resulting 
loss  of  function  or  amputation. 

3.  Swelling,  pain,  tenderness  or 
bleeding  at  the  site  of  the  blood 
vessel  perforation. 

4.  Aggravation  of  the  condition  that 
necessitated  the  procedure. 

5.  Allergic  sensitivity  reaction  to 
injected  contrast  media. 

2.  Myelography. 

1 . Chronic  pain. 

2.  Transient  headache,  nausea, 
vomiting. 

3.  Numbness. 

4.  Impaired  muscle  function. 

3.  Angiography  with  occlusion  tech- 
niques— therapeutic. 

1.  Injury  to  artery. 

2.  Loss  or  injury  to  body  parts. 

3.  Swelling,  pain,  tenderness  or 
bleeding  at  the  site  of  the  blood 
vessel  perforation. 

4.  Aggravation  of  the  condition  that 
necessitated  the  procedure. 

5.  Allergic  sensitivity  reaction  to 
injected  contrast  media. 

4.  Angioplasty  ( intravascular  dilatation 
technique). 

1 . Swelling,  pain,  tenderness  or 
bleeding  at  the  site  of  vessel 
puncture. 

2.  Damage  to  parts  of  the  body  sup- 
plied by  the  artery  with  resulting 
loss  of  function  or  amputation. 

3.  Injury  to  the  vessel  that  may 
require  immediate  surgical 
intervention. 

4.  Recurrence  or  continuation  of  the 
original  condition. 

5.  Allergic  sensitivity  reaction  to 
injected  contrast  media. 

5.  Splenoportography  (needle  injection 
of  contrast  media  into  the  spleen). 

1 . Injury  to  the  spleen  requiring 
blood  transfusion  and/or  removal 
of  the  spleen. 

15.  Respiratory  system  treatments  and 
procedures. 

1.  Excision  of  lesion  of  larynx,  vocal 
cords,  trachea. 

(No  risks  or  hazards  assigned  at  this 
time.) 

2.  Rhinoplasty  or  nasal  reconstruction 
with  or  without  septoplasty. 

1 . Deformity  of  skin,  bone  or 
cartilage. 
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2.  Creation  of  new  problems,  such 
as,  septal  perforation  or  breathing 
difficulty. 

3.  Submucous  resection  of  nasal  septum 
or  nasal  septoplasty. 

1.  Persistence,  recurrence  or  wors- 
ening of  the  obstruction. 

2.  Perforation  of  nasal  septum  with 
dryness  and  crusting. 

3.  External  deformity  of  the  nose. 

16.  Urinary  system. 

1.  Partial  nephrectomy  (removal  of  part 
of  the  kidney ). 

1.  Incomplete  removal  of  stone(s)  or 
tumor,  if  present. 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  kidney. 

5.  Damage  to  adjacent  organs. 

2.  Radical  nephrectomy  ( removal  of 
kidney  and  adrenal  gland  for  cancer ). 

1.  Loss  of  the  adrenal  gland. 

2.  Incomplete  removal  of  tumor. 

3.  Damage  to  adjacent  organs. 

3.  Nephrectomy  (removal  of  kidney). 

1 . Incomplete  removal  of  tumor  if 
present. 

2.  Damage  to  adjacent  organs. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Nephrolithotomy  and  pyelolithotomy 
(removal  of  kidney  stone[s]). 

1.  Incomplete  removal  of  stone(s). 

2.  Obstruction  of  urinary  flow. 

3.  Leakage  of  urine  at  surgical  site. 

4.  Injury  to  or  loss  of  the  kidney. 

5.  Damage  to  adjacent  organs. 

5.  Pyeloureteroplasty  (pyeloplasty  or 
reconstruction  of  the  kidney  drainage 
system ). 

1 . Obstruction  of  urinary  flow. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  kidney. 

4.  Damage  to  adjacent  organs. 

6.  Exploration  of  kidney  or  perinephric 
mass. 

1.  Incomplete  removal  of  stone(s) 
or  tumor,  if  present. 

2.  Leakage  of  urine  at  surgical  site. 

3.  Injury  to  or  loss  of  the  kidney. 

4.  Damage  to  adjacent  organs. 

7.  Ureteroplasty  ( reconstruction  of 
ureter  [tube  between  kidney  and 
bladder] ). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  the  stone 
or  tumor  (when  applicable). 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  the  ureter. 

8.  Ureterolithotomy  (surgical  removal 
of  stone[s]  from  ureter  [tube  between 
kidney  and  bladder]). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  stone. 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

5.  Damage  to  or  loss  of  ureter. 

9.  Ureterectomy  (partial/complete  re- 
moval of  ureter  [tube  between  kidney 
and  bladder]). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Incomplete  removal  of  tumor 
(when  applicable). 

3.  Obstruction  of  urine  flow. 

4.  Damage  to  other  adjacent  organs. 

10.  Ureterolysis  ( partial/complete 

removal  of  ureter  [tube  between 
kidney  and  bladder]  from  adjacent 
tissue ). 


1 . Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Damage  to  other  adjacent  organs. 

4.  Damage  to  or  loss  of  ureter. 

1 1 . Ureteral  reimplantation  ( reinserting 
ureter  [tube  between  kidney  and 
bladder]  into  the  bladder). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Damage  to  or  loss  of  ureter. 

4.  Backward  flow  of  urine  from 
bladder  into  ureter. 

5.  Damage  to  other  adjacent  organs. 

12.  Prostatectomy  (partial  or  total 
removal  of  prostate ). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Obstruction  of  urine  flow. 

3.  Incontinence  (difficulty  with 
urinary  control). 

4.  Semen  passing  backward  into 
bladder. 

5.  Difficulty  with  penile  erection 
(possible  with  partial  and  prob- 
able with  total  prostatectomy). 

13.  Total  cystectomy  (removal  of  urinary 
bladder ). 

1 . Probable  loss  of  penile  erection 
and  ejaculation  in  the  male. 

2.  Damage  to  other  adjacent  organs. 

3.  This  procedure  will  require  an 
alternate  method  of  urinary 
drainage. 

14.  Partial  cystectomy  (partial  removal  of 
urinary  bladder). 

1.  Leakage  of  urine  at  surgical  site. 

2.  Incontinence  (difficulty  with  uri- 
nary control). 

3.  Backward  flow  of  urine  from  blad- 
der into  ureter  (tube  between 
kidney  and  bladder). 

4.  Obstruction  of  urine  flow. 

5.  Damage  to  other  adjacent  organs. 

15.  Urinary  diversion  (ileal  conduit, 
colon  conduit). 

1 . Blood  chemistry  abnormalities 
requiring  medication. 

2.  Development  of  stones,  strictures 
or  infection. 

3.  Routine  lifelong  medical 
evaluation. 

4.  Leakage  of  urine  at  surgical  site. 

5.  Requires  wearing  a bag  for  urine 
collection. 

16.  Ureterosigmoidostomy  (placement  of 
kidney  drainage  tubes  into  the  large 
bowel ). 

1 . Blood  chemistry  abnormalities 
requiring  medication. 

2.  Development  of  stones,  strictures 
or  infection. 

3.  Routine  lifelong  medical 
evaluation. 

4.  Leakage  of  urine  at  surgical  site. 

5.  Difficulty  in  holding  urine  in  the 
rectum. 

17.  Urethroplasty  (construction/ 
reconstruction  of  drainage  tube  from 
bladder ). 

1 . Leakage  of  urine  at  surgical  site. 

2.  Stricture  formation. 

3.  Additional  operation(  s ). 

17.  Psychiatric  Procedures. 

(No  procedures  assigned  at  this  time. ) 


LISTB 

The  following  treatments  and  procedures 
require  no  disclosure  by  the  physician  or 
health  care  provider  to  the  patient  or  person 
authorized  to  consent  for  the  patient. 

1.  Anesthesia. 

1.  Local. 

2.  Other  forms  of  regional  anesthesia. 

2.  Cardiovascular  system. 

1 .  Excision  and  ligation  of  varicose  veins 
of  the  leg. 

3.  Digestive  system. 

1.  Appendectomy. 

2.  Hemorrhoidectomy  with  fistulectomy 
or  fissurectomy. 

3.  Hemorrhoidectomy. 

4.  Incision  or  excision  of  perirectal 
tissue. 

5.  Local  excision  and  destruction  of 
lesion,  anus  and  rectum. 

6.  Operations  for  correction  of  cleft 
palate. 

7.  Repair  of  inguinal  hernia. 

8.  Repair  and  plastic  operations  on  anus 
and  rectum. 

9.  Resection  of  colon  (segmental). 

10.  Tonsillectomy  with  adenoidectomy. 

1 1 . Tonsillectomy  without 
adenoidectomy. 

4.  Ear. 

1.  Myringotomy. 

2.  Reconstruction  of  auricle  of  ear  for 
skin  cancer. 

3.  Tympanoplasty  without 
mastoidectomy. 

5.  Endocrine  system. 

(No  procedures  assigned  at  this  time.) 

6.  Eye. 

1.  Administration  of  topical,  parenteral 
(such  as  rV),  or  oral  drugs  or  phar- 
maceuticals, including,  but  not  lim- 
ited to  fluorescein  angiography, 
orbital  injection  or  periocular 
injections. 

2.  Removal  of  extraocular  foreign 
bodies. 

3.  Chalazion  excision. 

7.  Female  genital  system. 

(No  procedures  assigned  at  this  time). 

8.  Hematic  and  lymphatic  system. 

1 . Biopsy  of  lymph  nodes. 

9.  Integumentary  system. 

1 . Biopsy  of  breast. 

2.  Cutting  and  preparation  of  skin  grafts 
or  pedicle  flaps. 

3.  Removal  or  treatment  of  local  skin  or 
subcutaneous  lesion. 

4.  Excision  of  pilonidal  sinus  or  cyst. 

5.  Suture  of  skin. 

6.  Wide  or  radical  excision  of  skin 
lesion  with  or  without  graft. 

7.  Z-plasty  without  excision. 

8.  Biopsy  of  skin  or  mucous  membrane. 

9.  Incision  and  drainage  of  skin  or 
mucous  membrane  lesion. 

10.  Debridement  of  ulceration  of  the 
skin. 

10.  Male  genital  system. 

1.  Biopsy  of  testicle. 

2.  Placement  of  testicular  prosthesis. 

3.  Hydrocelectomy  ( removal/drainage 
of  cyst  in  scrotum  ). 

4.  Circumcision. 

5.  Cystoscopy. 

11.  Maternity  and  related  cases. 

(No  procedures  assigned  at  this  time.) 

12.  Musculoskeletal  system. 

1.  Arthrotomy. 
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2.  Closed  reduction  without  internal 
fixation. 

3.  Excision  of  lesion,  muscle,  tendon, 
fascia,  bone. 

4.  Excision  of  semilunar  cartilage  of 
knee  joint. 

5.  Needle  biopsy  or  aspiration,  bone 
marrow. 

6.  Partial  excision  of  bone. 

7.  Removal  of  internal  fixation  device. 

8.  Traction  or  fixation  without  manipu- 
lation for  reduction. 

13.  Nervous  system. 

1.  Cranioplasty. 

2.  Lumbar  puncture. 

3.  Closure  of  meningomyelocele. 

4.  Ventriculostomy  with  or  without  air 
ventriculogram. 

5.  Cysternal  puncture  (diagnostic). 

6.  Craniectomy  or  craniotomy  for  in- 
tracranial hematoma,  abscess  or 
penetrating  injury. 

7.  Stereotaxic  surgery  for  dystonia. 

8.  Insertion  of  skeletal  tongs. 

9.  Intravenous  cut-down. 

10.  Elevation  of  depressed  skull  fracture. 

11.  Cervical  1-2  puncture  (diagnostic). 

14.  Radiology. 

1 . Injection  of  contrast  media  or  imag- 
ing media  into  the  spinal  canal  for 
diagnostic  encephalography  and/or 
cisternography. 

2.  Intravascular  infusion  technique — 
therapeutic. 

3.  Lymphangiography. 

4.  Percutaneous  transhepatic  (liver) 
catheter  placement. 

5.  Discography. 

6.  Venography  ( venogram  ) with  con- 
trast media. 

7.  Cholangiograpy  with  contrast  media. 

8.  Urography  (IVP)  with  contrast  media. 

9.  Digital  subtraction  angiography  with 
contrast  media. 

10.  Radionuclide  scans  and/or  blood  flow 
studies. 

1 1 . G.I.  tract  radiography  and 
fluoroscopy. 

12.  Oral  cholecystography. 

1 3.  Fistula  or  sinus  tract  injection. 

14.  Sialography. 

15.  Dachrocystography. 

16.  Cystography,  cystourethrography. 

1 7.  Retrograde  and  antegrade  urography. 

18.  Laryngography,  bronchography. 

19.  Hysterosalpingography. 

20.  E.R.C.P.  (endoscopic  retrograde 
cholangio  pancreatography  ). 

21.  Galactography. 

22.  T-tube  cholangiography. 

23.  Skeletal  radiography  and/or  fluoro- 
scopy ( skull,  mastoids,  sinuses  and 
facial  bones;  spine,  ribs,  pelvis; 
extremities. ) 

24.  Foreign  body  radiography  and/or 
fluoroscopy. 

25.  Chest  and  abdomen  radiography  and 
fluoroscopy. 

26.  Portable  radiography/fluoroscopy. 

27.  Pelvimetry,  fetogram. 

28.  Computer  tomography  scan  with  and 
without  contrast  media. 

29.  Ultrasound  and  Doppler  studies. 

30.  I.aminography,  polytomography. 

31.  Soft-tissue  radiography  including 
xerography  and  xeromammography. 

32.  Kidney  or  bile  duct  stone  manipula- 
tion through  percutaneous  tube  or 
tube  tract 


33-  Pacemaker  lead  placement. 

34.  Arthrography. 

35.  Percutaneous  nephrostogram  and/or 
internal  stent  or  external  drainage  of 
the  kidney. 

36.  Percutaneous  transhepatic  cho- 
langiogram  and/or  internal  stent  or 
external  drainage  of  the  liver. 

37.  Percutaneous  abscess  drainage. 

15.  Respiratory  system. 

1 . Aspiration  of  bronchus. 

2.  Biopsy  of  lesion  of  larnyx,  trachea, 
bronchus,  esophagus. 

3.  Lung  biopsy. 

4.  Needle  biopsy,  lung. 

5.  Segmental  resection  of  lung. 

6.  Thoracotomy. 

7.  Thoracotomy  with  drainage. 

8.  Reduction  of  nasal  fracture. 

9.  Tracheostomy. 

16.  Urinary  system. 

1.  Nephrostomy  (placement  of  drainage 
tubes). 

2.  Biopsy  of  prostate,  bladder  or  urethra. 

3.  Cystolithotomy  (surgical  removal  of 
stone[s]  from  the  bladder). 

4.  Cystolitholapaxy  ( cystoscopic  crush- 
ing and  removal  of  bladder  stone[s] ). 

5.  Cystostomy  (placement  of  tube  into 
the  bladder). 

6.  Urethrotomy  (incision  of  the 
urethra). 

7.  Diverticulectomy  of  the  bladder 
(removal  of  outpouching  of  the 
bladder). 

8.  Diverticulectomy  or  diverticulotomy 
of  the  urethra  (repair  or  draining  of 
outpouching  of  the  urethra). 

17.  Psychiatric  procedures. 

( No  procedures  assigned  at  this  time. ) 


Are  you  practicing  medicine  in  Texas? 
Then  you  need  to  know  Texas  law  and 
how  it  applies  to  you. 

“Medicine  and  the  Law  " is  prepared  by 
TMA  attorneys  and  designed  to  fit  your 
needs. 

Look  for  it  every  month  in  TEXAS 
MEDICINE. 


SEMINAR 


PRO  SANCTIONS,  MEDICARE  PENALTIES  AND  MANDATORY  FEDERAL  REPORTING: 

Public  Pressure  and  the  Regulatory  Response 


WHAT  EVERY  PHYSICIAN  SHOULD  KNOW 

1 ) About  the  PRO  sanction  process  and  your  appeal  rights  2)  About  civil  penalties  and  assessments 
by  Medicare  — at  the  office  3)  About  Federal  reporting  — what  it  means  to  you  and  your  practice 


ROBERT  W.  HUTCHINSON  has  been  a 
lawyer  in  Denver  for  1 4 years.  His  practice  in- 
cludes trial  and  state  and  federal  ad- 
ministrative law.  He  authored  "General  Prin- 
ciples of  the  Colorado  Administrative  Act,"  for 
The  Colorado  Lawyer  and  has  served  on  the 
Administrative  Law  Committee  of  the  Col- 
orado Bar  Association.  He  is  a member  of  the 
Colorado  Bar  and  is  also  affiliated  with  and  a 
principal  of  AmeriMed  Associates. 


SPEAKERS: 
ROBERT  B.  TYLER  has  been  a 
regulator  and  planner  in  the  health 
care  field,  state  and  federal,  for  the 
past  1 1 years.  He  is  the  former 
Regional  Manager  of  a metropol- 
itan PRO,  and  is  currently  a senior 
planner  in  state  government.  He 
has  also  been  instrumental  in  the 
creation  of  a statewide  DRC  reim- 
bursement system. 


ROBERT  M.  FITZGERALD  has  been  a lawyer 
in  Denver  for  1 2 years.  His  practice  includes 
areas  of  hospital  and  medical  reimbursement 
law.  He  is  the  editor  of  Relative  Values  for 
Physicians,  published  by  SysteMetrics/ 
McGraw  Hill,  the  Super  PRO,  and  has 
published  articles  in  the  Medical  Group 
Management  Journal  (MGMA).  He  is  a 
member  of  the  Colorado  Bar  and  is  also  af- 
filiated with  and  a principal  of  AmeriMed 
Associates. 


Name 

Office  Address 

City 

CHECK  ONE: 

□ HOUSTON 
Marriott  Med  Center 
June  29-30,  1988 


Phone  ( ) 


Zip 


□ SAN  ANTONIO  □ DALLAS/FT.  WORTH  □ AUSTIN 
Marriott  North  Marriott  Market  Center  Hilton  Hotel 


$375  Prepaid  to: 

AmeriMed  Associates 
1 80  Cook  Street, 

Suite  1 1 0 

Denver,  Colo.  80206 
(303)  399-2264 


July  13-14,  1988  July  20-21 , 1 988  July  22-23,  1 988 


A confirmation  of  your  registration  will  be  mailed  to  you.  Each  seminar  will  have  limited  enrollment. 


We  change 
the  pattern 
of  progress. 


Despite  your  best  efforts,  a patient 
sometimes  doesn’t  respond  to  traditional 
treatment.  As  a Brown  Schools  Hospital, 
Healthcare  Rehabilitation  Center  creates 
positive  outcomes  for  neurologically  impaired 
and  brain-injured  men,  women  and  children. 

Healthcare  Rehabilitation  Center  addresses 
each  patient’s  emotional,  physical,  cognitive 
and  behavioral  problems  in  tandem.  Treatment 
teams,  offering  expertise  from  each  specialty 
area,  coordinate  patients’  individualized 
treatment  plans  to  offer  new  hope  for  recovery 
from  head  injuries  and  neurological 
impairments. 


We  can  help  with  your  most  difficult 
patients.  Call  us  about  our  One  Step 
Admission  process.  Call  1-800-252-2878*. 


Healthcare  Rehabilitation  Center 

A Brown  Schools 
Hospital 


P.O.Box  43 148 
Austin,  Texas  78745 

* Outside  Texas,  call  1-800-252-5151. 
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Who’s  insuring  you? 

Purchasing  medical  professional  liability  insurance  is  one 
method  to  minimize  loss  and  protect  personal  assets  in  the 
event  a claim  is  brought  against  a physician.  In  purchasing 
insurance,  many  physicians  look  only  at  the  amount  of  pre- 
mium relating  to  the  coverage  limits.  However,  prudent  in- 
surance buyers  also  should  consider  the  type  of  entity  that  is 
providing  the  insurance  because  the  form  of  the  insuring  en- 
tity can  influence  the  buyer’s  rights  and  obligations. 

A liability  insurance  contract  is,  in  essence,  a promise  to 
indemnify  a physician  against  claims  for  judgments  against 
the  physician  for  negligence  arising  out  of  his  or  her  profes- 
sional practice.  This  promise  to  indemnify  covers  a future 
event  Therefore,  the  buyer  should  select  an  entity  that  will  be 
able  to  fulfill  future  indemnification  promises.  Identifying 
the  type  of  entity  and  its  regulatory  status  in  Texas  can  help 
the  buyer  assess  insurance  options. 

In  this  article.  Jay  A Thompson  and  Helene  A Alt  describe 
the  various  types  of  insurance  entities  that  provide  profes- 
sional liability  insurance  in  Texas  and  the  basic  regulations 
that  apply  to  these  entities.  Mr  Thompson  is  an  Austin  at- 
torney practicing  insurance  law,  and  Ms  Alt  is  the  associate 
general  counsel  of  the  Texas  Medical  Association. 

Types  of  Insurance  Organizations 

The  Texas  market  for  medical  professional  liability  insurance 
comprises  several  different  types  of  insurance  organizations. 

STOCK  COMPANY 

The  first  type  is  an  incorporated  capital  stock  insurance  com- 
pany. It  is  similar  in  structure  and  operation  to  any  for-profit 
business  corporation  ( 1 ).  Stockholders  subscribe  to  or  pur- 
chase the  capital  and  surplus  ( 2 ).  Any  profits  or  losses  in  a 
stock  corporation  inure  to  the  benefit  of  the  stockholders.  A 
stock  company  can  be  either  a publicly  or  privately  held  orga- 
nization. Stock  companies  do  not  issue  assessable  policies. 
Other  organizations  described  in  this  article  can  issue  asses- 
sable policies.  With  an  assessable  policy,  the  subscriber  or 
policyholder  can  be  assessed  additional  amounts  over  and 
above  the  premium  if  there  is  a need  for  the  organization  to 
raise  additional  surplus.  With  a nonassessable  policy,  a policy- 
holder is  liable  only  for  the  amount  of  the  premium  and  is  not 
subject  to  further  assessments  on  that  policy. 

Stock  insurers  generally  claim  that  this  form  of  organization 
has  the  advantages  of  superior  service,  financial  strength,  and 
defined  insurance  costs  (3  at  734-737). 

MUTUAL  COMPANY 

A mutual  insurance  company  is  owned  by  its  own  insureds  and 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  bn  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


writes  insurance  for  its  owners,  the  policyholders  ( 4 ).  In  theory, 
the  persons  who  purchase  insurance  from  a mutual  company 
own  it.  Therefore,  the  profit,  if  any,  from  a mutual  company’s 
operations  is  redistributed  among  the  policyholders  since  no 
capital  stock  exists.  Other  profit  goes  to  strengthen  the  organi- 
zation. Mutual  companies  can  issue  assessable  or  nonassessable 
policies.  Advantages  claimed  by  mutuals  include  lower  costs 
because  no  shareholders  receive  profits.  They  also  claim  supe- 
rior service  and  financial  strength  (3  at  734-737). 

RECIPROCAL  EXCHANGE 

Another  type  of  insurance  organization  in  Texas  is  a reciprocal 
exchange  ( 5 ).  A reciprocal  is  similar  to  a mutual  insurance 
company  in  that  any  profits  from  the  operations  are  distributed 
among  the  subscribers  or  the  policyholders.  A reciprocal  ex- 
change differs  from  a mutual  company  in  that  the  reciprocal  is 
organized  differently  and  involves  an  exchange  of  contracts 
that  makes  the  policyholder  both  an  insurer  and  an  insured.  An 
attorney-in-fact,  an  individual  or  corporation  designated  by 
subscribers  to  act  on  their  behalf,  is  responsible  for  managing 
the  exchange.  The  designation  is  made  by  a written  power  of 
attorney,  which  is  filed  with  and  approved  by  the  Texas  State 
Board  of  Insurance  (5  at  article  19.03[3]).  Unlike  the  mutual, 
separate  accounts  are  kept  for  each  member  of  an  exchange 
because  the  liability  of  the  member  technically  lies  not  with  a 
group,  but  with  individuals.  However,  the  individual  member’s 
credit  balance  belongs  solely  to  him  or  her,  and  on  withdraw- 
ing from  the  exchange,  such  balance  is  paid  to  the  member  if 
sufficient  surplus  exists  to  meet  obligations  of  the  exchange  (3 
at  74l ).  Surplus  is  raised  by  contributions  to  a guaranty  fund  in 
amounts  that  are  either  required  by  the  bylaws  of  the  recipro- 
cal exchange  or  assessed  from  subscribers  (5  at  article  19.06). 
Under  the  provisions  of  Chapter  19  of  the  Texas  Insurance 
Code,  a subscriber  to  a reciprocal  exchange  may  have  a con- 
tingent liability  for  an  additional  one-year  annu^  premium  or 
premium  deposit. 

Both  mutual  companies  and  reciprocal  exchanges  can  issue 
policies  that  are  either  assessable  or  nonassessable.  Most  poli- 
cies being  issued  are  nonassessable.  Advantages  claimed  by  re- 
ciprocal exchanges  include  subscriber  input  in  management 
indemnity  at  cost,  equitable  distribution  of  loss  costs,  superior 
service,  and  financial  strength  (4  at  740). 

LLOYD’S 

Sometimes  confused  with  the  reciprocal  exchange  is  a Lloyd’s 
association.  In  Texas,  ten  or  more  persons  who  accept  risks 
through  a designated  attorney-in-fact  can  form  a Lloyd’s  (6). 

The  power-of-attorney  form  used  to  designate  the  attorney-in- 
fact  is  filed  with  and  approved  by  the  Texas  State  Board  of  In- 
surance (6  at  18.03[e]). 

Most  American  and  Texas  Lloyd’s  are  patterned  after  Lloyd’s 
of  London.  A Lloyd’s  may  be  more  similar  to  a stock  company, 
however,  in  that  a Lloyd’s  association  is  composed  of  ten  or 
more  underwriters  who  accept  risks  through  a common  at- 
torney-in-fact. Profits  and  losses  are  the  responsibilities  of  the 
individual  underwriters.  Unlike  a stock  company,  a Lloyd’s  is 
not  a corporation  (3  at  740).  Typically,  there  is  no  provision 
for  assessments  for  surplus  contributions. 


Texas  Medicine 


SELF-INSURANCE  TRUST 

Texas  law  allows  the  formation  of  a self-insurance  trust  if  (a) 
such  trust  is  formed  by  an  association  in  existence  two  years 
prior  to  Aug  29,  1977,  and  (b)  one  of  the  purposes  of  the  asso- 
ciation is  to  bring  all  of  the  physicians  or  dentists  in  the  state 
into  one  organization  (7).  Such  a trust  has  been  formed  in 
Texas — the  Texas  Medical  Liability  Trust  (TMLT).  Members  of 
the  Texas  Medical  Association  are  eligible  for  coverage  if  they 
meet  underwriting  criteria.  Surplus  is  raised  by  contributions 
to  the  trust  by  the  physician  at  the  time  he  or  she  purchases  a 
policy.  The  amount  of  the  contribution  is  based  on  the  pre- 
mium amount.  Traditionally,  the  trust  issues  nonassessable  poli- 
cies. This  trust  bears  some  similarity  to  both  a mutual  company 
and  a reciprocal  exchange,  even  though  there  are  differences, 
especially  in  the  regulation  of  a trust.  Advantages  claimed  by  the 
trust  are  physician  input  and  involvement  in  the  trust,  financial 
strength,  and  low  costs  due  to  its  nonprofit  nature. 

JUA 

The  Texas  Legislature  has  created  a statutory  organization  that 
is  required  to  provide  insurance  to  physicians  and  other  health 
care  providers  who  cannot  obtain  insurance  from  the  regu- 
lated insurance  market  (8).  This  organization  is  the  Texas 
Medical  Liability  Underwriting  Association,  commonly  referred 
to  as  the  JUA  (Joint  Underwriting  Association).  The  JUA  in- 
cludes all  insurance  companies  licensed  to  write  automobile  li- 
ability insurance  and  other  liability  insurance  in  Texas.  The 
association  is  designed  to  be  self  supporting.  That  is,  the  pre- 
miums collected  for  the  policies  are  meant  to  be  sufficient  to 
pay  losses  among  those  health  care  providers  who  purchase  in- 
surance from  the  JUA  ( 8 at  sec  3[a] ).  However,  in  addition  to 
the  amount  of  premium,  each  purchasing  physician  must  pay  a 
Policyholder  Stabilization  Reserve  Fund  charge,  which  is  de- 
signed to  provide  some  degree  of  protection  against  the  con- 
tingent liability  for  deficits  ( 8 at  sec  4A ).  The  JUA  also  can 
assess  a claim  surcharge  based  on  actual  claims  paid  in  addi- 
tion to  the  basic  premium  (9). 

In  the  event  that  premiums  are  insufficient  to  pay  the  losses 
of  that  group  of  policyholders,  the  JUA  is  required  to  recoup 
the  deficit  from  the  Policyholder  Stabilization  Reserve  Fund.  If 
the  reserve  fund  is  insufficient,  the  JUA  must  assess  policy- 
holders (8  at  sec  4[b][3]),  each  policyholder  having  a con- 
tingent liability  for  an  additional  one-year  premium  (8  at  sec 
5[a]).  If  a further  deficit  exists,  the  licensed  member  insurance 
companies  have  a contingent  liability  for  the  remaining  amount 
(8  at  sec  4[b][3])  and  5[b]).  Deficits  have  been  determined  for 
calendar  years  1984,  1985,  and  1986. 

RISK  RETENTION  GROUPS 

Finally,  both  federal  and  state  law  allow  the  formation  of  risk 
retention  groups,  which  can  insure  their  own  members  (who 
are  similar  with  respect  to  the  nature  of  their  liability  risk)  for 
professional  liability  (10).  Federal  law  requires  a risk  retention 
group  insurance  company  to  be  licensed  in  at  least  one  state  in 
the  United  States  or  Bermuda  or  the  Cayman  Islands  ( 10  at  sec 
390l[a][4][c][i]).  That  insurance  company  can  be  organized  as 
a stock  company,  a mutual  company,  reciprocal  exchange,  or 
Lloyd’s  association.  While  a risk  retention  group  is  in  the  same 


form  as  one  of  the  previously  mentioned  entities,  it  has  certain 
freedom  from  regulation  that  the  others  do  not  enjoy.  Specifi- 
cally, the  state  does  not  regulate  rates  and  policy  forms  (scope 
of  coverage)  for  risk  retention  groups  ( 10  at  art  21.54  secs  3 
and  4). 

Regulated  companies 

The  Texas  State  Board  of  Insurance  applies  the  following  regu- 
lations to  any  stock,  mutual,  reciprocal  exchange,  or  Lloyd’s  li- 
censed in  Texas: 

1.  Rate  Regulation.  All  rates  utilized  by  regulated  com- 
panies must  be  filed  with  and  approved  by  the  Texas  State 
Board  of  Insurance  (9).  However,  even  a regulated  company 
may  write  business  at  a higher  rate  on  a “consent  to  rate’’  basis 
(11).  On  a “consent  to  rate”  form,  the  individual  insured  is  re- 
quired to  consent  to  a higher  rate  as  consideration  for  writing 
the  business.  “Consent  to  rate”  applications  are  signed  by  the 
insured  and  filed  with  and  approved  by  the  Texas  State  Board 
of  Insurance. 

2.  Policy  Form  Regulation.  All  medical  professional  liability 
policy  forms  used  by  a regulated  or  licensed  insurance  organi- 
zation are  filed  with  and  approved  by  the  Texas  State  Board  of 
Insurance  (9  at  sec  4[c]).  For  the  most  part,  these  policy  forms 
are  similar  for  all  regulated  organizations. 

3.  Financial  Solvency.  Regulated  companies  are  further 
regulated  for  financial  solvency  (12).  The  Texas  State  Board  of 
Insurance  applies  certain  laws  regulating  the  types  of  invest- 
ments that  such  an  organization  can  make  and  periodically  ex- 
amines each  company  (13).  These  examinations  consider  not 
only  the  type  of  assets  being  held,  but  also  the  adequacy  and 
sufficiency  of  reserves  to  pay  claims  for  business  the  entity 
issues.  As  stated  earlier,  because  a liability  insurance  contract  is 
simply  a promise  to  indemnify  a doctor  against  future  claims 
or  judgments  that  may  be  held  against  him  or  her,  the  financial 
solvency  of  an  insurance  organization  is  a very  important  as- 
pect of  an  insurance  transaction.  If  the  organization  does  not 
have  sufficient  assets  to  indemnify  the  physician,  then  the  phy- 
sician may  be  subjected  to  personal  liability  and  would  not 
have  the  benefit  of  the  insurance  protection. 

4.  Texas  Property  and  Casualty  Guaranty  Act.  The  Texas 
Property  and  Casualty  Insurance  Guaranty  Act  covers  policies 
issued  by  licensed  or  regulated  companies  ( 1 4 ).  ITiis  act  re- 
quires the  Property  and  Casualty  Guaranty  Association  to  guar- 
antee the  obligations  of  insolvent  licensed  or  regulated  com- 
panies subject  to  certain  limits.  The  limit  per  covered  claim  is 
$100,000  ( 14  at  sec  5[B][2]  ).  Accordingly,  there  is  limited  pro- 
tection if  a physician  has  purchased  a policy  from  a licensed 
company  that  subsequently  becomes  insolvent.  However,  the 
protection  provided  by  this  act  may  not  be  as  great  as  the 
limits  of  liability  expressed  in  the  policy  that  the  physician 
purchased. 

The  JUA  is  subject  to  all  of  these  regulations,  except  the 
Texas  Property  and  Casualty  Guaranty  Act.  Risk  retention 
groups  are  subject  only  to  regulation  for  financial  solvency  ( 1 0 
at  secs  4 and  5).  The  Texas  Property  and  Casualty  Guaranty 
Act  does  not  cover  policies  issued  by  a risk  retention  group 
not  chartered  in  Texas.  Furthermore,  the  rates  and  policy 
forms  used  by  a risk  retention  group  may  not  be  regulated. 
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Self-insurance  trusts,  such  as  the  Texas  Medical  Liability 
Trust,  are  not  subject  to  regulation,  but  may  be  required  to  sat- 
isfy minimum  requirements  to  insure  the  trust’s  capability  to 
meet  contractual  obligations  (7  at  sec  [e]). 

Information  on  premiums  and  losses  for  licensed  companies 
is  available  from  the  Texas  State  Board  of  Insurance. 

Nonadmitted  (unregulated),  or  surplus  lines,  companies 
Texas  insurance  laws  distinguish  between  insurance  entities 
that  are  regulated  (licensed)  and  those  that  are  allowed  to 
write  business  on  a surplus  lines  basis.  These  surplus  lines 
companies  are  formed  as  one  of  the  insurance  organizations 
listed  above.  However,  these  companies  are  domiciled  in  a 
state  other  than  Texas  and  can  write  business  only  through  an 
authorized  surplus  lines  agent  in  Texas  (15).  Essentially,  sur- 
plus lines  insurance  is  written  for  difficult  or  hard-to-place 
risks.  The  local  agent  can  write  risks  only  in  those  nonadmitted 
(nonlicensed)  companies  that  meet  certain  statutory  finanical 
requirements:  the  agent  must  determine  that  (a)  the  company 
maintains  a minimum  amount  of  surplus  and  is  financially  able 
to  meet  its  obligations  ( 1 5 at  sec  8)  and  (b)  the  risk  cannot  be 
placed  in  the  licensed  or  admitted  markets  ( 15  at  sec  6[a]).  If 
the  agent  determines  that  the  company  meets  these  require- 
ments, a licensed  surplus  lines  agent  then  may  sell  insurance  to 
a physician  from  a nonadmitted  company.  A surplus  company 
is  not  regulated  as  to  rates  and  policy  forms,  and  the  insured 
is  not  protected  by  the  Texas  Property  and  Casualty  Guar- 
anty Act. 

There  are  many  legitimate  companies  writing  insurance  on 
surplus  lines  business  for  difficult  risks.  However,  the  prudent 
insurance  buyer  should  determine  through  his  agents  or  others 
the  financial  ability  of  the  company  to  respond  in  the  event  of 
a future  claim.  Careful  analysis  of  the  policy  form  also  is  an  es- 
sential element  in  comparing  the  costs  of  any  coverage. 

Conclusion 

The  liability  insurance  contract  is  a promise  to  indemnify  a 
doctor  against  claims  or  judgments  that  may  be  brought 
against  him  for  negligence  arising  out  of  his  professional  prac- 
tice. The  price  for  such  protection  is  the  premium.  A physician 
also  may  be  responsible  for  contigent  liabilities  in  the  form  of 
assessments,  contributions  to  surplus,  or  other  charges.  In  de- 
termining what  type  of  entity  to  choose,  the  buyer  should  con- 
sider the  financial  solvency  of  the  entity,  coverage  by  the 
guaranty  fund,  regulation  of  the  company,  and  the  costs  associ- 


ated with  the  policy  being  provided.  (See  16  for  additional 
questions  on  subjects  not  covered  in  this  article. ) In  attempt- 
ing to  resolve  these  questions,  the  physician  could  consult  his 
insurance  agent,  financial  consultant,  attorney,  or  the  Texas 
State  Board  of  Insurance  (Professional  Liability  Insurance  sec- 
tion for  licensed  companies.  Surplus  Lines  Division  for  surplus 
lines  insurance,  or  Corporate  and  Financial  Division  for  risk  re- 
tention groups)  to  provide  further  information  in  this  impor- 
tant area. 

JAY  A.  THOMPSON,  JD 

Clark,  Thomas,  Winters  & Newton 

HELENE  A.  ALT,  JD 

TMA  Associate  General  Counsel 
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X^eaths 


S.L.  Blum 

Sigmund  L.  Blum,  MD,  a retired  Beaumont  internist,  died  Feb 
28,  1988,  at  age  74.  Dr  Blum  was  a life  member  of  Texas  Medi- 
cal Association. 

A native  of  Brooklyn,  NY,  he  attended  Beaumont  schools  and 
graduated  from  The  University  of  Texas  at  Austin.  He  received 
his  medical  degree  in  1936  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston,  and  interned  at  St  Joseph’s  Hospital, 
Fort  Wayne,  Ind,  and  at  the  Polyclinic  Hospital,  New  York  City. 
In  1938,  Dr  Blum  began  his  medical  practice  in  Beaumont.  He 
served  with  the  US  Army  in  Europe  during  World  War  II  with 
the  rank  of  major. 

Survivors  include  his  wife,  Karla  Blum,  Beaumont;  son,  Stuart 
Blum,  MD,  Shreveport,  La;  daughter,  Miriam  Blum,  Austin;  and 
brothers,  Herbert  Blum,  San  Antonio,  and  Lawrence  Blum, 
Beaumont. 

A.H.  DanieU 

Alfred  H.  Daniell,  MD,  a retired  Brownfield  family  practitioner, 
died  March  15,  1988.  He  was  83. 

Born  in  Paducah,  Tex,  Dr  Daniell  received  his  medical  de- 
gree in  1933  from  The  University  of  Texas  Medical  Branch  in 
Galveston.  He  served  an  internship  at  City-County  Hospital  in 
El  Paso  before  beginning  his  medical  practice  in  Brownfield. 

Dr  Daniell  served  as  a captain  in  the  Medical  Corps  of  the  Air 
Corps  of  the  US  Army  from  1942-1945.  Following  his  military 
service,  he  attended  Randolph  School  of  Medicine  in  San  An- 
tonio, where  he  qualified  as  a flight  surgeon.  In  1975  Dr 
Daniell  received  the  Ashbel  Smith  Distinguished  Alumnus 
Award  from  The  University  of  Texas  Medical  Branch  in  Gal- 
veston. He  served  for  18  years  on  the  Board  of  Councilors  for 
the  Texas  Medical  Association. 

Dr  Daniel!  is  survived  by  his  son,  Alfred  R.  Daniell,  MD,  Fort 
Worth;  and  daughter,  Scharlyn  Ribble,  Lubbock. 

J.H.  Dunlap 

J.  Hudson  Dunlap,  MD,  a retired  Dallas  general  surgeon,  died 
Feb  17,  1988,  at  age  83.  Dr  Dunlap  was  an  honorary  member 
of  Texas  Medical  Association. 

A native  of  Dallas,  Dr  Dunlap  graduated  from  Baylor  Univer- 
sity College  of  Medicine  in  1929.  After  an  internship  at  City 
Hospital  in  Cleveland,  Ohio,  he  served  a residency  in  surgery 
at  the  Cleveland  Clinic.  He  returned  to  Dallas  in  1934  and 
~/0  practiced  there  until  his  retirement  in  1974. 

Surviving  family  members  include  his  wife,  Mary  Petticrew 

Dunlap,  Dallas;  daughter,  Elizabeth  Ferring,  Denton;  son,  James 
Dunlap,  Jr,  Dallas;  sister,  Hallie  Weichsel,  Dallas;  and  two 
grandchildren. 

R.P.  Hughes 

Raymond  P.  Hughes,  MD,  a retired  Texarkana  dermatologist 
and  honorary  member  of  Texas  Medical  Association,  died  Feb 
3,  1988. 

Dr  Hughes,  79,  was  born  in  Springplace,  Ga.  He  received  his 
medical  degree  in  1932  from  Baylor  University  CoUege  of 
Medicine.  He  interned  at  El  Paso  City-County  Hospital  and  did 
postgraduate  study  in  dermatology  at  the  University  of  Penn- 
sylvania in  Philadelphia.  Dr  Hughes  served  with  the  Reserve 


Army  Medical  Corps  during  World  War  II  and  in  the  Office  of 
the  Surgeon  General  in  the  Pentagon  until  1949-  He  entered 
practice  in  Texarkana  in  1 949. 

Survivors  include  his  wife,  Lucy  Longan  Hughes,  Texarkana; 
sons,  Gregory  Hughes,  MD,  El  Paso,  and  Raymond  Hughes,  San 
Bernardino,  Calif;  stepson,  Rick  Bledsoe,  Texarkana;  step- 
daughter, Becky  Forrest,  Grapevine;  brother,  Jimmy  Hughes, 
Ruidoso,  NM;  and  five  grandchildren. 

F.H.  Kidd,  Jr 

Frank  Hereford  Kidd,  Jr,  MD,  a retired  Dallas  general  surgeon, 
died  Feb  8,  1988.  He  was  78. 

Born  in  Burnsville,  W.Va.,  Dr  Kidd  received  his  medical  de- 
gree in  1937  from  Baylor  University  College  of  Medicine.  His 
graduate  education  included  a two-year  internship  at  Hermann 
Hospital,  Houston,  and  four  years  in  surgery  at  Barnes  Hospital 
and  affiliated  institutions,  Washington  University,  St  Louis. 
Following  military  service  during  World  War  II,  Dr  Kidd  estab- 
lished his  medical  practice  in  Dallas.  He  was  founding  chair- 
man of  the  board  of  directors  of  Presbyterian  Hospital  in 
Dallas. 

Dr  Kidd  is  survived  by  two  nieces,  Susan  Duquette,  Dallas, 
and  Stephanie  Mackie,  Houston. 

J.L.  Knapp 

Joseph  L.  Knapp,  MD,  a Dallas  psychiatrist,  died  March  2,  1988. 
He  was  79. 

Dr  Knapp,  a native  of  Chicago,  graduated  in  1933  from  the 
University  of  Illinois  CoUege  of  Medicine.  After  an  internship  at 
West  Suburban  Hospital  in  Oak  Park,  III,  he  served  a residency 
at  Traverse  City  State  Hospital  in  Michigan  and  received  post- 
graduate training  at  the  University  of  Michigan  in  Ann  Arbor. 
FoUowing  service  from  1941  to  1946  in  the  US  Army,  Dr 
Knapp  practiced  in  West  Virginia  for  three  years  and  then 
moved  his  medical  practice  to  Dallas.  He  was  medical  director 
of  the  Beverly  Hills  Psychiatric  Hospital  of  Dallas  from  1948 
until  1972.  The  hospital  later  became  the  Dallas  County  Men- 
tal Health  and  Retardation  Center.  Dr  Knapp  was  past  presi- 
dent of  the  Southern  Psychiatric  Association. 

Surviving  family  members  include  his  son,  Thomas  Knapp, 
Evanston,  lU;  sister,  Carolyn  Anderson,  Dothan,  Ala;  and  three 
grandchildren. 

W.G.  Knox 

Warren  G.  Knox,  MD,  a Fort  Worth  general  practitioner,  died 
Feb  1,  1988. 

Dr  Knox,  67,  was  born  in  Roby,  Tex,  and  moved  to  Fort 
Worth  in  1950.  He  received  his  medical  degree  from  The  Uni- 
versity of  Texas  MedicM  Branch  at  Galveston  in  1950,  and 
completed  an  internship  and  residency  at  City  County  Hospi- 
tal, now  John  Peter  Smith  Hospital,  in  Fort  Worth.  He  was  in 
private  practice  for  34  years  before  his  retirement  in  1986. 

Survivors  include  his  wife,  Barbara  Roach  Knox,  Fort  Worth; 
daughters,  Debra  Knox  Moser  and  Kathryn  Knox  Jones,  both  of 
Fort  Worth;  brothers,  L.W.  Knox,  Roby,  and  H.E.  Knox,  New 
Braunfels;  and  one  granddaughter. 
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I M.  Owen 

I May  Owen,  MD,  a Fort  Worth  pathologist  and  former  president 
I of  Texas  Medical  Association,  died  April  1 2,  1988.  She  was  96. 

Born  in  Falls  County,  Texas,  Dr  Owen  moved  to  Fort  Worth 
; in  1913  to  complete  high  school  and  attend  college  at  Texas 
Christian  University.  She  received  her  medical  degree  from  the 
I Louisville  (KY)  Medical  School  in  1921.  After  graduation  and 
advanced  studies  in  the  Department  of  Surgical  Patholog)'  at 
the  Mayo  Clinic  and  at  New  York’s  Bellevue  Hospital,  she  re- 
turned to  Fort  Worth  to  begin  her  practice  of  medicine. 

In  1945,  she  became  the  first  woman  elected  president  of 
the  Texas  Society  of  Pathologists;  in  1947,  the  first  woman 
elected  president  of  the  Tarrant  County  Medical  Society;  and 
in  I960,  the  first  woman  elected  president  of  TMA.  During  her 
term  as  president  of  TMA,  Dr  Owen  used  her  TMA  travel  al- 
lowance to  establish  the  Physicians  Benevolent  Fund,  designed 
to  help  doctors  and  their  families  in  time  of  financial  need. 

Dr  Owen  also  was  instrumental  in  helping  many  students 
complete  their  education.  She  provided  funds  to  more  than 
200  student  nurses,  doctors,  technicians,  dentists,  and  attor- 
neys. In  1966,  she  established  the  May  Owen  Student  Loan 
Fund,  administered  by  TMA.  This  fund  has  provided  financial 
aid  to  almost  400  medical  students. 

Dr  Owen  received  many  awards  and  honors  during  her  life, 
including  TMA’s  Distinguished  Service  Award,  the  highest 
honor  bestowed  on  a TMA  member.  In  1952,  the  Tarrant 
County  Medical  Society  awarded  her  its  annual  Gold  Headed 
Cane,  traditionally  reserved  for  “a  fellow  admired  by  other 
men.  A doctor’s  doctor.”  Seven  years  later  she  received  the 
Texas  Society  of  Pathologists’  most  prestigious  honor,  the 
George  T.  Caldwell  Award,  for  her  work  in  the  field  of  pathol- 
ogy. Dr  Owen  realized  her  dream  of  a health  museum  for  Fort 
Worth  in  1965,  when  the  Hall  of  Health  Science,  now  a wing 
in  the  Museum  of  Science  and  History,  was  dedicated  to  her. 
And,  in  1986,  she  was  inducted  into  the  Texas  Women’s  Hall  of 
Fame  for  medical  contributions  she  made  throughout  her 
lifetime. 

Dr  Owen  is  survived  by  her  sister,  Eva  Edwards,  of  California. 

W.F.  Renfrew 

William  Frank  Renfrow,  MD,  a retired  Houston  general  practi- 
tioner, died  Feb  26,  1 988.  Dr  Renfrow,  86,  was  an  honoraiy- 
member  of  Texas  Medical  Association. 

Born  in  Billings,  Okla,  he  received  his  medical  degree  in 
1926  from  the  University  of  Oklahoma  School  of  Medicine.  He 
serv  ed  an  internship  at  Charity  Hospital  in  New  Orleans,  and 
received  postgraduate  training  at  Harvard  Medical  School  in 
Boston.  Dr  Renfrow  practiced  medicine  in  Houston  from  1928 
until  his  retirement  in  1983- 

He  is  survived  by  his  son,  William  Frank  Renfrow,  Jr,  Hous- 
ton, two  granddaughters,  and  one  great-grandson. 

L.R.  Robey 

Louis  Reed  Robey,  MD,  a Houston  general  surgeon,  died  Feb 
22,  1988.  He  was  65. 

A native  of  Galveston,  Dr  Robey  graduated  in  medicine  from 
Meharry  Medical  College  in  Nashville.  He  completed  an  intern- 
ship and  residency  at  Homer  G.  Phillips  Hospital  in  St  Louis. 


Dr  Robey  served  as  chief  surgical  resident  at  The  George  W. 

Hubbard  Hospital  in  Nashville,  Tenn,  and  began  the  private 
practice  of  surgery  in  Houston  in  1955.  He  was  medical  direc- 
tor of  the  Bureau  of  School  Health  Services  for  the  Houston  In- 
dependent School  District  from  1 962  until  his  death. 

Dr  Robey  is  survived  by  his  wife,  Mar\'  Walton  Robey,  Hous- 
ton; daughter,  xMarla  Evans,  Houston;  son,  Don  D.  Robey  II,  MD, 
Houston;  sisters,  Donna  Leah  Fields  and  Naomi  Henry,  both  of 
Houston;  and  three  grandchildren. 

H.C.  Robinson 

Hampton  C.  Robinson,  MD,  a Houston  surgeon,  died  Feb  7, 

1988,  at  age  73. 

Dr  Robinson  was  born  in  Missouri  City,  Tex.  He  received  his 
medical  degree  from  Baylor  University  College  of  Medicine  in 
1940,  interned  at  Research  Hospital  in  Kansas  City,  Mo,  and 
was  a resident  at  St.  Joseph  Infirmary,  Houston.  Dr  Robinson 
serv'ed  in  the  military^  during  World  War  II  and  returned  to 
Houston  in  1945  to  enter  the  practice  of  surgery.  He  serv  ed 
22  years  on  the  Texas  State  Board  of  Health,  1 2 years  as  its 
chairman. 

Surviving  family  members  include  his  wife,  Louise  Fenton 
Robinson,  Houston;  mother,  Mrs.  Hampton  C.  Robinson,  Sr, 

Missouri  City';  daughter,  Patricia  W.  Robinson,  Houston;  sons, 

Patrick  W,  Robinson  and  Justin  H.  Robinson,  both  of  Houston; 
and  one  grandson. 

L.E.  Rutledge 

Lowell  Edison  Rutledge,  MD,  a Daingerfield  family  physician, 
died  March  30,  1988.  He  was  67.  Dr  Rutledge  was  born  in 
Gilmer,  Tex,  attended  Rice  University'  and  graduated  from  Bay- 
lor University'  College  of  Medicine  in  1944.  After  an  internship 
at  Hermann  Hospital  in  Houston,  Dr  Rutledge  served  his  resi- 
dency at  Memorial  Hospital  in  Houston.  He  served  as  a captain 
in  the  US  Army  during  World  War  II.  He  moved  to  Daingerfield 
in  1948,  where  he  practiced  medicine  until  May  1987.  He  is 
survived  by  his  wife,  Christine  Rutledge,  Daingerfield;  daugh- 
ter, Rosalyn  Alsobrook,  Gilmer;  son,  Steven  L.  Rutledge,  Long- 
view; and  two  grandchildren. 

C.E.  Stuermer 

Cassie  Elizabeth  Stuermer,  MD,  a retired  Houston  family  practi- 
tioner and  honorary'  member  of  Texas  Medical  Association, 
died  March  23,  1988.  She  was  74.  7.7 

A native  of  Nordheim,  Tex,  Dr  Stuermer  graduated  from  Bay-  

lor  College  of  Medicine  in  1950.  She  served  a two-year  intern- 
ship at  the  VA  Hospital  in  Houston  and  began  her  practice  in 
Houston  in  1952.  Dr  Stuermer  was  president  of  the  Houston 
Academy  of  Family  Physicians  and  the  9th  District  Medical  So- 
ciety' in  1976. 

She  is  survived  by  her  niece,  Cassandra  Rousseau,  San 
Antonio. 

R.W.B.  Terrell 

Robert  W.B.  Terrell,  MD,  a family  practitioner  in  Carrizo 
Springs,  died  Feb  5,  1988. 

Dr  Terrell,  59,  was  bom  in  San  Antonio.  He  graduated  from 
The  University  of  Texas  Medical  Branch  at  Galveston  in  1955. 
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After  completing  an  internship  and  residency  at  Robert  B. 
Green  Hospital  in  San  Antonio,  Dr  Terrell  entered  the  private 
practice  of  medicine  in  San  Antonio.  In  1977  he  moved  to  Car- 
rizo  Springs  where  he  practiced  medicine  until  his  death. 

He  is  survived  by  his  wife,  Lynn  Terrell,  Carrizo  Springs; 
daughters,  Stacy  Terrell,  Oklahoma  City,  Okla,  and  Cynthia 
Duce,  Dallas;  sons,  Robert  Terrell,  San  Diego,  Calif,  Stephen 
Terrell,  Quantico,  Va,  and  Scott  Terrell,  San  Antonio;  step- 
daughter, Susan  Storey,  San  Antonio;  stepson,  Dudley  Storey  fV, 
San  Antonio;  and  two  grandsons. 

R.H.  Thomason 

Robert  H.  Thomason,  MD,  a retired  Corpus  Christi  internist, 
died  Feb  15,  1988,  at  age  83-  He  was  an  honorary  member  of 
Texas  Medical  Association. 

A native  of  Huntsville,  Tex,  Dr  Thomason  received  his  medi- 
cal degree  from  Duke  University,  Durham,  NC,  in  1935.  He 
served  an  internship  at  Duke  Hospital  in  Durham,  and  a resi- 
dency at  Baltimore  City  Hospital  in  Maryland.  He  entered 
medical  practice  at  Huntsville  in  1938,  served  in  the  US  Naval 
Medical  Corps  during  World  War  II,  and  resumed  his  medical 
practice  in  1946  in  Corpus  Christi. 

Dr  Thomason  is  survived  by  his  daughters,  Carolyn 
Thomason  Sacchi,  Houston,  and  Zaidee  Thomason  Winton, 
Corpus  Christi;  sisters,  Mrs  H.G.  Noordberg,  Huntsville,  Tex, 
Mrs  H.A.  Petersen,  Houston,  and  Mrs  T.C.  Cole,  Sr,  Huntsville; 
and  two  grandsons. 

L.  Villareal 

Leopoldo  Villareal,  MD,  an  El  Paso  surgeon,  died  Feb  27,  1988. 
He  was  75. 

Dr  Villareal  was  born  in  Torreon,  Mexico.  In  1934  he  re- 
ceived his  medical  degree  from  Tulane  University  in  New  Or- 
leans. Following  an  internship  at  St  Mary’s  Group  of  Hospitals 
in  St  Louis,  he  did  postgraduate  work  at  Oxford  University  in 
London  and  Heidelberg  University  in  Germany.  Dr  Villareal  be- 
gan his  medical  practice  in  1938  in  El  Paso.  During  World  War 
II,  he  served  as  chief  of  surgery  at  the  US  Army’s  111th  Evacua- 
tion Hospital  in  Europe. 

Surviving  family  members  include  his  wife,  Natalia  M. 
Villareal;  son,  Andres  Villareal;  and  daughter,  Marcella  Panetta; 
all  of  El  Paso. 
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HELP YOUR 
COLLEAGUES 
HELP 

THEMSELVES 

It’s  a fact.  A shortage  of  funds  can  prevent  an 
impaired  physician  from  getting  the  help  he  or 
she  needs  and  wants. 

The  Physician  Health  and  Rehabilitation  Assis- 
tance Fund  was  established  by  the  Texas  Medi- 
cal Association  Committee  on  Physician  Health 
and  Rehabilitation  primarily  to  provide  assis- 
tance to  impaired  physicians  who  cannot  afford 
treatment  for  substance  abuse  or  other 
problems. 

Financial  assistance  is  provided  in  the  form  of  a 
loan,  with  funds  usually  sent  directly  to  providers 
of  care. 

Please  help  TMA  help  your  colleagues.  Support 
the  TMA  Physician  Health  and  Rehabilitaton 
Assistance  Fund.  Your  contribution  is  tax 
deductible. 

If  you  would  like  to  know  more  about  how  the 
fund  assists  indigent,  impaired  physicians,  call 
TMA  at  512/477-6704,  ext.  141. 


TMA  PHYSICIAN  HEALTH 
AND  REHABILITATION 
ASSISTANCE  FUND 

I want  to  support  the  Physician  Health  and  Re- 
habilitation Assistance  Fund.  Enclosed  is  my  tax 
deductible  contribution  in  the  amount  of: 

$25  $1 00 

$50  $ 

Name 

Address 


Please  return  this  form  to:  Texas  Medical  Asso- 
ciation, Physician  Health  and  Rehabilitation  As- 
sistance Fund,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 . 


Texas  Median 


IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


S.L.  BLUM 

Beaumont,  1913-1988 

A.H.  DANIELL 
Brownfield.  1904-1988 

J.H.  DUNLAP 
Dallas,  1904-1988 


F.H.  KIDD.  JR 
Dallas.  1909-1988 

J.L.  KNAPP 
Dallas,  1908-1988 

W.G.  KNOX 

Fort  Worth,  1920-1988 


W.F.  RENFROW 
Houston,  1901-1988 

L.R.  ROBEY 
Houston,  1922-1988 

H.C.  ROBINSON 
Houston,  1 9 1 4-  1 988 


C.E.  STUERMER 
Houston,  1 9 1 3-  1 988 

R.W.B.  TERRELL 
Carrizo  Springs,  1928-  1988 

R.H.  THOMASON 
Corpus  Christi,  1905-1988 


R.P.  HUGHES  M.  OWEN 

Texarkana,  1908-1988  Fort  Worth,  1891-1988 


L.E.  RUTLEDGE  L.  VILLAREAL 

Daingerfield,  1920-1988  El  Paso,  1912-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

^ ^ NAME 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00  occasion 

NAME — — _ PLEASE  NOTIFY: 

ADDRESS — 

CITY/STATE/ZIP 


Volume  84  June  1988 


fAedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 

In  the  TMA  Library 

Bendell  L:  Payment  in  Full  A Guide  to  Successful  Bill  Collect- 
ing. Gainesville,  Fla,  Triad  Publishing  Co,  1 987. 

Chenevert  M:  Special  Techniques  in  Assertiveness  Training  for 
Women  in  the  Health  Professions,  ed  3-  St  Louis,  The  CV 
Mosby  Co,  1988. 

Connolly  JF:  Fracture  Complications:  Recognition,  Preven- 
tion, and  Management  Chicago,  Year  Book  Medical  Pub- 
lishers Inc,  1988. 

Dantzker  DR  (ed):  Cardiopulmonary  Critical  Care.  Orlando, 
Fla,  Grune  & Stratton  Inc,  1986. 

DeWeese  DD,  Saunders  WH,  Schuller  DE,  et  al: 

Otolaryngology — Head  and  Neck  Surgery,  ed  7.  St  Louis,  Fhe 
CV  Mosby  Co,  1988. 


Malone  TR  (ed):  Evaluation  of  Isokinetic  Equipment  Balti- 
more, Williams  & Wilkins,  1988. 

Mandell  H,  Spiro  H (eds):  When  Doctors  Get  Sick.  New  York, 
Plenum  Medical  Book  Co,  1987. 

Maran  AGD  (ed):  Logan  Turner’s  Diseases  of  the  Nose,  Throat 
and  Ear,  ed  10.  Boston,  John  Wright,  1988. 

Marchant  DJ  (ed):  Breast  Disease.  New  York,  Churchill 
Livingstone,  1986. 

Matteson  MT,  Ivancevich  JM:  Controlling  Work  Stress.  Effec- 
tive Human  Resource  and  Management  Strategies.  San 
Francisco,  Jossey-Bass  Publishers,  1 987. 

McCredie  JA  (ed):  Basic  Surgery,  ed  2.  New  York,  Macmillan 
Publishing  Co,  1986. 

McWhirter  WR,  Masel  JP:  Paediatric  Oncology:  An  Illustrated 
Introduction.  Baltimore,  Williams  & Wilkins,  1987. 

Noltenius  H:  Human  Oncology.  Pathology  and  Clinical  Char- 
acteristics, vols  1-4.  Baltimore,  Urban  & Schwarzenberg,  1988. 

Payne  R,  Firth-Cozens  J (eds):  Stress  in  Health  Professionals. 
New  York,  John  Wiley  & Sons,  1987. 

Policies  and  Procedures  in  Association  Management  Wash- 
ington, DC,  American  Society  of  Association  Executives,  1987. 


Egan  RL:  Breast  Imaging:  Diagnosis  and  Morphology  of  Putman  CE,  Ravin  CE:  Textbook  of  Diagnostic  Imaging  vols 

Breast  Diseases.  Philadelphia,  WB  Saunders  Co,  1988.  1-3.  Philadelphia,  WB  Saunders  Co,  1988. 


Frankie  RT,  Yang  M (eds):  Obesity  and  Weight  Control  The 
Health  Professional's  Guide  to  Understanding  and  Treatment 
Rockville,  Md,  Aspen  Publishers  Inc,  1988. 

Griswold-Ezekoye  S,  Kumpfer  KL,  Bukoski  WJ  (eds):  Child- 
hood and  Chemical  Abuse:  Prevention  and  Intervention.  New 
York,  The  Haworth  Press,  1986. 

Hornblass  A (ed):  Eyelids  ( Oculoplastic,  orbital  and  recon - 
74  structive  surgery,  vol  1).  Baltimore,  Williams  & Wilkins,  1988. 


Schachner  LA,  Hansen  RC  (eds):  Pediatric  Dermatology.  New 
York,  Churchill  Livingstone,  1988. 

Stass  SA  (ed):  The  Acute  Leukemias.  Biologic,  Diagnostic,  and 
Therapeutic  Determinants.  New  York,  Marcel  Dekker  Inc, 
1987. 

Volicer  L,  Fabiszewski  KJ,  Rheaume  YL,  et  al  (eds):  Clinical 
Management  of  Alzheimer’s  Disease.  Rockville,  Md,  Aspen 
Publishers  Inc,  1988. 


Howard  JK,  Tyrer  FH  (eds):  Textbook  of  Occupational  Medi-  Wildsmith  JAW,  Armitage  EN  (eds):  Principles  and  Practice  of 
cine.  New  York,  Churchill  Livingstone,  1987.  Regional  Anaesthesia  New  York,  Churchill  Livingstone,  1987. 


Jamieson  GG,  Duranceau  A:  Gastroesophageal  Reflux.  Phila-  Wyngaarden  JB,  Smith  LH,  Jr  (eds):  Cecil  Textbook  of  Medi- 
delphia,  WB  Saunders  Co,  1988.  cine,  vols  1-2,  ed  18.  Philadelphia,  WB  Saunders  Co,  1988. 


Keith  DA  (ed):  Surgery  of  the  Temporomandibular  Joint  Yu  VYH,  Wood  EC  (eds):  Prematurity.  New  York,  Churchill 

Boston,  Blackwell  Scientific  Publications,  1988.  Livinstone,  1987. 


Knaus  GM:  CPT  & HCPCS  Coding  for  Optimal  Reimburse- 
ment Downers  Grove,  111,  Medical  Administration  Publica- 
tions, 1987. 


Zenz  C:  Occupational  Medicine.  Principles  and  Practical  Ap- 
plications, ed  2.  Chicago,  Year  Book  Medical  Publishers  Inc, 
1988. 


Te.xas  Medicine 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


9^ 

1ILES 


■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 

- skin  / skin  structure^  - bones  and  joints^ 

I Convenient  S./.D.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

TDue  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


April  1988,  Miles  Inc. 


Printed  in  U S. A. 


C09327  MLR-261 


ro, 

TABLETS  ^ 

(dprofloxadn  HCl/Milesj 


500  mg  B,LD,  for  most  infections; 

750  mg  B,LD,  for  severe  or  complicated  infections. 


CONVENIENT S./.D.  DOSAGE 

Recommended  dosage  schedule 


Severity  of 

Infection  Site*  Infection  Dosag 


Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  6,! 

Severe/Complicated 

750  mg  B.l 

Urinary  Tracf 

Mild/Moderate 

250  mg  B.l 

Severe/Complicated 

500  mg  B.i 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  S.J 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

U^r  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis,  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris.  Providencia  stuartn.  Morganella  morganii,  Citrobacter  freundn. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains).  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis.  Providencia  rettgen.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecahs. 

Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains).  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
*Efftcacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  Icnown,  once  results  become  available  appropriate  therapy 
should  be  continued.  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance. 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN.  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacln, 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearmg  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General. 

As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness,  lightheadedness.  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures. 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  m man,  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life.  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired:  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

Patients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  of  dosing  is 
two  hours  after  a meal  F^tients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
lightheadedness.  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below. 
Salmonella/Microsome  Test  (Negative) 

E coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V^g  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results: 

Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  m animals  have  not  yet  been  completed 
Pregnancy- Pregnancy  Category  C 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin.  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  obsen/ed  There  are,  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women.  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROWJI 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS), 

Nursing  Mothers 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprof(li 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk.  Because! 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decisioij 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug 
mother 

Pediatric  Use: 

Ciprofloxacin  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  animals  i 
WARNINGS). 

ADVERSE  REACTIONS 


Pi^ 


i| 


Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2.799  patients  received  2,868  coua 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses, . 
related  in  9.2%.  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  ev? 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0.6%),  and  central  nervous  syi 
(04%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vorr 
(2.0%),  abdominal  pain/discomfort  (1  7%),  headache  (1  2%),  restlessness  (1.1%).  and  rash  (1 1%), 
Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those 
quinolones  are  italicized. 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perfon 
gastrointestinal  bleeding, 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness,  lightheadedness.  insomnia,  nightmares.  hA 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  wsi 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia 
SKIN/HYPERSENSITIVITY:  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fevei 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpij 
tion,  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  I 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste. 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  goj 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bifl 
vaginitis,  acidosis. 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pi 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis. 

RESPIRATORY,  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchi 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  dri 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  jui 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  mteracl 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard 
relationship: 

Hepatic  - Elevations  of'  ALT  (SGPT)  (1,9%),  AST  (SCOT)  (1.7%),  alkaline  phosphatase  (0  8%),  LDHlO* 
serum  bilirubin  (0.3%)  . | 

Hematologic  - eosinophilia  (0  6%).  leukopenia  (0  4%),  decreased  blood  platelets  (01%),  elevateab' 
platelets  (0 1%),  pancytopenia  (0.1%) 

Renal  - Elevations  of  Serum  creatinine  (1.1%),  BUN  (0.9%). 

CRYSTALLURIA.  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0.1%  of  courses  were'  Elevation  of  serum  gammaglutamyl  transfer 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  a1 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis. 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available.  In  the  event  of  acute  overdosage,  the  stomach  shoii 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supl 
treatment  Adequate  hydration  must  be  maintained.  In  the  event  of  serious  toxic  reactions  from  overdos 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  ifl 
function  IS  compromised. 

DOSAGE  AND  ADMINISTRATION  . 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  palienfl 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12h 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  bew 
with  500  mg  every  12  hours.  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given 
hours 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours  j 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  OOSAGB 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCl/Miles)  is  available  as  tablets  of  250  mg.  500  mg,  and  750  mg  in  bottles  of  50.  i 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summart 


For  further  information,  contact  the  Miles  Information  Service 
1-800-642-4776.  In  VA.  coll  collect:  703-391-7888. 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg 

The  original  hydrocodone  analgesic. 


Reedom 
from  pain 

Just  one  part  of 
pain  relief  therapy. 

WcodinP  provitles  greater 
patient  acceptance 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION  SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X XX 

X 

OXYCODONE 

XX 

XX  XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer  "Semin  Oncol " 1975, 
2;  379-92  and  Reuler  JB,  et  al  The  chronic  pain  syndrome  misconceptions  and 
management  "Ann  Intern  Med"  1980,  93,  588-96 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . .and  longer  lasting  pain  relief— 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg . of  codei  ne.’ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility-1  tablet  every  6 hours  or 
2 tablets  every  6 hours  (up  to  8 tablets  in  24 
hours). 


Specify  "Dispense  as  written"  for  the  origina 

hydrocodone  analgesic. 


INDICATIONS  AND  USAGE:  For  the  relief  of  moderate  to  moderately  severe  pain. 
CONTRAINDICATIONS:  Hypersensitivity  to  acetaminophen  or  hydrocodone. 

WARNINGS: 


Drug  Abuse  and  Dependence:  VICODIN  * is  subject  to  the  Federal  Controlled  Substances  Act 
(Schedule  III).  Psychic  dependence,  physical  dependence  and  tolerance  may  develop  upon 
repeated  administration  of  narcotics;  therefore,  VICODIN  should  be  prescribed  and  admin- 
istered with  the  same  caution  appropriate  to  the  use  of  other  oral-narcotic-containing 
medications. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone  may  produce 
dose-related  respiratory  depression  by  acting  directly  on  brain  stem  respiratory  centers. 
Hydrocodone  also  affects  centers  that  control  respiratory  rhythm,  and  may  produce  irregu- 
lar and  periodic  breathing. 

Head  Injury  and  Increase  Intracranial  Pressure:  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure  may  be  markedly  exag- 
gerated in  the  presence  of  head  injury,  other  intracranial  lesions  or  a preexisting  increase  in 
intracranial  pressure.  Furthermore,  narcotics  produce  adverse  reactions  which  may  obscure 
the  clinical  course  of  patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure  the  diagnosis 
or  clinical  course  of  patients  with  acute  abdominal  conditions. 

PRECAUTIONS: 

Special  Risk  Patients:  VICODIN  should  be  used  with  caution  in  elderly  or  debilitated 
patients  and  those  with  severe  impairment  of  hepatic  or  renal  function,  hypothyroidism, 
Addison's  disease,  prostatic  hypertrophy  or  urethral  stricture. 

Information  For  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental  and/or  physical 
abilities  required  for  the  performance  of  potentially  hazardous  tasks  such  as  driving  a car 
or  operating  machinery;  patients  should  be  cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  caution  should  be  exercised 
when  VICODIN  is  used  postoperatively  and  in  patients  with  pulmonary  disease. 

Drug  Interactions:  The  CNS-depressant  effects  of  VICODIN  may  be  additive  with  that  of 
other  CNS  depressants.  When  combined  therapy  is  contemplated,  the  dose  of  one  or  both 
agents  should  be  reduced.  The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with 
hydrocodone  preparations  may  increase  the  effect  of  either  the  antidepressant  or 
hydrocodone.  The  concurrent  use  of  anticholinergics  with  hydrocodone  may  produce  para- 
l^ic  ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to  be 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose.  There  are  no 
adequate  and  well-controlled  studies  in  pregnant  women  . VICODIN  should  be  used  during 
pregnancy  only  if  the  potential  benefit  justifies  the  potential  risk  to  the  fetus. 
Nonteratogenic  Effects:  Babies  born  to  mothers  who  have  been  taking  opioids  regularly 
prior  to  delivery  will  be  physically  dependent.  The  intensity  of  the  syncirome  does  not 
always  correlate  with  the  duration  of  maternal  opioid  use  or  dose. 

Labor  and  Delivery:  Administration  of  VICODIN  to  the  mother  shortly  before  delivery  may 
result  in  some  degree  of  respiratory  depression  in  the  newborn,  especially  if  higher  doses 
are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in  human  milk;  therefore, 
a decision  should  be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug, 
taking  into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy,  impairment  of 
mental  and  physical  performance,  anxiety,  fear,  dysphoria,  dizziness,  psychic  dependence, 
mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  frequent  in 
ambulatory  than  in  recumbent  patients.  Prolonged  administration  of  VICODIN  may  pro- 
duce constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary  retention 
have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the  severity  of 
the  pain  and  the  response  of  the  patient.  However,  tolerance  to  hydrocodone  can  develop 
with  continued  use,  and  the  incidence  of  untoward  effects  is  dose  related. 

The  usual  dose  is  one  tablet  every  six  hours  as  needed  for  pain.  (If  necessary,  this  dose  may 
be  repeated  at  four-hour  intervals.)  In  cases  of  more  severe  pain,  two  tablets  every  six  hours 
(up  to  eight  tablets  in  24  hours)  may  be  required. 

Revised,  April  1982.  5685 

1.  Hopkinson  JH  III:  CurrTher Res2A.  503-516,  1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981. 
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hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  with  acetaminophen  500  mg. 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


lohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  |.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHIATRY 

R.  lohn  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 


7777  Forest  Lane,  Suite  B-322,  Dallas, 
214  991-6000 

CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  111,  MD 


Texas  75230 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  5ample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


25S0  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Castroenterologv,  Hematology  and  Oncology 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  EACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  centrai  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVID  S.  PITA,MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology — Dermatological  Surgery 
Including  Dermabrasion,  Chemical  Peeling 
and  Collagen  Injections 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD 

Mohs  Surgery 
Cutaneous  Oncology 
Dermatologic  Surgery 

Baylor  Medical  Plaza,  3600  Gaston  Avenue 
Suite  1154,  Dallas,  Texas  75246;  214  827-5960 
Presbyterian  III,  8230  Walnut  Hill  Lane 
Suite  808,  Dallas,  Texas  75231 


ENDOCRINE  CLINIC  OF  LUBBOCK 

Jose  R.  Beceiro,  MD,  FACP 

Diplomate  of  American  Board  of  Internal  Medicine  and 

Subspecialty  Board  in  Endocrinology  and  Metabolism 

Practice  Limited  to  Endocrinology  and  Metabolism 

2424  50th  Street,  Suite  304,  Lubbock,  Texas  79412;  806  791-5007 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  FJenry,  MD,  PA 
Michele  D.  Reynolds,  MD 
Diplomates,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


HERBERT  A.  BAILEY,  MD 
Diseases  of  the  Digestive  System 


3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  17,  1988 — Austin 
Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — Austin 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


TMA  Student  Loan  Program 


Annual  Session,  May  10-14,  1989 — Fort  Worth 


. . . Another  service  of  your  association 


Texas  Medicine 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsylvania,  Suite  100, 
Fort  Worth,  Texas  76104;  817  336-3399 


NEUROLOGICAL  SURGERY 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 


Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  512  474-HAND 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


WILLIAM  J.  VAN  WYK,  MD,  PA 

Surgery  of  the  Hand 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H,  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  EACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


join  TEXPAC 


. . . One  strong  voice 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 
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NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

OCCUPATIONAL  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  S12  226-5191 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Valser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MO 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 

JUDITH  T.  FEIGON,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

TMA  Practice  Management  Workshops  — — — — — — — ■ — - — — — 


. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

Diplomates  American  Board  of  Orthopedic  Surgery 
1701  Pine  Street,  Abilene,  Texas  79601 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

C.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio, 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — 'Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  adciress:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Feilow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 

and  Blood  Disorders  of  Childhood 

1313  Red  River,  Suite  106,  Austin,  Texas  78701 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreationai  Therapy,  Schooi  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 
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THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 
Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by:  joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS  Laurence  E.  Wolf,  MD,  FACS 

Raymond  O.  Brauer,  MD,  FACS  Benjamin  E.  Cohen,  MD,  FACS 

Thomas  M.  Biggs,  MD,  FACS  Ernest  D.  Cronin,  MD,  EACS 

Diplomates  American  Board  of  Plastic  Surgery 

PLASTIC  SURGERY 

7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  lames  B.  Stafford,  IV,  MD,  FACS 

lonathan  |.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  |.  Katrana,  DDS,  MD,  FACS  |ohn  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  VVorth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 
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WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 


1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  _ Care  for  every  phase  of  burn  trauma  will  be  provided  from 


resuscitation  to  late  rehabilitation, 

|ohn  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
|oe  Ford,  MD 

BURN  CARE  ASSOCIATES 


David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 

and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Greenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


TMA  Physician  Membership  Directory 


. . . Another  service  of  your  association 


Texas  Medicine 


PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN;  Psychiatry 

Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 

Paul  M.  Hamilton,  MD 

Doyle  1.  Carson,  MD 

jerry  M.  Lewis,  III,  MD 

Keith  H.  Johansen,  MD 

Tom  G.  Campbell,  MD 

James  K.  Peden,  MD 

Jeffrey  Glass,  MD 

Charles  G.  Markward,  MD 

Grover  M.  Lawlis,  MD 

Byron  L.  Howard,  MD 

Conway  McDanald,  MD 

Roy  H.  Fanoni,  MD 

Cary  L.  Malone,  MD 

Mark  P.  Unterberg,  MD 

Edgar  P.  Nace,  MD 

John  G.  Looney,  MD 

Ernest  N.  Brownlee,  MD 

Kathleen  B.  Erdman,  MD 

Michael  Madigan,  MD 

Don  C.  Payne,  MD 

Perry  Talkington,  MD 

Mark  J.  Blotcky,  MD 

L.  Dwight  Holden,  MD 

Joseph  D.  Caspar!,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas 
214  381-7181 

75228 

GONZALO  A.  AILLON 

Psychiatry-Bilingual 

, MD 

PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


lohn  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 

Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7500  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  C.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Griffin,  MD 
loan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Cretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
lohn  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
lohn  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LB|  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  losey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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UROLOGY 


THE  UROLOGY  CLINIC 


Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


EUGENE  R.  TODD,  MD,  PA 

Diplomate  of  the  American  Board  of  Urology 
Fellow  of  the  American  College  of  Surgeons 
Fellow  of  the  Society  for  Pediatric  Urology 

Urology — Adult  and  Pediatric 

3600  Gaston  Avenue,  Baylor  Medical  Center  Plaza, 
Wadley  Tower,  Suite  7S5,  Dallas,  Texas  75246 
214  826-3500 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 

3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology  & Neurourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


An  invitation  to  place  the  name 
of  a member  of  your  family  who 
immigrated  to  America  in  the 
only  national  museum  created 
to  honor  them. 

Here  is  a unique  opportunity  to 
present  your  family  with  a gift  that 
will  be  meaningful  for  generations  to 
come.  When  you  make  a $100  contri- 
bution to  restore  Ellis  Island,  the 
name  you  designate  will  be  perma- 
nently placed  on  the  American 
Immigrant  Wall  of  Honor  at  the  Ellis 
Island  Immigration  Museum.  And 
you’ll  receive  an  official  Certificate  of 
Registration.  To  obtain  your  regis- 
tration form  write  to:  EUis  Island 
Foundation,  P.O.  Box 
ELLIS,  New  York,  N.Y. 

10163. 


ELLIS  ISLAND 

1892-1992 


Keep  the  Dream  Alive 


The  Statue  ot  Liberty-Ellis  Island  Foundatio/i,  Inc.  is  a charitable  corpo- 
ration to  which  contributions  are  tax-deductible  to  the  extent  allov^  by  law. 
A copy  of  the  last  financial  report  filed  with  the  Department  of  State  may  be 
obtained  by  writing  to:  New  M)rk  State.  Department  of  State, 
Office  of  charities  Regulation.  Albany.  New  ^rk  12231,  or  The 
Statue  of  Liberty-Ellis  Island  Foundation.  Inc.,  52  Vandertilt 
Avenue.  New  M)rk,  New  Ibrk  10017-3808.  Photo  courtesy  of 
California  Museum  of  Photography,  University  of  California. 
Riverside. 


If  youdoiVt 
keep  his 
name  alive, 
who  will? 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Wanted,  Dallas  metro  area  physicians,  who  have  a 
current  valid  license  to  practice  medicine  in  any 
state  to  help  with  pre-enlistment  physicals.  Full- 
time pays  $36,899  to  $45,367  with  government 
benefits.  Part-time  pays  daily  rate  of  $125  for 
morning  work.  214  421-1312/2520. 

Medical  specialists,  $4925  or  general  physician, 

$4738  plus  up  to  $250  additional  compensation  sub- 
ject to  approval.  Group  health  insurance  plus  all 
state  benefits  including  retirement.  Must  be  licensed 
in  Texas.  Contact  Mexia  5tate  5chool,  P.O.  Box 
1132,  Mexia,  Texas  76667.  An  equal  opportunity/ 
affirmative  action  employer  and  does  not  discrim- 
inate against  the  handicapped. 

Psychiatrist — Salary  $5192  plus  $250  additional  com- 
pensation subject  to  approval.  Opening  for  a full- 
time or  part-time  psychiatrist.  Valid  Texas  license. 
Three  years  residency  in  psychiatry.  If  interested, 
contact  Mexia  State  School,  P.O.  Box  1132,  Mexia, 
Texas  76667.  FOE.  817  562-2821. 

The  Department  of  Family  Practice  at  The  Univer- 
sity of  Texas  Medical  School,  Houston,  has  immedi- 
ate opening  for  faculty  positions.  We  encourage 
applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties 
including  teaching,  research,  and  direct  patient  care 
in  an  established  Family  Practice  Department  with 
graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum 
vitae  to  Harold  T.  Pruessner,  MD,  Department  of 
Family  Practice,  7600  Beechnut,  Houston,  Texas 
77074.  The  University  of  Texas  is  an  equal  oppor- 
tunity employer.  Women  and  minorities  are  en- 
couraged to  apply. 

Physician  with  Texas  license  needed  to  practice 

general  medicine  at  Student  Health  Center.  Forty 
hour  week,  Monday-Friday.  Minimal  call  duty. 
Fringe  benefits.  Contact  Sheila  Meyer,  Administra- 
tor, University  of  North  Texas  Health  Center,  P.O. 
Box  5158,  Denton,  Texas  76203.  817  565-2331. 
Equal  opportunity/affirmative  action  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians,  North  Central  Texas 
area,  full  and  part-time.  Eor  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Eee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Full  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact:  Pinky  McLaughlin,  8700 
Crownhill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Abilene:  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,000-f- 
year.  Contact:  Pinky  McLaughlin,  8700  Crownhill 
Road,  Suite  600,  San  Antonio,  Texas  78209;  1-800- 
999-3728. 
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Texas,  College  Station:  Immediate  full-time  posi- 
tions available  at  a brand  new  facility.  Home  to 
Texas  A&M  University,  surrounded  by  natiotial 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,000+  year  with  paid  malpractice  insurance. 
Contact:  Pinky  McLaughlin,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas;  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo — Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  5ervices,  EmCare,  Inc.,  3310  Liye 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Mediclinic  Houston  has  immediate  positions  avail- 
able for  both  part-time  and  full-time  physicians. 
Please  contact  at  713  783-4707  for  further  informa- 
tion and  send  your  CV  to  6604  Southwest  Ereeway, 
Houston,  Texas  77074. 

Texas — Full-time  emergency  department  positions 

available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to 
full-time  physicians.  Contact  Emergency  Consultants, 
Inc.,  2240  South  Airport  Road,  Room  29,  Traverse 
City,  Michigan  49684;  1-800-253-1795  or  in  Michi- 
gan 1-800-632-3496. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 


Over  the  past  five  years  physician-owned 
PRN,  Ltd.  has  become  one  of  the 
Southwest’s  most  respected  physician 
search  firms.  Here  in  Texas  alone,  we  have 
put  physicians  into  weli  over  100  com- 
munities, either  on  a locum  tenens  basis,  in- 
to practice  trials,  or  as  permanent 
placements.  Why  go  elsewhere?  After  all, 
you’ve  got  one  of  the  best  in  your  own 
backyard. 

For  full  details  at  no  obligation:  call  the  ex- 
perienced protessionals  at  PRN,  Ltd. 

1-800-531-1122 

PRN,  Ltd. 
Physician  Staffing 

locum  tenens  • practice  trials 
permanent  placements 


1000  N.  Walnut,  Suite  B, 
New  Braunfels,  TX  78130 


Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N,  Park,  Bren- 
ham,  Texas  77833. 

Texas  and  Oklahoma — A variety  of  family  practice 

opportunities  in  urban,  suburban,  and  rural  set- 
tings. FP  group,  associate,  or  solo  with  shared  call. 
Modern  hospitals,  attractive  communities.  Competi- 
tive incentive  packages.  Please  send  curriculum 
vitae,  in  confidence,  or  call;  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Trust... 

comes  with  time. 

Over  the  past  five  years,  PRN,  Ltd,  has  become 
one  of  the  most  respected  physician  search  firms 
in  the  Southwest,  Here  in  Texas  alone,  we  have 
put  doctors  into  well  over  100  communities,  either 
on  a locum  tenens  basis,  into  practice  trials,  or  as 
permanent  placements. 

A most  sincere  thank  you  to  our  Texas  clients  for 
their  continuing  trust  and  confidence: 

Kelsey-Seybold  Clinics  • Scott  & White  Clinics  • 
South  Texas  Medical  Clinics  • Stat  Care,  Inc.  • 
South  Texas  Rural  Health  Services  • Midland 
Minor  Emergency  Clinics  • Live  Oak  Medical 
Clinic  • Maxicare  of  San  Antonio,  Inc.  • Medical 
Screening  Clinic,  Inc.  and  those  hospitals,  clinics, 
and  private  physicians  served  in  Abilene  • Albany 

• Alpine  • Alvin  • Amarillo  • Anson  • Arlington 

• Austin  • Ballinger  • Bandera  • Bastrop  • Bay 
City  • Baytown  • Beaumont  • Boeme  • Brady  • 
Brownsville  • Brownwood  • Bryan  • Caldwell  • 
Cameron  • Carrizo  Springs  • Carrollton  • Car- 
thage • Chillicothe  • Cisco  • Cleveland  • College 
Station  • Colorado  City  • Comfort  • Corpus 
Christi  • Cotulla  • Crockett  • Crowell  • Dallas  • 
Decatur  • Deer  Park  • Del  Rio  • Devine  • Dilley 

• Dimmitt  • Eastland  • Edna  • El  Campo  • 
Eldorado  • Elgin  • El  Paso  • Floresville  • 
Fredericksburg  • Freeport  • Friona  • Ft.  Worth  • 
Gainesville  • Ganado  • Garland  • Gatesville  • 
Georgetown  • Glen  Rose  • Gorman  • Graham  • 
Granbury  • Grapevine  • Hamilton  • Harlingen  • 
Heame  • Hempstead  • Hereford  • Hico  • Hondo 

• Houston  • Humble  • Huntsville  • Hurst  • Irving 

• Junction  • Kenedy  • Kermit  • Laredo  • 
Levelland  • Lewisville  • Lubbock  • Lufkin  • 
McAllen  • McCamey  • Mansfield  • Memphis  • 
Mesquite  • Meridian  • Midland  • Mission  • Mor- 
ton • Moulton  • Naples  • Nocona  • Nacogdoches 

• Nederland  • New  Braunfels  • Onalaska  • 
Orange  • Ozona  • Paris  • Pasadena  • Pearsall  • 
Pineland  • Plainview  • Plano  • Ranger  • Richard- 
son • Robstown  • Rockport  • Rosebud  • Rowlett 

• San  Angelo  • San  Antonio  • San  Diego  • San 
Marcos  • Schertz  • Sealy  • Schulenburg  • Shiner 

• Smithville  • Snyder  • Stafford  • Stephenville  • 
Sulphur  Springs  • Three  Rivers  • Tyler  • Uvalde 

• Van  Horn  • Victoria  • Vidor  • Waco  • West 
Columbia  • Wirmie  • Yoakum 


Sincerely, 


Kermeth  W.  Teufel,  M.D. 
General  Partner 


PRN,  Ltd. 
physician  staffing 


fVe  put  together 
■ 'temporary  solutions  ’ ’ 
and  “luting  relationships” 
locum  tenens,  practice  trials  A 
permanent  placements 

1-800-531  H22 
1000  N.  Walnut  (Suite  B) 
New  Braunfels,  Texas  78130 


Family  Practice — Baptist  Hospital  Urgent  Care  Center 

IS  seeking  a third  physician.  The  right  physician 
must  have  successfully  completed  a residency  pro- 
gram approved  by  Accreditation  Council  for  Grad- 
uate Medical  Education.  No  OBG.  This  very  active, 
high  volume,  primary  care  out-patient  clinic  has 
light  call,  set  hours,  guaranteed  salary  with  ex- 
cellent benefits  plus  possibility  of  a bonus.  Ex- 
cellent location  for  a family,  with  hunting,  fishing, 
and  skiing  close  for  recreation.  Send  GV  to  Mr. 
Thomas,  Employment  Manager,  High  Plains  Baptist 
Hospital,  1600  Wallace  Blvd.,  Amarillo,  Texas  79106. 

Family  Practice — A group  of  four  physicians  in 

Amarillo  is  looking  for  a fifth.  Must  have  family 
residency.  Partnership  open,  financial  relationship 
negotiable.  Excellent  salary,  benefits  and  incentive. 
Office  space  available.  Three  hospitals  with  com- 
bined 605 -I-  beds  have  open  staff  and  all  special- 
ties are  represented  in  this  community.  Amarillo  is 
a progressive  growing  community  near  mountains 
for  recreation,  excellent  schools,  great  place  to 
raise  a family.  Send  CV  to  Mr.  Thomas,  Employ- 
ment Manager,  1600  Wallace  Blvd.,  Amarillo,  Texas 
79106. 

Board  certified  family  practice  physician  needed 

for  busy  growing  practice.  Presently  one  physician's 
practice  is  growing  so  rapidly,  he  needs  help.  This 
could  possibly  work  into  a partnership  for  the  right 
physician.  Office  space  available.  Excellent  salary, 
benefits,  etc.  Must  have  completed  a residency 
program  approved  by  Accreditation  Council  for 
Graduate  Medical  Education.  Excellent  location  to 
raise  a family,  good  stable  economy  with  mod- 
erately low  cost  of  living.  Send  CV  to  Mr.  Thomas, 
Employment  Manager,  1600  Wallace  Blvd.,  Amarillo, 
Texas  79106. 

Family  practice  physicians  needed  immediately  to 

join  established  clinic  group  in  rural  area.  Support 
services,  supplies,  personnel  and  office  in  modern 
facility  furnished.  Negotiable  salary  guaranteed.  Call 
collect  806  246-3536,  ext.  423. 

Family  physician  needed  to  work  for  another  phy- 
sician in  Gorman,  Texas  to  provide  comprehensive 
medical  services  for  members  of  the  family  on  a 
continuing  basis  including  internal  medicine,  pedi- 
atrics, OBG,  minor  surgery  and  geriatrics.  Examines 
patients;  elicit  and  record  information  about  pa- 
tients health,  order  or  execute  various  tests  and 
x-rays  on  patients'  condition.  Analyze,  report  and 
diagnose  condition,  administer  treatments  and  med- 
ications. Vaccinate  patients  to  immunize  them  from 
communicative  disease.  Refer  patients  to  specialists 
when  necessary.  Must  have  MD  diploma,  one  year 
internship,  two  years  experience  as  a family  phy- 
sician and  must  have  a Texas  medical  license. 
Salary  $45,000  per  year,  40  hours  per  week.  Apply 
at  the  Texas  Employment  Commission,  Brownwood, 
Texas  or  send  resume  to  Texas  Employment  Com- 
mission, TEC  Building,  Austin,  Texas  78778  and 
refer  to  JO  #5156059.  Ad  paid  by  an  equal  oppor- 
tunity employer. 

San  Antonio:  BC/BE  FP/EM  wanted  for  young 
group  staffing  three  successful  and  prospering  ACCs. 
100%  physician  owned/managed.  Minimum  guar- 
antee plus  bonus/malpractice/health  insurance  paid. 
Begin  July  1988.  CV  to  David  Cude,  MD,  Texas 
MedClinic,  777  NE  Loop  410,  San  Antonio,  Texas 
78209;  512  696-5599. 


General  Surgery 

Immediate  need  for  BC  general  surgeon  (endoscopy 
required)  in  community  of  16,000.  Within  50  miles 
of  city  of  120,000.  Strong,  diversified  economy. 
Generous  incentive  package.  Excellent  61  bed  acute 
care  hospital.  Existing  surgeon  leaving  to  pursue 
academic  position.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

An  active  surgical  practice  in  Dallas,  Texas  is  need- 
ing an  associate  with  eventual  partnership.  Immedi- 
ate opening.  Please  send  resume  to  P.O.  Box 
83-5294,  Richardson,  Texas  75083. 

Seeking  General  Surgeon — Prefer  board  certified 
general  surgeon  to  join  15-physician  group  in 
Clifton.  Salary  then  partnership  considered.  Fully 
accredited  72-bed  hospital.  Located  in  heart  of 
Texas  with  city  population  of  3,800.  Excellent 
school  system;  recreational  areas  nearby.  For  addi- 
tional information  contact  V.  D.  Goodall,  MD,  or 
Mark  R.  Campbell,  MD,  201  S.  Avenue  T,  Clifton, 
Texas  76634;  817  675-8621. 

Excellent  opportunities  in  July  1988  for  general 
surgeons  interested  in  busy  out-patient  day  surgery 
center  in  Metroplex.  Salary  $85,000  per  year.  Send 
CV  to  P.O.  Box  177,  Austin,  Texas  78767. 


Internal  Medicine 


Internist  with  or  without  cardiology  needed  for 
busy  office.  Opportunities  are  unlimited  for  hard- 
working and  caring  physician  who  wants  to  do 
better  than  average.  Terms  are  negotiable  with  op- 
tion to  take  over  practice  in  three  to  seven  years. 
Call  214  586-0776  or  write  Vincent  H.  Wang,  MD, 
1005  S.  Jackson.  Jacksonville,  Texas  75766. 


Texas — Small  group  has  immediate  need  for  BC 

general  internist.  Nice  community  of  25,000;  mod- 
ern hospital;  rnany  specialties  represented.  Many 
recreational/social  amenities;  easy  access  to  larger 
city/major  airport.  Competitiye  incentive  package 
and  favorable  terms  of  association.  Contact:  Physi- 
cian Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Central  Texas — Board  certified  internist  seeks  BE/BC 
internist  to  Join  busy  practice  conveniently  located 
to  a modern  140  bed  hospital.  Association  with 
first  year  financial  package  inclusive  of  interview/ 
location  expenses.  Currently,  100-200  patient  office 
visits  weekly,  three-five  new  patients  daily  and 
averages  three  consults  daily.  College  town  located 
approximately  74  miles  north  of  Houston  in  a 
scenic  forested  area  with  a town  population  of 
approximately  25,000,  service  area  67,000.  Outdoor 
recreational  activities  abound  from  hunting/fishing/ 
water  sports  to  the  local  country  club  with  golf/ 
tennis.  Contact  HCA,  Carol  Siemers,  P.O.  Box  550, 
Nashville,  Tennessee  37202-0550  or  call  1-800-251- 


Medical  staff  of  regional  medical  center  in  NE 
Texas  (trade  area  150,000)  seeks  one  or  two  re- 
cently trained,  BE/BC  internists.  Share  call  with  BC 
internists.  Office  adjacent  to  200-bed  hospital. 
Family  oriented  community  with  strong,  diversified 
economy;  good  schools.  Competitive  incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Obstetrics/Gynecology 

OBG— North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd  , 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG,  board  eligible  or  board  certified,  needed  im- 
mediately tor  large  well-established  multispecialty 
group.  Gulf  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance 
in  relocating.  Reply  to  Ad-693,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701.  EOE 
M/F. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380 

NE  Texas — Busy  group  of  five  orthopedic  surgeons 
seeks  recently  trained,  BE/BC  general  ORS.  Nice 
town  of  27,000  (trade  area  150,000);  strong,  diversi- 
fied economy;  good  schools;  many  social  and 
recreational  opportunities.  Rotating  call  and  favor- 
able terms  of  association.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 

Texas  community  of  25,000  seeks  orthopedic  sur- 
geon for  associate  practice  or  solo  with  shared  call 
arrangement.  Modern,  101-bed  hospital;  75,000 
trade  area.  Family-oriented  community  with  many 
social  and  recreational  opportunities.  Excellent 
schools.  45-minutes  from  larger  city/major  airport. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Four  person  group  in  middle-sized  SE  Atlantic 
Coastal  city  seeking  additional  BE/BC  pediatrician. 
Level  III  nursery,  PICU  and  leaching  hospital.  Send 
resume  and  references  to  Roger  Munderloh,  Direc- 
tor, Executive  Search,  P.O.  Box  22084,  Savannah, 
Georgia  31403-2084. 

Central  Texas — Board  certified  PD/HEM  desires 
BE/BC  pediatrician  to  join  busy  practice,  averaging 
40-50  patient  office  visits  daily  depending  on  sea- 
son of  the  year.  In  calendar  year  '87,  there  were 
528  normal  deliveries,  238  c-sections.  Hospital 
equipped  with  20  bassinet,  level  II  nursery  with 
ventilators.  Pediatrician  housed  in  medical  arts 
building  on  hospital  campus  with  two  OBGs.  Lo- 
cated in  college  town  of  25,000  population,  service 


area  67,000  in  the  forested  central  portion  of  Texas, 
74  miles  north  of  Houston.  Excellent  financial 
package,  interview/relocation.  Contact  HCA,  Carol 
Siemers,  P.O.  Box  550,  Nashville,  Tennessee  37202- 
0550  or  call  1-800-251-2561. 


Radiology 

Diagnostic  Radiologist — Gulf  Coast  region,  to  join 
solo  radiologist  at  105-bed  hospital.  All  modalities 
except  MRI.  Early  partnership.  Contact  Dr.  Richard 
Allison,  Alice  Physicians  and  Surgeons  Hospital, 
300  E.  3rd  St.,  Alice,  Texas  78332,  or  call  512 
664-4376,  ext.  135. 

Position  available  for  a diagnostic  radiologist  with 
board  certification  and  an  imaging  fellowship.  Ex- 
perience in  OB  ultrasound  desired.  Seven-man 
group  which  is  part  of  a large  multispecialty  clinic. 
Busy  and  growing  inpatient  and  outpatient  practice 
Large  full-service  city  hospital.  Practice  includes 
CT,  MRI  and  digital  angiography.  Attractive  grow- 
ing metropolitan  area.  Contact  J.  Moyle,  801  West 
34th  Street,  Austin,  Texas  78705. 

Diagnostic  Radiologist — Immediate  need  for  recent- 
ly trained,  BC  physician  to  associate  with  estab- 
lished radiology  group  serving  busy  regional  medi- 
cal center  (trade  area  150,000).  All  modalities, 
including  interventional  and  MRI.  Early  partnership. 
Family-oriented  community;  strong  economy;  good 
schools.  Accessible  to  D/FW.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin 
Texas  78701;  512  476-7129. 

Immediate^  Opening;  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tiye  and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandate^.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  Conzaba 
Medical  Croup,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Avaiiable — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Arizona-based  physician  recruitment  firm  has  quality 
opportunities  coast  to  coast.  Available  positions  in 
most  primary  care  and  surgical  specialties  to  in- 
clude OBG,  orthopedics,  ER,  and  ENT.  "Quality 
Physicians  for  Quality  Clients  since  1972."  Call  602 
990-8080;  or  send  CV  to  Mitchell  & Associates,  Inc., 
P.O.  Box  1804,  Scottsdale,  Arizona  85252. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  Send  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
vievv  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IVz  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 


Texas  Medicine 


Texas,  Oklahoma,  Louisiana — Considering  a change 

or  coming  out  of  a residency  program?  If  you  are 
interested  in  locating  the  right  practice  opportunity 
in  Texas,  Oklahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Baylor 
Physician  Placement  Service,  3201  Worth  Street, 
Dallas,  Texas  75226;  1-800-999-5460. 

Otolaryngologist — Medical  staff  of  busy  regional 
medical  center  in  NE  Texas,  serving  150,000,  seeks 
BE/BC  ENT.  Quality  lifestyle  in  area  with  strong, 
diversified  economy;  easy  access  to  D/FW  Metro- 
plex.  Shared  call  coverage;  incentive  package  avail- 
able. Contact:  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Urologist — Medical  staff  of  busy  regional  medical 
center  in  Northeast  Texas  serving  150,000  seeks 
BE/BC  urologist.  Family-oriented  town  of  27,000; 
strong  diversified  economy;  many  recreational  ac- 
tivities; good  schools.  Accessible  to  D/FW  Metro- 
plex.  Call  coverage,  competitive  incentive  package. 
Contact:  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Physicians  needed  to  fill  existing  opportunities  to 

relocate  in  Texas.  All  specialties  are  represented. 
Additionally,  we  provide  assistance  to  the  relocated 
physician  concerning  fee  schedules.  Medicare  pro- 
files, claims  filing,  etc.  to  maximize  earnings.  Con- 
tact Doug  McSwane,  Harold  Whittington  & Asso- 
ciates, 12959  Jupiter  Road,  Suite  200,  Dallas,  Texas 
75238;  phone  214  343-7176. 

Neurosurgeon — 200-1-  bed  hospital  in  southern 
Louisiana  (100K  drawing  area)  needs  surgeon  to 
develop  practice.  Array  of  outdoor  recreational 
activities  and  only  45  minutes  to  Gulf  Coast.  Strong 
compensation  package.  Contact  Jim  Davis,  Tyler  & 
Co.,  9040  Roswell  Road,  Atlanta,  Georgia  30350; 
call  404  641-6411. 


OPPORTUNITY 

FOR 

O&GYN-PEDIATRICIAN 
FAMILY  PRACTICE 

The  Bowie  Memorial  Hospital  in  Bowie,  Texas 
is  seeking  physicians  for  our  community  and 
the  North  Texas  area.  Bowie  is  located 
approximately  65  miles  north  of  Fort  Worth, 

50  miles  east  of  Wichita  Falls,  and  85  miles 
northwest  of  Dallas.  Bowie  has  a population  of 
about  6,000  with  a trade  area  of  some  15,000 
people.  It  is  a great  part  of  Texas  with  good 
nunting  and  fishing,  excellent  schools  and  a 
good  location,  1-1 '/z  hours  from  the  Dallas/Ft. 
Worth  metroplex.  Our  56  bed  hospital  offers  a 
seven  bed  Intensive  Care  Unit  with  inhouse 
mammography,  nuclear  medicine  and 
sonography.  In  addition,  we  have  a mobile 
CAT  SCAN  unit  that  is  available  several  days 
each  week.  The  hospital  also  furnishes  an 
Emergency  Room  physician  on  weekends  to 
minimize  the  ER  call  for  our  active  staff.  We 
are  flexible  in  discussing  guarantees  and  other 
benefits  necessary  to  attract  top-notch 
physicians  to  our  community.  Call  Lynn 
Heller,  Administrator,  at  Area  Code 
817-872-1126  or  write  to  P.O.  Box  1128, 
Bowie,  Texas,  76230. 


Lamb  at  Greenwood  ♦ Phone  872-1126 
Bowie.  Texas 


Physicians  Wanted  in  Texas  and  Oklahoma — Cardi- 
ology, dermatology,  ENT,  family  practice,  general 
surgery,  internal  medicine,  OBG,  orthopedic  sur- 
gery, pulmonology,  radiology,  urology,  excellent 
quality  of  life,  first  year  guarantee,  etc.  Other 
opportunities  available  also.  Reply  with  CV  or  call 
Armando  L.  Frezza,  Medical  Support  Services,  8806 
Balcones  Club  Dr.,  Austin,  Texas  78750:  512  331- 
4164. 

Occupational  Physician — Major  oil  company  seeks 
a full-time  clinician  to  work  in  rural  southeast 
Texas.  Prefer  board  certified  internist.  Regular 
working  hours  and  competitive  salary.  Send  CV  and 
salary  requirement  to  Ad-694,  TEXAS  MEDICINE, 
1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
wili  be  an  opportunity  to  work  with  physicians 
and  develop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  Utilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S.  Highland 
Avenue,  Downers  Grove,  Illinois  60515-1223. 

Cardiologist — BC/BE  to  join  established  non- 
invasive  cardiologist.  Excellent  financial  package. 
Send  CV  to  Ad-695,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701;  or  call  601  425- 
4671. 

Anesthesiologist — Immediate  need  in  Texas  com- 
munity of  25,000  (trade  area  75,000)  for  BE/BC 
physician  to  assume  service  for  100  bed,  modern 
hospital.  Thirty-three  physicians  on  staff,  including 
12  surgical  specialists.  Contract  with  hospital  to 
provide  complete  anesthesia  services.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


TEXAS 

PRACTICE  OPPORTUNITIES 

There  are  attractive  private  practice  op- 
portunities in  a variety  of  specialties  in 
the  following  Texas  communities: 


' Abilene 
' Baytown 
’ Beaumont 


• College  Station 

• Houston 

(Clear  Lake) 

• San  Antonio 


Give  us  a call  today  and  we  will  be  happy 
to  discuss  these  opportunities  with  you. 
TOLL-FREE  1-800-626-1590.  Or  send 
your  CV  to:  Gordon  Crawford,  Profes- 
sional Relations,  Humana  Inc.,  Dept. 
II-6  500  West  Main  Street,  Louisville,  KY 
40201-1438. 


+lumana” 


OPPORTUNITIES  SOUGHT 

OBG — US  graduate  with  Texas  residency  in  OBG. 
Board  certified  and  fellow  in  AGOG  with  14  years 
experience  seeking  a practice  locale.  Prefer  associa- 
tion or  partnership  with  other  OBG  or  clinic  with 
coverage.  Contact  Dick  Cunningham,  MD  after  6 
pm,  713  376-9062. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

Picker  Galaxy  x-ray  table,  500  MA,  150  KVP,  90/90 
table  with  moving  table  top.  Complete  system  suit- 
able for  radiography  and  fluoroscopy  with  nearly 
new  overhead  tube.  Currently  installed  and  in 
working  condition.  $22,500,  or  best  offer.  Contact 
Thomas  V.  Hinkle,  MD,  3155  Stagg  Drive,  Room 
330,  Beaumont,  Texas  77701;  409  833-7582. 


Central  Texas  community  located  between  Fort 
Worth  and  Austin  is  seeking  physician  interested  in 
country  setting.  Progressive  community.  Excellent 
bunting/fishing.  Opportunity  for  growing  practice. 
One  year  guaranteed  salary.  Rent-free  clinic  par- 
tially equipped.  Housing  provided.  Moving  ex- 
penses. Contact  Tim  Moody,  P.O.  Box  673,  Hamil- 
ton, Texas  76531;  817  386-8141. 

Associate  Medical  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
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300  MA  x-ray  machine  with  semiautomatic  col- 
limator for  sale  with  automatic  processor,  bin,  view 
boxes.  Used  five  years,  excellent  condition.  $28,000 
new.  Best  offer.  Burdick  EK  5/A  plus  miscellaneous 
other  general  practice  equipment.  Reply  to  Ad-692, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

For  sale,  Picker  200  ma  x-ray  with  bucky  table, 

wall  cassette  holder,  tube  stand,  ss  developing 
tanks,  two  each  large,  medium  and  small  cassettes. 
Also  EK8  EKG,  Pelton-Crane  Omniclave,  centrifuge, 
view  boxes,  exam  tables  and  miscellaneous.  Call 
Stan,  512  396-7451. 


Discount  Hotter  Scanning  Services  starting  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologist  overread  available  for  $15. 
Stress  test  electrodes  at  $.29.  One  free  test  is 
offered  at  no  obligation  on  a trial  basis.  For  more 
information  call  up  today  at  1-800-248-0153. 


Office  Space/Prope:ty 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
Brig  Meyers,  MD,  4545  Mill  Creek  Rd.,  Dallas,  Texas 
75244. 

Unique  log  home  on  10  acres.  Most  beautiful 
Ozark  view.  Pond,  spring,  small  barn.  Isolation  and 
easy  access.  Pictures.  $90,000.  R.  Viers,  Jasper, 
Arkansas  72641;  501  446-2139. 

56  Acres  North  of  Dallas — Near  Pilot  Point  in 
great  borse  country.  County  road  and  two  sides 
with  water,  electricity  and  telephone  service  to  the 
property.  Beautiful  trees  with  rich  sandy  loam  soil. 
$3,000  per  acre  with  terms.  Harry  Cray,  817  686- 
2526  or  214  416-5735  (after  6 pm). 


Practices 

Practice  For  Sale — Good  opportunity  for  family 
practice,  clinic  office  building  including  equipment 
and  land,  located  in  Crowell,  Texas.  Designed  for 
one  or  two  doctors.  Available  now,  very  reason- 
able. Phone  817  684-1515,  or  evenings  817  684- 
1951.  P.O.  Box  249,  Crowell,  Texas  79227. 

Pediatrics — Fort  Worth.  Highly  desirable  private 
practice  is  currently  available.  Well  established  with 
over  2,400  active  charts.  Very  nice  call  arrange- 
ment. Minutes  away  from  well  equipped  hospital. 
The  practice  produces  an  exceptional  income.  Gen- 
erous introduction  available.  Staff  will  stay,  if  de- 
sired. Contact  Ad-696,  TEXAS  MEDICINE,  1801 
North  Lamar  Blvd.,  Austin,  Texas  78701. 

Pediatric  practice  for  sale  in  fast  growing  south 
Arlington  (DFW  Metroplex).  Flexible  terms  and 
affordable  price.  Call  for  details.  817  467-5533. 

Practice  For  Sale  or  Lease — Fully  equipped  to  run 
as  a minor  emergency  clinic;  x-ray  and  lab  facili- 
ties. Resort  community  on  Gulf  of  Mexico.  Excellent 
schools,  fishing  and  hunting.  No  night  work.  Send 
inquiries  to  Island  Medical  Clinic,  P.O.  Box  728, 
Port  Aransas,  Texas  78373. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Appraisal  and  Valuation  Services— Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
physician  recruiting  services.  We  can  help  you  make 
the  right  decisions.  For  a free  brochure  call  or 
write  Practice  Dynamics,  P.O,  Box  821398,  Houston, 
Texas  77282;  713  531-0911. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

For  physicians  and  residents,  start-up  practitioners, 

and  established  physicians — Unsecured  signature 
loans  $5,000-$60,000.  No  points  or  fees.  Best  rates, 
level  payments.  Up  to  six  years  to  repay.  Deferred 
principal  option.  No  prepayment  penalties.  For  in- 
formation and  application,  call  Austin  512  836-9126, 
MediFinancial,  Harper,  or  toll-free  1-800-331-4952, 
MediVersal,  Dept.  114. 


CONTINUING  EDUCATION 


2V  STAT — Medical  diagnostic  and  therapeutic  de- 
cision support  software,  covering  69  specialties. 
Medical  algorithms  (flow  charts)  are  grouped  ac- 
cording to  sign,  symptoms,  complaints,  organ  and 
system,  specialty,  age,  and  MDG/DRG.  Menu- 
driven  or  index  search  approach  to  access  an  ap- 
propriate algorithm.  Updated  medical  knowledge 
on  fingertips.  Demo  disk,  $95.  2V  STAT,  2480 
Windy  Hill  Road,  Suite  201,  Marietta,  Georgia 
30067;  404  956-1855. 


MISCELLANEOUS 

Alternatives!  Licensed  maternity  service 
ofiers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby 
Costs  adjusted  to  ability  to  pay.  MARYWOOD.  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


IF  YOU’RE  A DOCTOR  WHO 
LOVES  YOUR  WORK... 

Maxicare,  the  largest  publicly  held  HMO  in  the  country,  can  offer 
you  the  stability  of  an  established  organization  along  with  our 
“patients-come-first”  approach  to  health  care. 

If  you  specialize  in  Family  Practice,  Obstetrics/Gy^logy,  Pediatrics, 
or  Internal  Medicine,  and  your  love  for  people  is  why  you  became 
a Physician,  then  examine  aU  that  Maxicare  has  to  offer! 

A generous  salary,  paid  vacations/holidays,  paid  professional  liabili- 
ty insurance,  continuing  medical  education  reimbursement,  personal 
insuraiice  benefits,  retirement  plan,  and  paid  relocation  is  just  the 
beginning  of  the  Maxicare  compensation  package. 

Put  the  administration  of  business  in  our  hands  and  we’ll  put  the 
business  of  caring  in  yours. 

Dedicated  professionals  are  required  throughout  the  Texas  region  as 
well  as  other  locations  in  the  U.S. 

Contact  Kristal  Caringer  collect  at  (214)  541-1004  ext.  222,  Regional 
Manager  Physician  Placement,  Maxicare  Health  Plans,  122  W. 
John  W,  Carpenter  Frwy.,  Suite  200,  Irving,  TX  75039.  ^ual  Op^ 
portunity  Emptoyer. 


Advertising  Directory 


Air  Force  Reserve 
AmeriMed  Associates 
Army  Medicine 

American  Physicians  Insurance  Exchange 
American  Physicians  Life  Insurance 
Apple  Leasing 
Campbell  Laboratories 
Cardiology  Board  Review 
Ciba-Geigy 

Dallas  Rehabilitation  Institute 
Davis  & Davis 

Diagnostic  Clinic  of  Houston 
Family  Practice  Recertification 
Healthcare  Rehabilitation  Center 
I.  C.  System,  Inc. 

Kanaly  Trust 
Knoll  Pharmaceuticals 
Eli  Lilly  & Company 
Maxicare  Health  Plans 
The  Medical  Protective  Company 
Miles  Pharmaceuticals 
Northstar  Leasing 
Palisades  Pharmaceuticals 
Pennwalt  Corporation 
Roche  Laboratories 
Scott  and  White  Clinic 
Smith  Kline  & French  Laboratories 
Spring  Shadows  Glen 
Starlite  Village  Hospital 
Texas  Army  National  Guard 
Texas  Department  of  Corrections 
Texas  Medical  Association 
Memorial  Library 

Texas  Medical  Association  Insurance  Program 
Texas  Medical  Liability  Trust 
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Texas  Medicine 


Continuing  Education  directory 


COURSES 


JULY 

AIDS 

July  15-16,  1988 

AIDS/ ARC:  UPDATE  1988.  Civic  Auditorium,  San  Francisco.  Fee  S225. 
Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Ex- 
tended Programs  in  Medical  Education,  Room  569-U,  University  of 
California  School  of  Medicine,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Endocrinology 

July  15—16 

DIABETES  MELLITUS  SYMPOSIUM  1988.  Marriott  Hotel-Medical  Cen- 
ter, Houston.  Fee  $100  physicians,  podiatrists;  $50  PAs,  RNs,  RDs, 

R Phs.  Category  1,  AMA  Physician’s  Recognition  Award;  8.5  hours.  Con- 
tact Ellen  Kinser,  The  University  of  Texas  Health  Science  Center,  Divi- 
sion of  Continuing  Education,  PO  Box  20367,  HMB  15.1501,  Houston, 
TX  77225  (713)  792-4671 

Family  Medicine 

July  1-5,  1988 

2ND  ANNUAL  FAMILY  PRACTICE  BOARD  REVIEW.  Hanalei  Hotel,  San 
Diego.  Fee  $375  physicians.  Category  1,  AMA  Physician’s  Recognition 
Award;  24.5  hours.  Contact  Office  of  Continuing  Medical  Education, 
University  of  California  School  of  Medicine,  M-017,  La  Jolla,  CA  92093 
(619)  534-3940 

Health  Administration 

July,  1988 

EXECUTIVE  PROGRAM  IN  HEALTH  ADMINISTRATION.  The  Western 
Network,  Arizona  State  University  and  the  American  Academy  of  Medi- 
cal Directors  sponsor  a 25-month  non-traditional  educational  program 
for  healthcare  professionals  to  earn  master’s  degrees  through  the  use  of 
microcomputers,  computer  and  teleconferencing.  Applications  are  being 
accepted  for  the  July  class.  Contact  Catherine  Robinson,  Executive  Di- 
rector, The  Western  Network,  2131  University  Avenue,  Suite  428, 
Berkeley,  CA  94704  (415)  642-0790 

Internal  Medicine 

July  24-29,  1988 

8TH  ANNUAL  INTERNAL  MEDICINE  REVIEW.  South  Padre  Island,  Tex. 
Fee  $350.  Category  1,  AMA  Physician’s  Recognition  Award;  25  hours. 
Contact  Susan  Larson,  Scott  and  White  Memorial  Hospital,  2401  South 
31st  St,  Temple,  TX  76508  (817)  774-4083 

Physical  Medicine  and  Rehabilitation 

July  25-29,  1988 

SPORTS  MEDICINE  1988;  A PRACTICAL  APPROACH  TO  CARING  FOR 
TODA'Y’S  ATHLETE.  San  Diego  Princess,  San  Diego.  Fee  TBA.  Category  1 , 
AMA  Physician’s  Recognition  Award;  23  hours.  Contact  Office  of  Con- 
tinuing Medical  Education,  University  of  California  School  of  Medicine, 
M-017,  La  Jolla,  CA  92093-0617  (619)  534-3940 


AUGUST 

Cardiovascular  Disease 
Aug  4-6,  1988 

CRITICAL  CARE  CARDIOLOGY.  Fairmont  Hotel,  San  Francisco.  Fee 
$375  members  of  American  College  of  Cardiology,  $440  nonmembers. 
Category  1,  AMA  Physician’s  Recognition  Award;  16.5  hours.  AAFP  pre- 
scribed. Contact  ACC,  Extramural  Programs,  Dept  5080,  Washington, 
DC  20061-5080  (800)  253-4636 

General  Medicine 

Aug  6,  1988 

CANCER:  PREVENTION  AND  EARLY  DETECTION.  Location  TBA.  Fee 
TBA.  Credit  TBA.  Contact  Diane  Pitkin,  Dept  of  Medical  Education,  St 
Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
879-3789 

Aug  14-19,  1988 

WILDERNESS  MEDICINE.  Snowmass,  Colo.  Fee  $335  basic  fee,  $205 
students  and  residents.  Category  1 , AMA  Physician’s  Recognition 
Award;  22.5  hours.  Contact  Office  of  Continuing  Medical  Education, 
University  of  California  School  of  Medicine,  M-017,  La  Jolla,  CA 
91093-0617  (619)  534-3940 

Obstetrics  and  Gynecology 

Aug  6- 11,  1988 

ISSUES  IN  MATERNAITFETAL  MEDICINE.  Copper  Mountain,  Colo.  Fee 
$475.  Category  1,  AMA  Physician’s  Recognition  Award;  24  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508(817)774-4083 

Psychiatry 

Aug  24-29,  1988 

NEUROPSYCHIATRIC  ASPECTS  OF  POLITICS  AND  POLITICIANS. 
Mauna  Kea  Beach  Hotel,  Hawaii.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Barbara  Harwell,  Southern  Cali- 
fornia Neuropsychiatric  Institute,  6794  La  Jolla  Blvd,  La  Jolla,  CA  92037 
(619)454-2102 

SEPTEMBER 

Cancer 

Sept  15-17,  1988 

BREAST  CANCER  1988/CLINICAL  AND  BASIC  SCIENTIFIC  ADVANCES 
IN  DIAGNOSIS  AND  TREATMENT.  Plaza  of  the  Americas  Hotel,  Dallas. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 3 hours. 
Contact  Barbara  Grayson,  Baylor  Medical  Center,  3500  Gaston  Avc, 
Dallas,  TX  75246  (214)  820-2317 

Cardiovascular  Disease 

Sept  28-Oct  1,  1988 

CARDIOLOGY  AND  CARDIOVASCULAR  SURGERY:  INTERVENTIONS 
1988.  Westin  Galleria,  Houston.  Fee  $395  physicians,  $250  house  staff. 
Category  1,  AMA  Physician’s  Recognition  Award;  23  hours.  Contact 
Susan  Murray,  Texas  Heart  Institute,  PO  Box  20345,  MC  3-276,  Hous- 
ton, TX  77225  (713)  791-2157 
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Endocrinology 

Sept  23-24,  1988 

MANAGEMENT  OF  THE  COMPLICATIONS  OF  DIABETES.  Location 
TBA.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lemer  or  Carol  Soroka,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

General  Medicine 

Sept  29-30,  1988 

ISSUES  AND  CONCERNS  FACING  IRBS  AND  CLINICAL  INVESTI- 
GATORS. Austin,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  10  hours.  Contact  Susan  Larson,  Scott  and  White  Hospital, 
2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Obstetrics  and  Gynecology 

Sept  16-17,  1988 

GYNECOLOGIC  LASER  WORKSHOP:  EMPHASIS  ON  FIBER-DELIVERED 
LASERS  ENDOSCOPICALLY.  Presbyterian  Hospital,  Dallas.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Lela  Breckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill  Lane, 
Dallas,  TX  75231  (214)  696-8458 


Plastic  Surgery 

Sept  14-19,  1988 

COSMETIC  SURGERY  OF  THE  FACE  AND  BREAST.  Monte  Carlo, 
Monaco.  Fee  8700.  Category  1,  AMA  Physician’s  Recognition  Award; 

18  hours.  Contact  Francine  Leinhardt,  Course  Coordinator,  UCLA  Ex- 
tension, 210  E 64th  St,  New  York,  NY  10021 

OCTOBER 

Cancer 

Oct  11-14,  1988 

4 1ST  ANNUAL  SYMPOSIUM  ON  FUNDAMENTAL  CANCER  RESEARCH. 
Houston.  Contact  Shirley  Roy,  MD  Anderson  Cancer  Center,  Confer- 
ence Services  Box  11,  1515  Holcombe  Blvd,  Houston,  TX  77030 
(713)  792-2222 

Emergency  Care 

Oct  21-22,  1988 

4TH  ANNUAL  EMERGENCY  MEDICINE  CONFERENCE.  Dallas.  Contact 
Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508(817)  774-4083 


Sept  30-Oct  1,  1988 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY,  Doubletree  Hotel 
Post  Oak,  Houston.  Fee  8200  nonmembers  of  North  American  Society 
of  Pediatrics  and  Adolescent  Gynecology,  8175  members,  8150  resi- 
dents, 8125  one  day.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Ophthalmology 

Sept  9-10,  1988 

CATARACT  SURGERY.  Location  TBA,  Fee  TBA.  Credit  TBA.  Contact 
Lela  Breckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill  Lane, 

Dallas,  TX  75231  (214)  696-8458 

Sept  23-24,  1988 

CORNEA  AND  EXTERNAL  DISEASE  SYMPOSIUM.  Hotel  Crescent 
Court,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Iris  Wenzel,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704  or  Eleanor  Gold- 
smith, Dept  of  Ophthalmology,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3848 

Orthopedic  Surgery 

Sept  15-17,  1988 

MUSCULOSKELETAL  DISEASE  IN  THE  WORKPIACE.  Anatole  Hotel, 
Dallas.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 

18  hours.  Contact  Ann  Carlton,  Division  of  Orthopedic  Surgery,  The 
University  of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines 
Blvd,  Dallas,  TX  75235  (214)  688-3525 

Sept  16-17,  1988 

METABOLIC  BONE  DISEASES.  Warwick  Hotel,  Houston.  Fee  8300  phy- 
sicians, 850  residents  and  fellows.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  hours  TBA.  Contact  Alexander  Brodsky,  MD,  St.  Luke’s 
^2  Episcopal  Hospital,  PO  Box  20269,  Houston,  TX  77225-0269  (713) 
791-2925 


Pediatrics 

Sept  22-24,  1988 

BURNS  IN  CHILDREN.  Four  Seasons  Hotel,  Houston.  Fee  8300  physi- 
cians, 8175  others.  Category  1,  AMA  Physician’s  Recognition  Award; 
21.5  hours.  Contact  Linda  Brown,  Office  of  Continuing  Education, 
G.104  MSB,  University  of  Medical  School,  6431  Fannin,  Houston,  TX 
77030  (713)  792-5346 

Sept  29-30,  1988 

15TH  ANNUAL  PERINATAL  SEMINAR.  Temple,  Tex.  Fee  865.  Category 
1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Susan  Lar- 
son, Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 


Family  Medicine 

Oct  14-15,  1988 

4TH  ANNUAL  WOMEN’S  HEALTH  UPDATE.  College  Station,  Tex.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Geriatrics 

Oct  26,  1988 

GERIATRICS  IN  CLINICAL  PRACTICE.  Houston.  Contact  Vicki  Forgac, 
Baylor  College  of  Medicine,  Texas  Medical  Center,  Houston,  TX  77030 
(713)799-6020 

Neurology 

Oct  6-8,  1988 

ALZHEIMER  CAREGIVER  TRAINING  CONFERENCE.  San  Antonio,  Tex. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 

Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX  79430 
(806)743-2929 

Ophthalmology 

Oct  7-8,  1988 

SILICONE  OIL:  A TUTORIAL  WITH  DR  RELJA  ZIVOJNOVIC.  Dallas. 
Contact  Lela  Breckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill 
Une,  Dallas,  TX  75231  (214)  696-8458 

Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Dallas.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  The  LIniversity  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Pediatrics 

Oct  29-30,  1988 

12TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Radiology 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2502 


Texas  Medicine 


NOVEMBER 
Anesthesiology 
Nov  12,  1988 

BAY-t;AP  MINI  SYMPOSIUM.  Location  TBA,  Contact  Carol  Soroka,  Baylor 
(Y)llcge  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Cancer 

Nov  2-5,  1988 

32ND  ANNUAL  CLINICAL  CONFERENCE/OPTIMIZING  MANAGE 
MENT  OF  PRIMARY  BONE  TLIMORS:  MULTI  DISCIPLINARY  AP 
PROACH.  Houston.  Contact  Shirley  Roy,  MD  Anderson  Cancer  Center, 
Conference  Services  Box  131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Internal  Medicine 

Nov  4-5,  1988 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Dallas.  Contact  Ann 
Parchem,  Continuing  Education,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Obstetrics  and  Gynecology 
Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Dallas.  Con 
tact  June  Bovill,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235(214)688-2166 

Nov  2-6,  1988 

PELVIC  AND  VAGINAL  SURGERY.  San  Antonio,  Tex.  Contact  Susan  l,ar- 
son,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

Nov  18-19,  1988 

lOTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY,  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Educa- 
tion, Texas  Tech  University  HSC,  Lubbock,  TX  79430  ( 806  ) 743  2929 

Oncology 

Nov  30-Dec  1,  1988 

CLINICAL  PROBLEMS  IN  ONCOLOGY.  Houston.  Contact  Tamara 
Greiner  or  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030 

Ophthalmology 

Nov  17-19,  1988 

WELSH  CATARACT  CONGRESS.  Houston.  Contact  Carol  Soroka  or 
Vicki  Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030 

Pediatrics 

Nov  11-12,  1988 

PEDIATRICS  FOR  THE  PRACTITIONER/2  2ND  ANNUAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR.  Dallas.  Contact  June  Bovill,  Con- 
tinuing Education,  The  University  of  Texas  Southwestern  Medical  Cen- 
ter. 5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Nov  11-12,  1988 

ADVANCES  IN  THE  TREATMENT  OF  PEDIATRIC  BONES.  Dallas.  Con- 
tact Linda  Henry,  Humana  Hospital-Medical  City  Dallas,  7777  Forest 
Lane,  DaUas,  TX  75230  (214)  788-6236 

Nov  30-Dec  2,  1988 

ENTEROPATHY  OF  INFANTILE  MALNUTRITION,  DIAGNOSIS  AND 
MANAGEMENT.  Houston.  Contact  Vicki  Forgac  or  Lila  Lemer,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Psychiatry 

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM.  San  Francisco.  Contact 
Volume  84  Jurw  1988 


Extended  Programs  in  Medical  Education,  Room  569-U,  University  of 
(California  School  of  Medicine,  San  Francisco,  CA  94 1 4.3  ( 4 1 5 ) 476-425 1 

Surgery 

Nov  4-5,  1988 

(iENERAI.  SURGERY  UPDATE  1988.  Houston.  Contact  Lila  Lerncr,  Of- 
fice of  (Continuing  Education,  Baylor  (College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  770,30  (713)  799-6020 

DECEMBER 


Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONEERENCE  ON  CONTEMPORARY  ISSUES  IN 
DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Houston 
Contact  Linda  Brown,  Office  of  Continuing  Education,  G.  104  MSB,  The 
University  of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  77030 
(713)  792-5346 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY,  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  8450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND, 

( Date  assigned  by  individual  request. ) Ben  Taub  General  Hospital, 
Houston.  Fee  8600.  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center  Dr, 
El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)  480-1869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  ULTRA- 
SONOGRAPFTY.  (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  8375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Artliur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
81,000  physicians;  8500  residents  and  fellows.  Category  1,  AMA  Physi- 


cian’s  Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  81,000  physicians  for  40  hours;  81,600 
physicians  for  80  hours;  8800  residents  and  fellows  for  40  hours; 
81,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
835  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

JUNE 

BETTER  FINANCIAL  MANAGEMENT  METHODS 
June  14,  1988,  El  Paso 
June  23,  1988,  Austin 

COMPUTERS  IN  MEDICAL  PRACTICE 
June  22,  1988,  Austin 

EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
June  16,  1988,  El  Paso 

IMPROVED  PATIENT  FLOW  MANAGEMENT 
June  15,  1988,  El  Paso 
June  24,  1988,  Austin 

JULY 

BETTER  FINANCIAL  MANAGEMENT  METHODS 
July  13,  1988,  Houston 
July  20,  1988,  Fort  Worth 
July  27,  1988,  San  Antonio 

COMPUTERS  IN  MEDICAL  PRACTICE 
July  12,  1988,  Houston 
July  26,  1988,  San  Antonio 


EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
Aug  12,  1988,  Corpus  Christ! 

IMPROVED  PATIENT  FLOW  MANAGEMENT 
Aug  1 1,  1988,  Corpus  Christ! 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


JUNE 

AMERICAN  ACADEMY  OF  DERMATOLOGY  INTERIM  MEETING,  New 
York,  June  15-19,  1988.  Contact  the  American  Academy  of  Der- 
matology, 1567  Maple  Ave,  Evanston,  IL  60201  (312)  869-3954 

AMERICAN  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET- 
ING, Chicago,  June  26-30,  1988.  Contact  AMA,  535  N Dearborn  St, 
Chicago,  IL  60610  (312)  645-5000 

AMERICAN  ORTHOPAEDIC  ASSOCIATION  ANNUAL  SCIENTIFIC 
MEETING,  Hot  Springs,  Va,  June  20-23,  1988.  Contact  the  American 
Orthopaedic  Association,  222  S Prospect  Ave,  Park  Ridge,  IL  60068 
(312)823-7186 

AMERICAN  SOCIETY  OF  COLON  AND  RECTAL  SURGEONS  ANNUAL 
MEETING,  Anaheim,  Calif,  June  12—17,  1988.  Contact  the  American 
Society  of  Colon  and  Rectal  Surgeons,  615  Griswold,  #1717,  Detroit, 
MI  48226(313)961-7880 

■DEPARTMENT  OF  OPHTHALMOLOGY  AND  VISUAL  SCIENCES  AN- 
NUAL MEETING,  Lubbock,  Tex,  June  25,  1988.  Contact  Vicki  Hol- 
lander, Office  of  Continuing  Medical  Education,  Texas  Tech  University 
Health  Sciences  Center,  Lubbock,  TX  79430  (806)  743-2929 

INTERNATIONAL  CONGRESS  OF  TRADITIONAL  MEDICINE  2ND 
MEETING,  Lima,  Peru,  June  26—29,  1988.  Contact  the  2nd  Inter- 
national Congress  of  Traditional  Medicine,  MILA,  38760  Northwoods 
Dr,  Wadsworth,  IL  60083  (800)  367-7378 

SOCIETY  OF  NUCLEAR  MEDICINE  ANNUAL  SCIENTIFIC  MEETING, 
San  Francisco,  June  14-17,  1988.  Contact  the  Society  of  Nuclear  Medi- 
cine, 136  Madison  Ave,  8th  FI,  New  York,  NY  10016  (212)  889-0717 

August 

■WORLD  CONGRESS  ON  MEDICAL  PHYSICS  AND  BIOMEDICAL  EN- 
GINEERING, San  Antonio,  Tex,  Aug  7-12,  1988.  Contact  David  Kopp, 
PhD,  Dept  of  Radiology,  The  University  of  Texas  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

17TH  ANNUAL  MEETING  OF  THE  INTERNATIONAL  SOCIETY  FOR 
EXPERIMENTAL  HEMATOLOGY,  Houston,  Aug  21-25,  1988.  Contact 
Shirley  Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Box  131, 
1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 


EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
July  22,  1988,  Fort  Worth 

IMPROVED  PATIENT  FLOW  MANAGEMENT 
July  14,  1988,  Houston 
July  21,  1988,  Fort  Worth 
July  28,  1988,  San  Antonio 

AUGUST 

BETTER  FINANCIAL  MANAGEMENT  METHODS 
Aug  10,  1988,  Corpus  Christi 


Texas  Medicine 


Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 
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Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S,  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490  1081 


JSCOTr& WHITE 


Texas  A&M  University 
College  of  Medicine 


Eighth  Annual 

EVTERNAL  MEDICINE  REVIEW 

For  The  Primary  Care  Physician 


South  Padre  Hilton  Resort 
SOUTH  PADRE  ISLAND,  TEXAS 
July  24-29,  1988 


For  more  information  or  to  register  contac  t:  Office  of  Continuing  Medical  Education,  ( 817 ) Scott  and 

VCliite,  Temple,  Texas  ^6508. 
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Timberlawn  Psychiatric  Hospital 

E.stabli.shed  in  1917 
Children  • Adolescents  • Adults 

• 232  Inpatient  Beds  • Substance  Abuse  Services 

• Outpatient  Services  Inpatient  and  Outpatient  Programs 

• Partial  Hospitalization  Programs  Health  Professionals  Program 

• Residential  Services  Residential  After  Care 

• Departments  of  Psychology,  • Psychiatric  Residency  Training  Program 

Neuropsychology  and  Social  Work  • Child  Residency  Training  Program 

• Family  Assessment  and  Treatment  • JCAH  Approved 

Admissions:  P,0,  Box  1 1288  Dallas,  Texas  75223;  214/381-7181;  1-800426-4944 
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Our  team  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 


For  additional 
information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 
Shadows 
Glon 

A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gess?ief;  Houston,  Texas  77080  (713)  462-4000 


Blood  chemistry  equipment, 
x-ray,  spirometers,  E.K.G.,  office 
computers,  ultrasound,  exam 


Leasing  medical  equipment  makes  good  business  sense! 


MEDICAL  EQUIPMENT  LEASING 


tables,  R&F  rooms,  lasers,  CT 
scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units. 


Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from  your 
equipment  to  make  your  monthly  lease  payment. 

With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser  to 
“use”  or  lease  equipment,  a depreciating  asset,  rather  than  to  “own”  it. 
And  recognizing  that  your  time  is  valuable.  Bell  Atlantic  TriCon  makes 
the  leasing  process  easy  for  you. 

Now  you  can  share  in  leasing’s  benefits  at  special,  low  TMA  member 
rates.  For  program  details  or  a comparative  lease  quote,  contact  the 
medical  leasing  specialists  at  Bell  Atlantic  TriCon. 

Ti^  Texas  Medical  Association 


a member  service  offered  through 

Bell  AtlanticTriCon 


medical  finance  division 


CALL  1-800-635-4023 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first dose‘ 

^ First-week  improvement  in  somatic  symptoms  ‘ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


AM  \ZMM7 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  Vi- 


LunbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References;  1.  Data  on  file,  Hoffinann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
et  at:  Psychophamacology  61. -2X7-225,  Mar  22, 1979, 


Limbitrol*® 

Vanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma, Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  In  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy;  Use  of  minor  tranquilizers  during  the  first  trimester 
sho^d  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) . clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  sever^  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitroi  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tbsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abmpt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt),  and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 


See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 

^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose^ 

First- week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  cilertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percenta^  of  Redurtion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


limbitror  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 
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ON  THE  COVER  This  month's  cover  article,  "Ileal  pouch- 
anal  anastomosis,  ” discusses  results 
achieved  when  39  patients  were  treated 
for  ulcerative  colitis  or  familial  polyposis 
coli  with  an  ileal  pouch-anal  anastomosis 


Written  by  Ernest  Max,  MD;  Richard  K. 
Reznick,  MD;  H.  Randolph  Bailey,  MD; 
and  Kenneth  W.  Smith,  MD;  the  article 
begins  on  page  27.  Cover  design  by 
Ed  Triggs. 


COMING  Articles  scheduled  for  the  August  issue  of 

NEXT  MONTH  Texas  Medicine  deal  with  poisoning  from 

thallium,  and  teratoma  of  fallopian  tube 


presenting  as  a free-floating  mass  Another 
scheduled  anicle  presents  a national 
perspeaive  on  geriatric  health  care. 


Editorials 


Your  count  is  zero 

Not  too  long  ago  I found  out  I was  infertile.  Not  subfertile  or 
possessing  a fertility  impairment,  but  profoundly  and  perma- 
nently sterile.  After  surgery,  multiple  semen  analyses,  and  a 
great  deal  of  waiting,  I underwent  hormonal  therapy,  the  last 
attempt  at  salvaging  a hope  to  have  my  own  children. 

One  in  seven  couples  today  have  a problem  with  fertility. 
While  medical  techniques  for  helping  some  couples  continue 
to  advance,  for  others  there  is  no  hope.  For  those  of  us  in  the 
latter  category  it  is  an  inexpressible  nightmare  punctuated 
with  operative  procedures,  probing  personal  questions,  and 
frightful  expenses.  It  is  also  the  death  of  a dream. 

Before  1 had  any  objective  evidence  of  my  infertility,  it  had 
become  apparent  that  my  wife  and  1 were  experiencing  diffi- 
culty in  starting  a family.  1 used  to  wonder  to  myself,  “Am  I one 
of  those  couples  with  a fertility  problem?”  Usually  1 would 
quickly  change  my  thoughts.  It  was  too  frightening  otherwise. 
So  when  the  doctor  called  me  about  my  semen  analysis  and 
told  me  my  count  was  zero,  1 broke  out  into  a cold  sweat.  It 
was  all  over. 

After  the  fear,  the  guilt,  and  the  tears  had  ceased,  we  did 
what  all  couples  who  find  themselves  in  our  situation  do:  We 
got  on  with  the  medical  treatment.  Office  appointments,  ex- 
aminations, and  laboratory  work  all  brought  repeated  bouts  of 
anxiety  and,  later,  anger.  There  was  no  good  news,  only  vari- 
able degrees  of  bad.  Finally,  we  went  to  the  operating  room. 
What  we  had  feared  the  most  came  true.  1 was  totally  sterile. 

Not  all  of  the  end  results  have  been  bad.  1 found  out  what  a 
loving  and  supportive  wife  1 have,  and  our  marriage  is  stronger. 
But  for  the  first  time  in  my  life  “The  Plan”  had  to  be  altered. 
Both  my  wife  and  1 were  raised  in  the  conservative  Southern 
mold.  Grow  up,  marry  a nice  girl  (or  boy),  enter  a respectable 
profession,  have  children,  grow  old,  etc.  For  the  previous  26 
years  I had  plodded  along,  each  milestone  being  reached  at  the 
appropriate  time  in  life.  All  on  schedule.  Until  January  1986. 
Since  that  time  nothing  has  really  been  the  same.  The  dreams 
of  telling  our  parents  we  were  expecting  are  gone.  So  are  the 
ones  of  seeing  a son  or  daughter  with  the  same  eyes  as  my 
wife.  We  have  become  a statistic. 

We  are  adopting  now.  The  reams  of  paperwork,  biographies, 
references,  interviews,  and  home  inspections  are  over  for  the 
most  part,  and  we  find  ourselves  like  so  many  other  couples 
on  “the  list”  somewhere,  waiting.  We  pray  that  somewhere  a 
child  is  being  born  whose  mother  will  love  him/her  enough  to 
give  him  up.  There  are  fewer  and  fewer  women  willing  to  do 
so,  but  for  couples  like  us  they  represent  the  only  real  hope 
we  have. 

The  path  my  wife  and  1 have  traveled  is  far  easier  than  that 
of  most  couples  like  us.  We  have  had  enormous  family  support, 
the  financial  means  to  do  what  needed  doing,  and  perhaps  most 
of  all,  the  quick  answer  of  permanence.  For  that  I am  grateful. 

It  could  have  been  worse.  There  are  a great  number  of  couples 
asked  to  endure  this  with  far  fewer  resources.  I cannot  imagine 
how  they  make  it. 

This  essay  is  not  a plea  for  pity  on  behalf  of  infertile  couples. 


Nor  is  it  a means  of  catharsis  for  myself.  It  is  an  attempt  to  call 
to  attention  one  of  life’s  true  joys — the  joy  of  being  surrounded 
by  your  children.  Many  couples  like  us  long  to  be  able  to  see 
in  our  children  our  mate’s  nose,  our  father’s  walk,  a sibling’s 
temperament,  etc.  We  can’t.  To  those  of  you  who  can,  I re- 
quest only  that  someday  soon  you  pause  and  reflect  on  what  a 
blessing  you  have  been  given. 

ALAN  S.  BO'iD,  MD 

Clinical  Fellow,  Baylor  Psoriasis  Center,  3600  Gaston  Ave,  Wadley  Tower,  Suite  656 
Dallas.  TX  75246. 


For  additional  resources  on  this  subject,  see  the  MORE  ON  THE 
SUBJECTS  department  in  this  issue. 
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Slow-IC 

potassium  chloride 
slow-release  tablets 

8 mEq  (600  mg) 

It  means  dependability"  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file.  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow  release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations.  ' . 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page.  y 


©.1988,  CIBA. 
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The  World’s 
Most  Popular  K 

For  good  reasons 


□ It  works— a 12 -year  record  of  efficacy’ 

□ If  S safe— unsurpassed  by  any  other  KCI  tablet  or  capsule^* 

□ Ifs  acceptable  vs  liquids— greater  palatability  fewer  GI  complaints, 
lower  incidence  of  nausea^ 

□ Ifs  comparable  to  10  mEq— in  low-dosage  supplementation^^ 

□ If  S economical- less  expensive  than  cdl  other  leading  KCI  slow-release 
supplements  on  a per  tciblet  cost  to  the  patient ' 

Slow-K^ 

potassium  chloride 
slow-release  tablets  s mEq  (eoo  mg) 

For  patients  who  can't  or  won't  tolerate  liquid  KCI. 

*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects, 
t Pooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  ^ 20)  over  8 weeks. 

C I B A 


Releroncts:  1.  Data  on  file,  CI8A  Pharmaceutical  Company  2.  Skoutakis 
VA.  Acchiardo  SR.  Wojciechowski  NJ.  et  al:  Liquid  and  solid  potassium 
chloride:  Bioavailability  and  safety  Pharmacotherapy  1980:4(6)  ;392-397, 
3.  Skoutakis  VA,  Carter  CA,  Acchiardo  SR:  Therapeutic  assessment  of 
Slov*-K  and  K-Tab  potassium  chloride  formulations  in  hypertensive 
patients  treated  vrith  thiazide  diuretics.  Drug  tntetl  Clin  Pharm 
1987;21:436-440 


Slow-K* 

potassliim  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 

BRIEF  SUMMARY  IFOR  FUU  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 

INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS. THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1,  For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis. 

2,  For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  tor  congestive  heart  failure;  hepatic  cirrhosis  with  ascites; 
states  of  aldosterone  excess  with  normal  renal  function;  potassium-losing 
nephropathy;  and  certain  diarrheal  states 

3,  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern.  Serum  potassium  should  be  checked  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases  In  more 
severe  cases  supplementation  with  potassium  salts  may  be  indicated, 
CONTRAiNOICAtiONS 

Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions;  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e,g,,  spironolactone,  triamterene)  (see  OVEROOSAGE), 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  patient  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation.  Wax-matrix  potassium  chlo- 
ride preparations  have  produced  esophageal  ulceration  in  certain  cardiac 

6atients  with  esophageal  compression  due  to  an  enlarged  left  atrium, 

warnings 

Hyperkalemia  (See  OVERDOSAGE). 

In  patients  with  impaired  mechanisms  tor  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest. 
This  occurs  most  commonly  in  patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally.  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asymptomatic. 

The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment. 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g . spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage, oroerforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100,000  patient- 

e cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
_ n countries  and  in  the  United  States.  In  addition,  perhaps  because  the 
wax -matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  pastrointestinal  bleeding  asso- 
ciated with  these  products.  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100,000  patient-years.  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastro- 
intestinal bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate. 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion.  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  per  se  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium,  while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium. 

Information  lor  Patients 


Physicians  should  consider  reminding  the  patient  of  the  following; 

To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations. 

To  check  with  the  physician  it  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed. 

Laboratoiy  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition, 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram. and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis. 

Drug  Interactions 

Potassium-sparing  diuretics;  see  WARNINGS. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed. 
Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity.  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  miik  is  about  13  mEq/L.  It  is  not 
known  if  Slow-K  has  an  effect  on  this  content.  Caution  should  be  exercised 
when  Slow-K  Is  administered  to  a nursing  woman. 


Pediatric  Use 

Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAGR.  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing. ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea.  These  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely. 

OVEROOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  it 
excretory  mechanisms  are  impaired  or  it  potassium  is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  that  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6. 5-8.0  mEq/Ll  and  character- 
istic electrocardiographic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing  diuretics;  (2)  intravenous  administration  of  300-500  ml/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1 ,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate;  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity. 

DOSAGE  AND  ADMINISTRATION 

The  usual  dietary  intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day.  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
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Texas  health  expenditures, 

1985:  a comment 

In  presenting  their  estimate  of  Texas’  health  care  expenditures 
for  1985  {Texas Medicine,  84 [2]:  28- 33,  1988),  Dr  Begley 
and  Mr  Mains  have  once  again  performed  an  invaluable  service 
to  health  professionals  and  planners  throughout  the  state.  So- 
cial accounting  at  the  state  level  of  aggregation  is  a complex 
and  tedious  process,  fraught  with  pitfalls  at  each  stage,  from 
collection,  tabulation,  and  analysis,  to  interpretation  of  the  data 
(1,2).  The  authors  are  to  be  commended  for  their  willingness 
to  undertake  this  arduous  task.  However,  the  likelihood  that 
health  policymakers  will  accept  without  question  a reported 
reduction  of  55%  in  the  rate  of  health  expenditure  growth  as 
evidence  that  recent  cost-containment  strategies  have  been 
generally  successful,  underscores  the  need  to  carefully  exam- 
ine several  serious  inconsistencies  and  questionable  inferences 
in  the  study. 

Begley  and  Mains  find  that  the  state’s  health  expenditure 
growth  rate  fell  from  1 1.5%  in  1984  to  5.21%  in  1985  and 
contend  that  this  reduction  “reflects  a national  trend  that  is  at- 
tributed to  lower  inflation  in  prices  for  health  care  services 
and  to  reductions  in  the  demand  for  health  care,  particularly 
hospital  care.”  While  it  is  conceivable  the  reduction  in  growth 
can  be  partially  attributed  to  a lower  rate  of  medical  price  in- 
creases, we  simply  do  not  know  because  there  is  no  state  level 
medical  price  index.  But  it  is  surely  false  to  attribute  the  re- 
duction to  decreases  in  the  growth  of  the  hospital  sector.  Compu- 
tations from  the  authors’  Fig  1 indicate  that  hospital  expenditure 
growth  was  7.8%  in  1985;  almost  equal  to  the  7.9%  growth 
rate  in  1984.  Moreover,  Texas’  rate  of  increase  in  expenditures 
for  hospital  care  was  higher  than  the  1985  national  average  of 
7.34%,  a year  during  which  total  national  health  expenditures 
increased  9 3% , or  a full  four  percentage  points  higher  than 
Texas'  total  expenditure  growth  rate  ( 3 ).  Given  that  hospital 
expenditure  growth  at  the  national  level  in  1985  was  only 
slightly  lower  than  it  was  in  1 984,  it  would  be  difficult  to  con- 
tend that  reduction  in  hospital  expenditure  growth  was  instru- 
mental in  reducing  overall  growth  at  either  the  national  or 
state  level. 

On  further  examination  of  the  component  growth  rates  that 
can  be  computed  from  Fig  1 , it  is  obvious  that  the  overall  re- 
duction established  by  the  authors  was  principally  due  to  ap- 
parent expenditure  changes  for  physician  and  dental  services, 
nursing  home  care,  and  in  the  prepayment  and  administration 
category.  While  there  is  good  reason  to  believe  the  authors 
have  identified  a leveling  or  reduction  of  expenditures  in  the 
latter  two  components,  the  estimated  reductions  in  expendi- 
tures for  physician  and  dental  services  are  highly  suspect. 

With  respect  to  the  physician  services  category,  the  authors’ 
estimate  of  a 1.4%  state  growth  rate  is  found  to  be  only  one- 
seventh  as  large  as  the  rate  of  increase  at  the  national  level 
while  the  negative  growth  rate  for  dental  expenditures  pre- 
sents a curious  contrast  with  the  nation’s  10.2%  growth  rate 
( 3 ).  Although  available  evidence  for  an  independent  check  on 


the  validity  of  the  estimate  for  physicians’  expenditures  is  ad- 
mittedly limited  and  indirect,  what  information  does  exist  sug- 
gests a pattern  of  growth  markedly  different  from  the  authors’ 
tabulations  for  this  component.  Using  the  American  Medical 
Association’s  Socioeconomic  Characteristics  of  Medical  Prac- 
tice (4,5)  to  determine  mean  gross  income  of  nonfederal  pa- 
tient care  physicians  in  the  five-state  west-south-central  region 
and  the  AMA’s  Physician  Characteristics  and  Distributions  in 
the  US  (6,7)  to  estimate  the  number  of  patient  care  physicians 
in  Texas  indicates  that  during  1985  mean  gross  income  in- 
creased by  3-7%  while  the  number  of  patient  care  physicians 
increased  by  4% . Thus,  assuming  relative  homogeneity  in  the 
health  care  economies  of  the  region,  this  evidence  provides  a 
rough  measure  of  growth  in  physicians’  expenditure  of  approxi- 
mately 7.7%,  which  is  five  and  one-half  times  larger  than  the 
authors’  estimate. 

Finally,  the  most  glaring  inconsistency  in  the  Begley  and 
Mains  study  is  the  rate  of  growth  in  the  gross  state  product 
(GSP)  implied  by  their  computation  of  health  expenditures  as 
a proportion  of  GSP.  It  is  a simple  mathematical  proposition 
that  if,  as  the  authors  contend,  health  expenditures  of  $23  95 
billion  represented  9-4%  of  the  GSP  in  1984  and  health  expen- 
ditures of  $25.21  billion  represented  8%  in  1985,  GSP  would 
have  had  to  increase  from  $254.8  billion  in  1984  to  $315.1  bil- 
lion in  1985  for  an  annual  growth  rate  in  GSP  of  23  7% ! Offi- 
cial estimates  of  GSP  from  the  Texas  State  Comptroller  of 
Public  Accounts  of  $292  billion  for  1984  and  $307  billion  for 
1985  suggest  that  health  expenditures  as  a proportion  of  GSP 
did  not  decrease  as  Begley  and  Mains  contend,  but  instead  re- 
mained constant  at  8.2%  over  the  period.  However,  since  it  is 
highly  probable  that  Begley  and  Mains  have  underestimated 
the  magnitude  of  health  expenditures  for  1985,  a more  plau- 
sible conclusion  is  that  Texas  experienced  an  increase  in  the 
share  of  GSP  allocated  to  health  care,  a finding  that  should 
have  been  expected  by  those  familiar  with  the  dynamics  of 
the  modern  health  care  economy. 

CHARLES  E.  McCONNEL,  PhD 

School  of  Allied  Health  Sciences,  Gerontology,  Family  Practice  and  Community 
Medicine,  The  University  of  Texas  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235-9082. 
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Authors’  response 

We  are  very  pleased  with  Dr  McConnel’s  attention  to  our  ar- 
ticle and  the  opportunity  that  his  comments  provide  us  to  clar- 
ify how  our  figures  were  derived  and  how  they  should  be 
interpreted. 

We  constantly  revise  our  estimates  as  do  others  upon  whom 
we  rely  for  data  used  in  making  our  estimates.  For  this  reason, 
we  will  try  to  respond  to  Dr  McConnel’s  comments  based  on 
current  information  we  hold,  especially  since  some  of  the  ques- 
tions he  raises  are  due  to  the  fact  that  he  had  access  to  data 
that  were  not  available  at  the  time  of  the  study. 

At  this  time,  our  revised  estimates  show  the  growth  rate  for 
overall  expenditures  to  be  10.9%  in  1984  and  6.3%  in  1985,  a 
slight  decrease  over  our  previous  estimate  for  1984  and  a 
slight  increase  for  1985.  Therefore,  in  response  to  Dr  McCon- 
nel’s  question  regarding  the  overall  growth  rate  of  health  care 
expenditures,  we  still  contend  that  the  rate  slowed  signifi- 
cantly from  1984  to  1985.  However,  we  caution  that  year-to- 
year  changes  in  growth  rates  should  not  be  given  too  much 
attention. 

We  stated  that  the  “recent  slowdown  (in  total  health  spend- 
ing) reflects  a national  trend  that  is  attributed  to  lower  in- 
flation in  prices  for  health  care  services  and  to  reductions  in 
demand  for  health  care,  particularly  hospital  care.”  This  state- 
ment is  supported  by  recent  growdi  rates  in  the  national  hos- 
pital/medicd  services  consumer  price  index  of  1 1.4%  in  1983, 
8.6%  in  1984,  6.4%  in  1985,  and  6.0%  in  1986.  WhUe  Dr  Mc- 
Connel  is  correct  that  no  state  level  medical  price  index  exists, 
it  is  reasonable  to  assume  that  prices  in  Texas  reflect  national 
price  trends.  The  statement  is  also  supported  by  state-  as  well 
as  national-level  data  indicating  a slowdown  in  growth  of  hos- 
pital use  during  this  period.  In  any  case,  we  did  not  mean  to 
associate  cause  by  this  statement,  but  were  stating  current  be- 
Uefe  and  opinions  held  by  others. 

Our  current  estimates  for  the  1985  growth  rates  of  other 
spending  components  mentioned  by  Dr  McConnel  are  +5.7% 
for  physician  services,  -1.2%  for  dental  services,  +5  2%  for 
nursing  home  care,  and  - 1.3%  for  prepayment  and 
administration. 

Since  the  time  when  the  article  was  published  we  have  re- 
vised a source  of  data  for  estimating  physician  services.  We 
previously  used  data  on  gross  median  income  from  Medical 
Economics.  We  now  use  data  from  the  same  source  as  Dr  Mc- 
Connel— AMA  Socioeconomic  Characteristics  of  Medical 
Practice  1987.  With  the  latest  data,  our  computations  indicate 
mean  gross  income  of  nonfederal  patient  care  physicians  in  the 
five-state  west-south-central  region  increased  3.4%.  We  obtain 
estimates  of  licensed  private  practice  MDs  and  DOs  from  our 
own  research  center,  which  is  acknowledged  for  providing  the 
most  accurate  estimates  for  the  state.  Based  on  our  data,  the 
1985  growth  rates  were  2.0%  for  MDs  and  4.2%  for  DOs. 

Our  data  on  gross  state  product  were  obtained  from  The 
University  of  Texas  at  Austin  Bureau  of  Business  Research 
(BBR).  At  the  time  the  1985  figure  was  obtained,  it  was  re- 
garded as  accurate.  However,  it  is  inconsistent  with  the  cur- 


rent official  estimate  reported  by  the  comptroller’s  office.  Our 
current  estimates  indicate  that  health  care  spending  as  a per- 
cent of  gross  state  product  was  8.0%  in  1984  and  8.1%  in 
1985.  We  might  also  add  that  the  BBR  no  longer  estimates 
gross  state  product,  but  relies  on  the  comptroller’s  office  as 
we  now  do. 

Again,  we  appreciate  Dr  McConnel’s  interest  in  the  article 
and  hope  that  readers  will  benefit  from  his  comments  and  our 
response. 

CHARLES  E.  BEGLEY,  PhD 
DOUGLAS  A.  MAINS,  MPA,  MBA 

School  of  Public  Health,  The  University  of  Texas  Health  Science  Center,  PO  Box 
20186,  Houston,  TX  77225. 


Texas  Coalition  for  the 
Prevention  of  Child  Abuse 

Having  children  is  one  of  the  most  natural  things  in  the  world; 
being  a good  parent  is  not.  Many  people  have  not  been  taught 
how  to  handle  the  frustrations  that  accompany  the  joys  of  par- 
enting. They  often  respond  to  their  own  anger  and  frustration 
by  lashing  out  at  their  children. 

The  Texas  Coalition  for  the  Prevention  of  Child  Abuse 
(TCPCA)  was  established  in  1984  to  stop  child  abuse  and  ne- 
glect. It  is  funded  through  membership  fees,  grants,  and  dona- 
tions. As  an  information  and  support  network,  TCPCA  links 
over  1 30  groups  throughout  the  state  to  create  and  enhance 
programs  that  foster  safe  and  healthy  families.  TCPCA  offers 
forums  and  publications  that  focus  on  information  dissemina- 
tion, program-sharing,  and  other  cooperative  efforts  among 
groups  that  work  in  the  field  of  child  abuse;  it  works  to  de- 
velop community  and  regional  child  abuse  prevention  coali- 
tions, programs,  and  services;  and  it  provides  information  and 
awareness  programs  for  the  general  public.  In  addition,  the 
TCPCA  provides  information  on  the  scope  of  abuse  and  ne- 
glect in  Texas,  abuse  prevention  services,  and  problems  and 
needs  related  to  prevention. 

The  goal  of  the  TCPCA  is  to  have  every  county  in  Texas 
served  by  a local  child  abuse  prevention  coalition.  The  TCPCA 
assesses  area  needs  and  helps  organize  local  prevention  sys- 
tems in  the  227  counties  that  are  not  presently  served.  Local 
coalitions  are  supported  in  their  efforts  to  develop  prevention 
programs  through  a five-point  plan  for  action  that  emphasizes: 
(a)  prevention  education  for  children;  (b)  programs  to  break 
the  cycle  for  victims,  survivors,  and  perpetrators;  (c)  outreach 
to  new  parents;  (d)  education  for  all  parents;  and  (e)  support 
programs  for  parents  under  stress.  By  utilizing  local  coalitions 
to  implement  this  plan,  we  hope  to  reach  all  Texans  who  are  at 
risk  to  abuse  or  be  abused. 

Child  abuse  is  not  an  isolated  famUy  problem.  It  is  a cyclical 
societal  tragedy.  The  thousands  of  abused  children  who  never 
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make  it  into  the  system  cannot  be  accurately  counted — or 
helped.  Those  who  are  identified  warrant  immediate  attention 
and  short-term  solutions.  But  to  prevent  new  instances  of 
abuse  from  occurring,  we  must  also  step  back  and  attack  the 
root  of  the  problem.  A comprehensive  system  to  eradicate 
abuse  is  a necessity.  The  Texas  Coalition  for  the  Prevention  of 
Child  Abuse  is  striving  to  break  the  cycle  through  prevention. 

For  more  information  on  the  TCPCA,  contact:  Wendell 
Teltow,  Executive  Director,  TCPCA,  PO  Box  49648,  Austin,  TX 
78765. 

JENNIFER  H.  COUSINS,  PhD 
HARRIET  SIROTA,  MPH 

Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
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Fall  Leadership  Conference 
September  1 7 
Hyatt  Regency  Austin 


programs  and  discussions  on 
legislative  issues 
physician-hospital  issues 
AIDS 
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TMA  IN  ACTION 


Delegates  activate  new  board, 
instate  specialty  society  reps 

With  the  approval  of  enabling  constitu- 
tional and  bylaws  changes,  Texas  Medical 
Association’s  House  of  Delegates  has  acti- 
vated a new  Board  of  Trustees  that  takes 
on  the  functions  of  both  the  former 
Board  of  Trustees  and  the  Executive 
Board.  Meeting  in  San  Antonio,  May 
12-13,  the  delegates  also  extended  full 
voting  rights  and  privileges  to  represen- 
tatives of  eligible  specialty  societies  and 
approved  the  establishment  of  guidelines 
that  encourage  physicians  to  accept  as 
payment  in  full  Medicare’s  assigned  fee 
for  services  to  beneficiaries  who  cannot 
afford  a copayment.  (See  “TMA  project 
will  help  protect  elderly’s  access  to 
care,”  page  21.) 

In  other  actions,  the  House  of  Dele- 
gates deleted  the  classification  of  provi- 
sional membership,  established  a 
standing  Physician-Patient  Advocacy 
Committee,  and  increased  regular  mem- 


TMA  trustees  William  Gordon  McGee,  MD,  El  Paso, 
(left)  and  Joseph  T.  Painter,  MD,  Houston,  meet 
during  the  May  session  of  TMA's  House  of  Delegates 


bers’  dues  by  S30,  to  S265,  effective  Jan 
1,  1989. 

The  new  Board  of  Trustees,  which  will 
convene  July  24  in  Austin,  comprises 
nine  at-large  members  elected  by  the 
House  of  Delegates  and,  ex  officio,  the  as- 
sociation’s officers.  One  of  the  first  issues 
to  come  before  the  board  will  be  the 
question  of  unified  TMA/AMA  member- 
ship, a referral  from  the  May  meeting  of 
the  House  of  Delegates. 

Sitting  on  the  board  as  at-large  mem- 
bers will  be:  William  Gordon  McGee, 

MD,  El  Paso;  Drue  O.D.  Ware,  MD,  Port 
Worth;  J.  Porrest  Fitch,  MD,  McAllen; 
Harold  R.  High,  MD,  Cuero;  Joseph  T. 
Painter,  MD,  Houston;  Elgin  W.  Ware,  Jr, 
MD,  Dallas;  James  M.  Graham,  MD,  Aus- 
tin; E.  Rubin  Bernhard,  Jr,  MD,  San  An- 
tonio; and  led  L.  Rankin,  MD,  Longview. 

Ex  officio  members  are:  Val  F.  Borum, 
MD,  Fort  Worth,  president;  Max  C. 

Butler,  MD,  Houston,  president-elect; 
Betty  P.  Stephenson,  MD,  Sugar  Land, 
treasurer;  Margie  B.  Peschel,  MD,  Fort 
Worth,  secretary;  Joseph  C.  Ogle,  MD, 
Dallas,  speaker  of  the  House  of  Delegates; 
and  Sam  A.  Nixon,  MD,  Houston,  vice- 
speaker of  the  House  of  Delegates. 


The  House  of  Delegates  instructed  the 
Council  on  Constitution  and  Bylaws  to 
report  in  November  1988  with  appropri- 
ate amendments  to  institute  specialty  so- 
ciety representation.  According  to 
guidelines  approved  by  the  delegates,  in 
order  to  be  eligible  for  a seat  in  the 
House,  a society  must  represent  a spe- 
cialty for  which  there  is  a national  exam- 
ining board  listed  in  the  directory  of  the 
Accreditation  Council  for  Graduate  Medi- 
cal Education;  must  have  at  least  100 
members  (and  no  less  than  60%  of  these 
must  be  members  of  TMA);  and  must  be 
an  active  organization.  In  addition,  TMA 
Bylaws  require  that  the  designated  repre- 
sentative of  each  approved  society  must 
be  a regular  member  of  the  Texas  Medi- 
cal Association.  There  are  23  national  ex- 
amining boards  listed  in  the  ACGME 
directory,  and  at  present  22  specialty  so- 
cieties have  been  approved  for  represen- 
tation in  the  House  of  Delegates.  The 
addition  of  these  specialty  society 
representatives  will  bring  the  member- 
ship of  the  house  to  425. 

The  newly  approved  standing  Physi- 
cian-Patient Advocacy  Committee  will 
take  on  and  expand  the  activities  of  the 
TMA  Physician  Advocacy  Committee, 
which  has  served  as  an  ad  hoc  committee 
of  the  Board  of  Trustees.  Former  TMA 
President  Jim  Bob  Brame,  MD,  Eldorado, 
appointed  the  advocacy  committee  in 
January  1 987  to  serve  as  a communica- 
tion liaison  between  TMA  and  the  Texas 
Medical  Foundation  and  advocate  for 
physicians  who  seem  unfairly  harmed  by 
the  government,  peer  review  organiza- 
tions, or  other  organizations’  rules  and 
regulations. 

With  the  approval  of  a proposed 
charge,  the  Physician-Patient  Advocacy 
Committee  wUl  be  instructed  to  “assess 
quality  of  medical  care  in  the  State  of 
Texas  and  recommend  regulatory,  legisla- 
tive and  legal  approaches  to  assure  that 
the  highest  standard  of  quality  medical 
care  is  available  for  all  Texans.  The  com- 
mittee shall  serve  as  a source  of  advice 
on  quality  assurance,  utilization  review, 
and  other  quality  issues;  develop  and  rec- 
ommend policy;  establish  and  maintain  li- 
aison with  groups  with  similar  interests; 
and  serve  in  an  advocacy  role  for  physi- 
cians and  patients  on  issues  related  to 
quality  assurance,  utilization  review  and 
other  forms  of  review.” 
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Threatened  by  a projected  SI  14,000 
operating  deficit  in  1989,  the  House  of 
Delegates  approved  a S30  dues  increase 
that  is  expected  to  keep  the  association 
solvent  for  the  next  three  years.  The  as- 
sociation’s last  dues  increase  was  S35  in 
1984. 


Dr  Borum  assumes  duties 
as  TMA’s  1988-1989  president 

Val  F.  Borum,  MD,  Fort  Worth,  was  in- 
stalled as  Texas  Medical  Association’s 
1988-1989  president  during  ceremonies 
Saturday,  May  14,  1988,  held  in  conjunc- 
tion with  TMA’s  annual  session  in  San  An- 
tonio. Houston  family  physician  Max  C. 
Butler,  MD,  is  the  association’s  new  presi- 
dent-elect. Continuing  as  the  associa- 
tion’s secretary  is  Margie  B.  Peschel,  MD, 
Fort  Worth,  and  as  treasurer,  Betty  P.  Ste- 
phenson, MD,  Sugar  Land.  Drs  Peschel 
and  Stephenson  were  elected  to  three- 
year  terms  that  began  in  May  1987. 

Incumbents  Joseph  C.  Ogle,  MD, 

Dallas,  and  Sam  A.  Nixon,  MD,  Houston, 
were  reelected  to  serve  as  speaker  and 
vice-speaker  of  the  House  of  Delegates, 
respectively. 


Drue  O.D.  Ware,  MD,  Fort  Worth,  was 
reelected  to  the  Board  of  Trustees.  New 
trustees  are  E.  Rubin  Bernhard,  Jr,  MD, 
San  Antonio,  and  Ted  L.  Rankin,  MD, 
Longview. 

The  delegates  elected  five  new  mem- 
bers to  the  Board  of  Councilors:  Edwin 
Eranks,  MD,  Iraan,  representing  district  1; 
William  M.  Hibbitts,  MD,  Midland,  dis- 
trict 2;  John  L.  Humphrey,  MD,  Brown- 
wood,  district  4;  John  E.  Presley,  MD, 
Palestine,  district  1 1 ; and  Marshall  K. 
Dougherty,  MD,  Paris,  district  1 4.  John  W. 
Freese,  MD,  Fort  Worth,  was  reelected  as 
the  councilor  from  district  1 3. 

In  other  elections,  the  delegates  chose 
Ruth  M.  Bain,  MD,  Austin,  as  the  newest 
member  of  TMA’s  delegation  to  the 
American  Medical  Association.  She  joins 
seven  incumbents,  whom  the  delegates 
reelected  unanimously:  Sam  A.  Nixon, 
MD,  Houston;  L.  Rodney  Rodgers,  MD, 
Houston;  Val  F.  Borum,  MD,  Fort  Worth; 
John  M.  Smith,  Jr,  MD,  San  Antonio;  Ted  H. 
Forsythe,  MD,  Lubbock;  Dick  K.  Cason, 
MD,  Hillsboro;  and  Jack  T.  Chisolm,  MD, 
Dallas. 

William  Gordon  McGee,  MD,  El  Paso, 
was  elected  to  replace  Dr  Bain  on  the 
roster  of  alternate  delegates  to  the  AMA. 


He  joins  nine  incumbents,  reelected 
unanimously:  Harold  R.  High,  MD,  Cuero; 
William  E.  Ross,  MD,  Dallas;  George  W. 
Smith,  MD,  El  Paso;  Albert  F.  Hendler, 
MD,  Dallas;  John  D.  Bonnet,  MD,  Temple; 
David  Vanderpool,  MD,  Dallas;  D.  Clifford 
Burross,  MD,  Wichita  Falls;  F.  Warren 
Tingley,  Jr,  MD,  Arlington;  and  William  G. 
Gamel,  MD,  Austin. 

Addressing  TMA’s  House  of  Delegates, 
Dr  Borum  pledged  that  as  TMA’s  1988- 
1989  president,  he  will  support  effective 
representation  of  the  medical  profession 
on  political  and  socioeconomic  issues. 

He  expressed  his  concern  for  deprofes- 
sionalization. “Many  medical  decisions 
are  being  made  by  nonphysicians,’’  he 
said. 

Dr  Borum  also  addressed  the  struggle 
to  balance  cost,  access,  and  quality  of 
medical  care.  “Ratcheting  down  on  costs 
without  considering  its  effect  on  quality 
will  inevitably  produce  an  inferior  stan- 
dard of  care,”  he  said. 

“In  their  relentless  cost-slashing,  gov- 
ernment and  other  third  party  bud- 
geteers  like  to  say  they  are  ‘trimming  the 
fat.’  But,  too  much  of  this  liposuction  to 
the  health  care  delivery  system  will 
cause  irreparable  damage.  I call  it  ‘bu- 


Val  F.  Borum,  MD,  Fort  Worth,  will  serve  as 
president  of  the  Texas  Medical  Association  during 
1988-1989 


David  Vanderpool,  MD,  Dallas,  completed  his  term 

as  president  of  the  Texas  Medical  Association  at  the  Family  physician  Max  C Butler.  MD,  Houston,  is 
association's  annual  session  in  May.  TMA's  1988-1989  president-elect 
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reaucratic  medical  malpractice,’”  he 
added. 

“I  will  carry  out  the  policies  and  pro- 
grams that  you,  the  representatives  of 
our  members,  support  and  approve,”  he 
told  the  delegates.  He  concluded,  “As 
you  can  see,  we’ve  got  quite  a job  to  do. 
We  know  where  we’ve  been.  We  know 
where  we’re  going.  Let’s  get  to  it!  As  Will 
Rogers  once  said,  ‘Even  if  you  are  on  the 
right  track,  you’ll  get  run  over  if  you  just 
sit  there.’” 


TMA  recognizes  members 
for  service  to  medicine 

The  Texas  Medical  Association  has  recog- 
nized two  of  its  members  for  their  ser- 
vice to  scientific  or  organized  medicine. 
In  ceremonies  held  in  conjunction  with 
the  association’s  annual  session.  May 
12-15,  in  San  Antonio,  John  J.  Hinchey, 
MD,  San  Antonio,  received  the  Distin- 
guished Service  Award,  TMA’s  highest 
honor,  and  Oliver  Wendell  Lowry,  MD, 
Gatesville,  was  elected  to  emeritus 
membership. 

Dr  Hinchey  has  practiced  medicine  in 
San  Antonio  for  more  than  30  years.  The 
orthopaedic  surgeon  is  a past  president 


John],  Hinchey.  MD,  San  Antonio,  received  TMA’s 
distinguished  service  award  during  the  May  annual 
session 


of  the  Bexar  County  Medical  Society  and 
a member  of  the  society’s  Committee  on 
Liaison  with  The  University  of  Texas 
Medical  School  at  San  Antonio.  He  also 
has  served  on  the  TMA  Board  of  Coun- 
cilors and  the  Council  on  Medical 
Education. 

A graduate  of  Baylor  University  Col- 
lege of  Medicine,  Dr  Hinchey’s  profes- 
sional memberships  include  the  American 
Orthopaedic  Association,  the  American 
College  of  Surgeons,  and  the  Texas  Sur- 
gical Society. 

Dr  Lowrey,  a family  physician  for  more 
than  30  years,  has  served  as  a member  of 
the  House  of  Delegates  for  more  than  20 
years.  He  is  a past  member  of  the  TMA 
Council  on  Scientific  Affairs  and  has  been 
a member  of  the  Council  on  Public 
Health  since  1981. 

He  has  served  in  all  the  officer  posi- 
tions in  the  Coryell  County  Medical  So- 
ciety and  is  a member  of  the  board  of 
directors  of  the  Texas  Academy  of  Family 
Physicians. 

Dr  Lowrey,  a graduate  of  The  Univer- 
sity of  Texas  Medical  Branch,  developed 
the  models  and  techniques  for  making 
anatomically-correct  three-dimensional 
teaching  aids  for  medical  and  allied 
health  professionals.  The  models  are  rec- 


ognized for  accuracy  throughout  the 
United  States  and  in  more  than  50 
countries. 


Councilors  update  brochures 
on  ethics,  patient  relations 

Brochures  on  reporting  physician  mis- 
conduct and  physician/patient  relations, 
recently  updated  by  Texas  Medical  Asso- 
ciation’s Board  of  Councilors,  are  avail- 
able at  no  charge  to  TMA  members. 

The  brochure  “Physician  Responsibil- 
ity” acquaints  physicians  with  public  and 
private  organizations  that  review  ques- 
tions of  physician  conduct.  It  also  de- 
scribes steps  to  take  when  there  is 
concern  regarding  a physician’s  practice, 
behavior,  or  competence;  laws  that  pro- 
tect both  the  physician  who  is  reporting 
and  the  physician  who  is  the  subject  of  a 
report;  and  confidentiality  as  it  applies  to 
the  procedure. 

“A  Patient’s  Guide  to  Physician/Patient 
Relations”  discusses  medical  ethics,  fees, 
and  insurance. 

Further  information  on  the  brochures 
is  available  from  TMA’s  Department  of 
Medical  Ethics,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701,  phone  (512)  477-6704, 
ext  131. 


Sarah  Weddington,  LLB,  Austin  greets  a member  of 
the  audience  following  her  presentation  during  a 
luncheon  at  TMA's  annual  session  in  May. 
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you  do  not  have  a TMA  in- 
irance  brochure,  or  have 
Bed  of  more  copies  of  the 
Hide,  call: 

1-800-252-9318 


INSURANCE  PROGRAM 

1901  North"Lamar  Blvd,  Austin,  TX  78705 
underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas 

a subsidiary  of  the  Prudential 


HEALTH  UNE 


Awards  honor  Houston 
for  publishing  book  on  AIDS 

Harris  County  Medical  Society  and  the 
Houston  Academy  of  Medicine  recently 
received  two  awards  for  their  contribu- 
tion to  AIDS  education  through  publica- 
tion of  the  book  AIDS:  A Guide  for 
Survival. 

The  Texas  Department  of  Health  hon- 
ored the  publication  with  the  Texas 
Community  Health  Promotion  Award  for 
1988.  As  a winner  of  that  award,  the 
book  has  been  submitted  to  the  US  Secre- 
tary of  Health  and  Human  Services  to 
compete  for  a national  award. 

Additionally,  Sandoz  Pharmaceuticals 
recognized  the  efforts  of  the  society  and 
the  academy  during  ceremonies  held  in 
conjunction  with  TMA’s  Annual  Session, 
May  12-15,  1988,  in  San  Antonio. 

Published  in  1987,  AIDS:  A Guide  for 
Survival  provides  information  that  allows 
“a  normal  life  free  from  worry  about  be- 
coming infected.”  According  to  the 
book’s  foreword,  “This  book  presents  that 
information  in  a manner  which  should  be 
acceptable  to  all.  There  is  no  preaching 
or  condemnation,  simply  the  best  infor- 


Displaying the  trophies  they  won  during  the  tennis 
tournament  at  annual  session  are  (left  to  right) 
women’s  doubles  champions  Deborah  Douglas,  MD, 
and  Gerda  Jacobs  and  runners-up  Susan  Bode  and 
Carol  Ellis,  all  of  San  Antonio.  Ms  Jacobs  also  won 
the  women's  singles  event  (Photo  by  Bernard  T. 
Fein,  MD) 


mation  we  now  have  from  our  medical 
researchers  and  educators,  many  of 
whom  practice  and  work  in  the  Houston 
area.” 


New  contract  allows  expansion 
of  infant  formula  program 

The  Special  Supplemental  Food  Program 
for  Women,  Infants,  and  Children  (WIC) 
in  Texas  has  implemented  cost  reduction 
measures  that  change  the  brands  of  infant 
formulas  available  to  participants,  and 
that  will  allow  a significant  expansion  of 
the  program. 

The  Texas  Department  of  Health 
(TDH)  has,  through  a competitive  bid- 
ding process,  finalized  a contract  with 
Mead  Johnson  that  will  save  the  WIC  Pro- 
gram $83.7  million  during  the  29-month 
period  that  began  May  1,  1988.  Though 
administered  by  TDH,  the  WIC  Program 
receives  96%  of  its  funding  from  the  fed- 
eral government. 

The  new  contract  allows  parents  or 
guardians  of  infants  on  the  WIC  Program 
to  continue  purchasing  formula  in  the 
grocery  store,  but  establishes  Enfamil 
(milk  base  formula)  and  ProSobee  (soy 
base  formula)  as  the  “standard”  WIC  for- 
mulas in  Texas.  Other  formulas  will  be 
available  only  by  written  order  when 


The  senior  doubles  winners  at  TMA’s  annual  session 
tennis  tournament  were  ( left  to  right)  Earl  Martin, 
MD,  Tomball,  and  James  Olsson,  MD,  San  Antonio, 
champions;  and  Eduardo  Madiedo,  MD,  and  Elkin 
Suescurt  MD,  both  of  San  Antonio,  runners-up.  Dr 
Martin  also  won  the  senior  singles  event,  and  Dr 
Suescun  was  the  mens  open  singles  champion 
(Photo  by  Bernard  T.  Fein,  MD) 


medical  conditions  require  a change 
from  the  contract  product.  The  order 
must  state  the  medical  reason/condition 
requiring  a formula  different  from  the 
contract  formula  and  the  specific  formula 
required. 

Since  infant  formula  is  the  most  costly 
commodity  provided  through  the  WIC 
Program,  TDH  officials  said  it  was  the 
logical  place  to  institute  cost  saving.  The 
new  program  will  allow  an  additional 
95,000  persons  to  be  served  during  the 
contract  period. 

Robert  Bernstein,  MD,  commissioner 
for  TDH,  explained  that  the  additional 
funds  will  enable  TDH  to  open  new  WIC 
clinics  in  areas  of  the  state  where  ser- 
vices have  not  been  available.  “We  have 
39  unserved  counties  in  Texas,  and  I am 
confident  that  this  cost  saving  will  enable 
us  to  expand  into  most  of  those  coun- 
ties,” he  said.  “In  addition,  we  plan  to  ex- 
pand the  program  in  areas  already 
served,  especially  in  the  major  metro- 
politan areas,  where  the  estimated  num- 
ber of  women,  infants,  and  children  in 
need  is  much  higher  than  the  numbers 
the  program  has  been  able  to  serve  and 
where  participation  in  WIC  is  below  the 
state  average.” 

Officials  estimate  the  program  has 
been  serving  less  than  17%  of  those  po- 
tentially eligible  statewide  and  an  even 


Runners-up  Neal  Meritz,  MD,  Helotes,  and  Hal 
Martin,  MD,  San  Antonio,  and  winners  John  Foster, 
MD,  Midland,  and  Danny  Thomas,  MD,  Fort  Worth, 
were  the  stars  of  the  mens  open  doubles  event  at 
TMA’s  annual  session  tennis  tournament  (Photo 
by  Bernard  T.  Fein,  MD) 
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ARMY  RESERVE  MEDICAL  PROFILE  N0.7 


ALLAN  J.  HAMILTON,  M,D. 

Neurosurgical  Resident  and  Research  Fellow, 

Massachusetts  General  Hospital,  Boston,  Massachusetts. 
Captain,  U.S.  Army  Reserve. 

EDUCATION  Ithaca  College,  B.A.  (Magna  Cum  Laude); 
Hamilton  College  (Pre-med);  Harvard  Medical  School. 

RESIDENCY  General  Surgical  Internship.  Neurosurgical 
Residency,  Massachusetts  General  Hospital. 

CONTINUING  EDUCATION  Neurology  and  Neuro- 
surgery Research  Fellowship  Training,  National  Institutes 
of  Health. 

OUTSTANDING  ACHIEVEMENTS  Olsen  Memorial 

Fellowship,  National  Masonic  Medical  Research  Foundation; 
Albert  Schweitzer  Fellowship,  International  Albert  Schweitzer 
Foundation;  Harvard  Medical  School  Cabot  Prize  for  Best 
Senior  Thesis;  recently  published  article,  “Who  Shall  Live 
and  Who  Shall  Die”  in  Newsweek  Magazine. 


^%The  work  I’m  doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high-altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example,  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  N 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  l-SOO-USA-ARMY. 


ARMY  RESERVE  MEDICINE. 
BEAUYOUCANBE. 


Soldier  being  examined  for  effects  of  high-altitude  cerebral  edema 


A better  alternative 
for  hypertensives  who 
are  going  bananas,.. 


5pare  your  patients  the  extra  cost 
in  calories,  sodium  and  dollars. 

i 5pare  your  patients  the  rigors  of 
^ dietary  h\+ supplementation. 


25mg  t1ydrochlorothiazide/50mg  Triamterene/5f^F 

Effective  antihypertensive* 
therapy...without 
the  bananas 


DAW 

'imZIDE'AS  WfVTTEtl. 


Not  lor  initial  therapy.  See  brie!  summary. 


without  a history  ol  ailergy  or  brortchiai  asthma.  Possible 
exacerbation  or  activation  ol  systemic  lupus  erythematosus  has 
been  reported  with  thiazide  diuretics. 

Precautions:  The  bioavaiiabiiity  ol  the  hydrochlorothiazide 
component  ol  Dyazide ' is  about  50%  ol  the  bioavaiiabiiity  ol  the 
single  entity.  Theoretically,  a patient  translerred  Irom  the  single 
entities  ol  triamterene  and  hydrochlorothiazide  may  show  an 
increase  in  blood  pressure  or  Iluid  retention.  Similarly,  it  is  also 
possible  that  the  lesser  hydrochlorothiazide  bioavaiiabiiity  could 
lead  to  increased  serum  potassium  levels.  However,  extensive 
clinical  experience  with  ‘Dyazide ' suggests  that  these  conditions 
have  not  been  commonly  observed  in  clinical  practice.  Angio- 
tensin-converting enzyme  (ACE)  inhibitors  can  elevate  serum 
potassium:  use  with  caution  with  'Dyazide Do  periodic  serum 
electrolyte  determinations  (particularly  important  in  patients 
vomiting  excessively  or  receiving  parenteral  fluids,  and  during 
concurrent  use  with  amphotericin  B or  corticosteroids  or 
corticotropinlACTHj).  Periodic  BUN  and  serum  creatinine 
determinations  should  be  made,  especially  in  the  elderly,  diabetics 
or  those  with  suspected  or  confirmed  renal  insufficiency 
Cumulative  effects  ol  the  drug  may  develop  in  patients  with 
impaired  renal  function.  Thiazides  should  be  used  with  caution  in 
patients  with  impaired  hepatic  function.  They  can  precipitate  coma 
in  patients  with  severe  liver  disease.  Observe  regularly  for  possible 
blood  dyscrasias.  liver  damage,  other  idiosyncratic  reactions. 
Blood  dyscrasias  have  been  reported  in  patients  receiving 
triamterene,  and  leukopenia,  thrombocytopenia,  agranulocytosis, 
and  aplastic  and  hemolytic  anemia  have  been  reported  with 
thiazides.  Thiazides  may  cause  manifestation  of  latent  diabetes 
mellitus.  The  effects  of  oral  anticoagulants  may  be  decreased 
when  used  concurrently  with  hydrochlorothiazide:  dosage 
adjustments  may  be  necessary.  Clinically  insignificant  reductions 
in  arterial  responsiveness  to  norepinephrine  have  been  reported. 
Thiazides  have  also  been  .shown  to  increase  the  paralyzing  effect 
of  nondepolarizing  muscle  lelaxants  such  as  tubocurarine. 
Triamterene  is  a weak  loiic  acid  antagonist.  Do  periodic  blood 
studies  in  cirrhotics  with  splenomegaly  Antihypertensive  effects 
may  be  enhanced  in  post-sympathectomy  patients.  Use  cau- 
tiously in  surgical  patients.  Triamterene  has  been  found  in  renal 
stones  in  association  with  the  other  usual  calculus  components. 
Therefore,  'Dyazide ' should  be  used  with  caution  in  patients  with 
histories  ol  stone  formation.  A few  occurrences  of  acute  renal 
failure  have  been  reported  in  patients  on  'Dyazide ' when  heated 
with  indomethacin.  Therefore,  caution  is  advised  in  adminisleiing 
nonsteroidal  anti-inflammatory  agents  with  'Dyazide'.  The 


following  may  occur:  transient  elevated  BUN  or  ciealinine  orb 
hyperglycemia  and  glycosuria  (diabetic  insulin  requirements  n< 
be  altered),  hyperuricemia  and  gout,  digitalis  intoxication  (in 
hyjiokalemia).  decreasing  alkali  reserve  with  possible  metaboti 
acidosis.  'Dyazide ' interferes  with  fluorescent  measurement  o' 
guinidine.  Hypokalemia  is  uncommon  with  Dyazide'.  butshoi 
develop,  corrective  measures  should  be  taken  such  as  polassr 
supplementation  or  increased  dietary  intake  ol  potassium-rich 
foods.  Corrective  measures  should  be  instituted  cautiously  aiu 
serum  potassium  levels  determined.  Discontinue  corrective 
measures  and  'Dyazide ' should  laboratory  values  reveal  elevaf 
serum  potassium.  Chloride  deficit  may  occur  as  well  as  diiutio' 
hyponatremia  Concurrent  use  with  chlorpropamide  may  incri 
the  risk  ol  severe  hyponatremia.  Serum  FBI  levels  may  deciea 
without  signs  ol  thyroid  disturbance.  Calcium  excretion  is 
decreased  by  thiazides.  Dyazide ' should  be  withdrawn  before 
conducting  tests  lor  parathyroid  function.  Thiazides  may  add  f 
potentiate  the  action  ol  other  antihypertensive  drugs.  Diuretic: 
reduce  lenal  cleaiance  ol  lithium  and  increase  the  risk  ol  lithiu 
toxicity. 

Adverse  Reactions:  Muscle  cramps,  weakness,  dizziness, 
headache,  dry  mouth:  anaphylaxis,  lash,  urticaria,  photosensi 
tivity  purpura,  other  dermatological  conditions:  nausea  and 
vomiting,  diarrhea,  constipation,  other  gastrointestinal  distui- 
bances.  postural  hypotension  (may  be  aggravated  by  alcohol, 
barbiturates,  or  narcotics)  Neciotizing  vheulitis.  paiesthesiar- 
icterus,  pancreatitis,  xanthopsia  and  respiratory  distress  inclui 
pneumonitis  and  pulmonary  edema,  transient  blurred  vision, 
sialadenitis,  and  vertigo  have  occurred  with  thiazides  alone. 
Triamterene  has  been  found  in  renal  stones  in  association  with 
other  usual  calculus  components.  Bare  incidents  ol  acute 
interstitial  nephritis  have  been  repoited  Impotence  has  been 
lepoitedin  a lew. patients  on  'Dyazide  ',  although  a causal 
retationship  has  not  been  established 
Supplied:  'Dyazide ' is  supplied  as  a red  and  white  capsule,  ■ 
bottles  ol  WOO  capsules:  Single  Unil  Packages  (unit-dose)  o 
WO  (intended  lor  inslilutional  use  only):  in  Palienl-Pak'"  uni 
ol-use  bollles  ol  100. 

BRS-DZ:L45 


Belore  prescribing,  see  complele 
prescribing  inlormation  in 
SK&FCO.  literature  or  PDH. 
The  following  Is  a brief  summary. 


WARNING 

This  drug  is  not  indicated  lor  initial  therapy  ol  edema  or 
hypertension.  Edema  or  hypertension  requires  therapy 
titrated  to  the  individual.  If  this  combination  represents  the 
dosage  so  determined,  its  use  may  be  more  convenient  in 
patient  management.  Treatment  ol  hypertension  and  edema 
is  not  static,  but  must  be  reevaluated  as  conditions  in  each 
patient  warrant. 


Contraindications:  Concomitant  use  with  other  potassium- 
sparing  agents  such  as  spironolactone  or  amiloride.  Further  use 
in  anuria,  progressive  renal  or  hepatic  dysfunction,  hyperkalemia. 
Pre-existing  elevated  serum  potassium.  Hypersensitivity  to  either 
component  or  other  sulfonamide-derived  drugs. 

Warnings:  Do  not  use  potassium  supplements,  dietary  or 
otherwise,  unless  hypokalemia  develops  or  dietary  intake  of 
potassium  is  markedly  Impaired,  If  supplementary  potassium  is 
needed,  potassium  tablets  should  not  be  used.  Hyperkalemia  can 
occur,  and  has  been  associated  with  cardiac  irregularities.  It  is 
more  likely  in  the  severely  ill.  with  urine  volume  less  than  one  liter/ 
day.  the  elderly  and  diabetics  with  suspected  or  confirmed  renal 
insufficiency  Periodically,  serum  K'  levels  should  be  determined 
II  hyperkalemia  develops,  substitute  a thiazide  alone,  restrict  K " 
intake.  Associated  widened  QRS  complex  or  arrhythmia 
requires  prompt  additional  therapy.  Thiazides  cross  the  placental 
barrier  and  appear  in  cord  blood.  Use  in  pregnancy  requires 
weighing  anticipated  benefits  against  possible  hazards,  including 
fetal  or  neonatal  jaundice,  thrombocytopenia,  other  adverse 
reactions  seen  in  adults.  Thiazides  appear  and  triamterene  may 
appear  in  breast  milk.  If  their  use  is  essential,  the  patient  should 
stop  nursing.  Adequate  inlormation  on  use  in  children  is  not 
available.  Sensitivity  reactions  may  occur  in  patients  with  or 
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lower  percentage  in  the  major  metro- 
politan areas. 

TDH  has  asked  that  physicians  recom- 
mend Mead  Johnson  to  their  WIC  clients 
when  they  deliver,  so  they  will  not  have 
to  change  formulas,  or  better  yet,  en- 
courage them  to  breastfeed.  The  inci- 
dence of  breastfeeding  among  low 
income  mothers  is  well  below  the  na- 
tional average.  TDH  hopes  to  reach  more 
pregnant  women  earlier  in  their  pregnan- 
cies with  nutrition  services  and  breast- 
feeding education  and  encouragement. 

AHA  issues  dietary  guidelines 
for  healthy  American  adults 

In  an  effort  to  prevent  heart  and  vascular 
diseases,  the  American  Heart  Association 
(AHA)  has  issued  the  following  dietary 
guidelines  for  all  healthy  American 
adults.  Since  the  recommendations  are 
given  in  quantitative  terms,  they  should 
be  translated  into  eating  patterns  for  the 
public  with  the  guidance  of  a physician 
and/or  nutritionist. 

1 . Total  fat  intake  should  be  less  than 
30%  of  calories. 

2.  Saturated  fat  intake  should  be  less 
than  10%  of  calories. 

3.  Polyunsaturated  fat  intake  should 
not  exceed  10%  of  calories. 

4.  Cholesterol  intake  should  not  ex- 
ceed 30  mg/day. 

5.  Carbohydrate  intake  should  consti- 
tute 50%  or  more  of  calories,  with  em- 
phasis on  complex  carbohydrates. 

6.  Protein  intake  should  provide  the 
remainder  of  the  calories. 


7.  Sodium  intake  should  not  exceed 
3 g/day. 

8.  Alcoholic  consumption  should  not 
exceed  1-2  oz  of  ethanol  per  day.  Two 
ounces  of  100-proof  whiskey,  8 oz  of 
wine,  or  24  oz  of  beer  each  contain  1 oz 
of  ethanol. 

9.  Total  calories  should  be  sufficient 
to  maintain  the  individual’s  recom- 
mended body  weight.  ( Metropolitan 
Tables  of  Height  and  Weight,  Table  of 
Desirable  Weights  for  Men  and  Women. 
Metropolitan  Life  Insurance  Company, 
New  York,  1959  ) 

10.  A wide  variety  of  foods  should  be 
consumed. 

A free  copy  of  the  complete  position 
statement  about  dietary  guidelines  is 
available  by  writing  the  AHA-Texas  Affili- 
ate, PO  Box  15186,  Austin,  TX  78761. 


American  heartburn  sufferers 
rarely  seek  medical  treatment 

More  than  6l  million  Americans — 44% 
of  the  adult  population — suffer  heartburn 
monthly;  and  one  out  of  eight  (or  18  mil- 
lion adults)  takes  indigestion  aids  (includ- 
ing antacids)  two  or  more  times  a week, 
according  to  Heartburn  Across  America, 
a recent  nationwide  Gallup  survey. 

“Frequent  users  of  indigestion  aids — 
those  who  take  them  two  or  more  times 
a week — are  more  often  age  50  years  and 
older,”  said  Neil  Upmeyer,  research  di- 
rector of  the  Gallup  Organization.  One 
out  of  every  five  adults  50  years  or  over 
is  a frequent  user,  compared  to  one  in 
ten  of  the  younger  age  group. 

Although  an  overwhelming  majority 
(86%  ) of  adults  polled  consider  physi- 
cians a reliable  source  of  information  on 
heartburn,  most  chronic  users  of  indiges- 
tion aids  ( 59%  ) said  they  did  not  plan  to 
consult  physicians  about  heartburn. 

“Heartburn  Across  America  demon- 
strated that  heartburn  is  commonly  mis- 
understood and  misperceived,”  said 
Harris  R.  Clearfield,  MD,  director  of  the 
division  of  gastroenterology  at  the 
Hahnemann  University  School  of  Medi- 
cine in  Philadelphia.  He  noted  that  al- 
most one  in  eight  adults,  or  1 7 million 
people  did  not  consider  regular  heart- 
burn to  be  a serious  problem. 

“It  is  dismaying  to  see  that  only  one  in 
five  adults  has  ever  discussed  heartburn 


with  a physician,  and  that  only  one  in 
eight  has  ever  heard  of  reflux,”  Dr  Clear- 
field said.  “Perhaps  this  is  because  heart- 
burn has  been  treated  so  lightly  by  the 
public.” 

Physicians  must  comply  with 
hazardous  chemicals  proviso 

Physicians  having  employees  who  may 
be  exposed  to  hazardous  chemicals  must 
comply  with  the  Occupational  Safety  and 
Health  Administrations’s  ( OSHA ) Hazard 
Communication  Standard  (HCS),  which 
became  effective  May  23,  1988. 

On  that  date,  the  HCS  was  expanded  to 
cover  all  employers.  It  previously  was 
not  applicable  to  physicians  and  certain 
other  employers,  who  now  must  prepare 
a written  communication  program  advis- 
ing their  personnel  of  chemical  hazards 
that  exist  in  their  employment  settings. 
Employers  must; 

1 . Keep  warning  labels  on  containers. 

2.  Obtain  material  safety  data  sheets, 
which  must  be  made  available  to  their 
personnel. 

3.  Train  all  employees  about  their  ex- 
posure to  chemical  hazards  and  proper 
safeguards. 

Drugs  in  solid,  final  form  for  direct  ad- 
ministration to  patients  are  excluded  by 
the  HCS.  Presently,  liquid  oral  and  injec- 
table drugs  also  are  excluded  since  issues 
concerning  them  have  not  yet  been  re- 
solved by  OSHA  and  the  Office  of  Man- 
agement and  Budget. 

The  OSHA  standard  was  published  in 
the  Aug  24,  1987  Federal  Register  (pages 
31852-31886).  Physicians  wishing  to 
consult  with  OSHA  about  interpretations 
of  the  standard  should  contact  Terry 
Mikelson  at  OSHA  at  (202)  523-6027  or 
contact  the  nearest  OSHA  office. 


Are  you  sponsoring  a CME  program  for 
physicians? 

Ask  about  a free  information  packet! 
Ccdl  or  urite  TMA's  Department  of 
Medical  Education,  1801  N.  Lamar 
Blvd.,  Austin,  TX  78701 
Phone  (512)  477-6704,  ext  253- 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  ^neral  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346, 950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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TMA  project  will  help  protect 
elderly’s  access  to  care 

In  a move  designed  to  protect  access 
to  health  care,  Texas  Medical  Associa- 
tion’s House  of  Delegates  called  for  TMA 
to  develop  guidelines  that  encourage 
physicians  to  accept  voluntarily  Medi- 
care’s assigned  payment  for  services  to 
patients  who  are  experiencing  financial 
difficulties.  Proponents  expect  this  ac- 
tion to  avert  the  possibilities  that  authori- 
ties might  require  physicians  to  accept 
assigned  payments  for  all  Medicare  ser- 
vices or  link  licensure  to  acceptance  of 
assigned  payments. 

TMA,  in  cooperation  with  county  medi- 
cal societies,  will  develop  and  evaluate 
voluntary  initiatives.  Local  coalitions  of 
aging/advocacy  groups,  physicians,  and 
other  appropriate  groups  will  determine 
patient  eligibility.  The  TMA  Board  of 
Trustees  will  monitor  these  efforts,  which 
have  been  designated  as  a pilot  study, 
and  report  to  the  House  of  Delegates  in 
November  1988. 

The  voluntary  assignment  activities 
evolved  from  recommendations  in  the 
report  of  the  Council  on  Socioeconomics 
and  resolutions  from  El  Paso  and  Bexar 
county  medical  societies.  A study  of 
other  states’  voluntary  programs  con- 
vinced the  council  that  the  programs  are 
effective  in  defeating  mandatory  assign- 
ment, which,  according  to  the  council, 
creates  severe  access-to-care  problems 
and  limits  physician  autonomy. 

Accompanying  the  voluntary  Medicare 
services  pilot  projects  will  be  a commu- 
nications program  to  educate  the  public 
about  physicians’  efforts  on  behalf  of 
their  financially  needy  patients,  including 
the  fact  that  72%  of  all  Medicare  claims 
are  submitted  on  an  assigned  basis. 

HCFA  anticipates  receipt 
of  relative  value  scale  study 

At  press  time,  the  Health  Care  Financing 
Administration  (HCFA)  anticipated  re- 
ceipt of  the  Harvard/American  Medical 
Association  relative  value  scale  (RVS) 
study  July  14.  TMA  has  developed  a 


database  on  existing  relative  value  scales, 
and  plans  to  compare  the  Harvard  RVS  to 
Medicare  prevailing  charges  and  relative 
value  scales.  The  study’s  completion 
moves  the  administration  one  step  closer 
to  implementing  an  RVS-based  fee  sched- 
ule for  physicians  treating  Medicare  bene- 
ficiaries. HCFA  tentatively  has  set  the 
implementation  for  Jan  1,  1990. 

Thirty  days  after  the  HCFA  receives 
the  study,  it  will  be  shared  with  the  Phy- 
sician Payment  Review  Commission 
(PPRC).  Both  entities  will  review  the 
Harvard/AMA  study,  along  with  other  RVS 
proposals.  PPRC  will  report  its  findings  to 
Congress  March  31,  1989.  The  Depart- 
ment of  Health  and  Human  Services 
(HHS),  which  encompasses  HCFA,  will 
report  to  Congress  July  1,  1989- 

The  PPRC,  whose  charge  is  to  advise 
Congress  on  reforms  of  the  methods 
used  to  pay  physicians  for  services  to 
Medicare  beneficiaries,  has  promised  a 
thorough  evaluation  of  the  Harvard 
study,  which  will  include  public  hearings. 

According  to  HCFA,  the  Harvard/AMA 
study  is  intended  to  develop  a cross-spe- 
cialty RVS  based  on  the  resource  costs  of 
providing  physician  services.  Through 
data  obtained  from  a national  survey  of 
physicians.  Harvard  developed  within- 
specialty  estimates  of  the  total  work 
(time  X intensity)  associated  with  ap- 
proximately 300  services  and  procedures 
(S/Ps)  for  32  specialties.  For  each  spe- 
cialty, Harvard  asked  some  100  surveyed 
physicians  to  compare  20  to  25  S/Ps  to  a 
standard  S/P  for  that  specialty.  The  study 
also  will  link,  and  make  comparable 
across  specialties,  these  within-specialty 
total  work  estimates.  The  study  will  ad- 
just for  cross-specialty  differences  in 
practice  costs  and  income  foregone 
while  pursuing  advanced  training. 

The  AMA’s  role  has  been  to  nominate 
physicians  for  the  specialty  panels  in  the 
study  and  provide  data  on  physicians  and 
technical  assistance. 


Audiotapes  feature  experts 
on  Medicare,  finances 

Audiotapes  featuring  experts  on  Medi- 
care civil  penalties  and  financial  planning 
are  available  for  purchase  from  Texas 
Medical  Association.  The  cassette  tapes 
were  recorded  during  a symposium 


sponsored  by  TMA’s  Committee  on  Liai- 
son with  the  State  Bar  of  Texas  and  pre- 
sented in  conjunction  with  the  1988 
Annual  Session. 

On  tape  one,  Martin  J.  Gaynes,  LLB, 
discusses  “Medicare  Civil  Penalties.”  Mr 
Gaynes  focuses  on  the  history,  text,  pro- 
cedures, effects,  and  implications  of  the 
Federal  Civil  Money  Penalties  Law.  This 
little-known  law,  through  the  imposition 
of  severe  civil  fines  and  penalties  by  ad- 
ministrative (rather  than  criminal)  pro- 
ceedings, has  become  the  federal  govern- 
ment’s foremost  enforcement  vehicle  for 
false  and/or  fraudulent  Medicare  claims 
made  by  physicians  and  other  health  pro- 
viders. Mr  Gaynes  is  a health  care  law 
specialist  with  the  Washington,  DC,  law 
firm  of  Wilkes,  Artis,  Hendrick  & Lane. 

On  tape  two,  Houston  attorney  Jack  L. 
Babchick,  LLB,  discusses  “Protecting 
Your  Assets.”  Mr  Babchick  reviews  the 
current  Texas  law,  including  new  statutes 
passed  by  the  last  legislature  concerning 
family  assets  that  would  be  subject  to  a 
malpractice  judgment.  He  also  presents  a 
comprehensive  plan  for  immediately  ex- 
cluding assets  from  potential  attachment 
by  judgment  creditors  and  a long-range 
plan  of  accumulating  assets  for  all  family 
needs  and,  at  the  same  time,  sheltering 
said  assets  from  the  claims  of  creditors. 

On  tape  three,  Harry  E.  Bartel,  LLB, 
Cantey  and  Hanger,  Fort  Worth,  explains 
“What  Physicians  Should  Know  About 
Wills  and  Setting  Up  Testamentary 
Trusts,”  and  Michael  D.  Huston,  vice 
president.  Dean  Witter  Reynolds,  Inc, 
Dallas,  offers  advice  for  “The  Preserva- 
tion of  Wealth  for  Retirement  in  Times 
of  Rapid  Change.” 

Each  tape  costs  $7.95  plus  8%  sales 
tax.  Orders  should  be  directed  to  Linda 
Kuhn,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701,  phone 
(512)477-6704,  extension  l4l. 


Looking  for  a continuing  education 
course? 

Check  TEXAS  MEDICINE'S  Continuing 
Education  Director}’. 

Every'  month,  in  the  back  of  the  book. 
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CAITFAL  COMMENTS 


Civil  rights  commission  hears 
TMA  policy  on  AIDS 

Texas  Rep  Mike  McKinney,  MD,  (D- 
Centerville ) feels  confident  that  his 
written  and  oral  testimony  before  the 
United  States  Commission  on  Civil  Rights 
has  allayed  concerns  that  Texas  Medical 
Association’s  policy  on  acquired  immune 
deficiency  syndrome  (AIDS)  could  place 
patients  in  danger  of  being  without  care. 
“It  struck  me  that  the  commission  mem- 
bers were  satisfied  that  the  policy  is 
well  thought  out  and  nonprejudicial,” 

Dr  McKinney  reported  from  his  family 
practice  office  in  Centerville. 

“The  TMA  policy  recognizes  the  fact 
that  not  all  physicians  may  be  well-suited 
to  treat  the  AIDS  patient,”  McKinney  said. 
“Either  treatment  of  the  AIDS  patient 
may  not  be  within  the  realm  of  compe- 
tence of  the  physician  or  the  physician 
may  have  the  medical  competence  but 
may  not  be  emotionally  suited  to  treat 
the  AIDS  victim.” 

McKinney  told  commission  members, 
“There  are  also  those  physicians  who 
have  treated  many  AIDS  patients,  but 
who  may  have  burned  out  from  a stress- 
ful and  sometimes  depressing  practice. 

To  absolutely  require  that  a physician 
must  treat  AIDS  patients  may  not  be  in 
the  best  interest  of  the  patient  or  the 
physician.” 

Dr  McKinney  travelled  to  Washington, 
DC,  to  explain  TMA  policy,  as  well  as 
state  legislation  related  to  AIDS,  which 
will  make  public  policy  recommenda- 
tions to  the  President  and  Congress.  In 
addition  to  his  standing  as  a TMA  mem- 
ber and  state  legislator.  Dr  McKinney  is 
a member  of  the  Legislative  Task  Force 
on  AIDS. 

Dr  McKinney  also  provided  informa- 
tion about  Texas  laws  that  make  AIDS 
and  HfV  positivity  reportable  to  public 
health  authorities,  with  strict  confiden- 
tiality and  liability  protections  for  the 
reporting  physician,  and  the  activities 
of  the  Texas  Legislative  Task  Force  on 
AIDS.  TMA  occupied  a key  role  in  the 
drafting  and  enactment  of  Texas’  AIDS 
laws,  and  Dr  McKinney  served  on  the 
House-Senate  conference  committee  that 


negotiated  the  finally-enacted  version. 

“In  our  task  force  hearings,  we  are 
finding  more  social  problems — housing 
and  losing  insurance — than  medical 
problems,”  Dr  McKinney  told  the  com- 
mission. “So,  the  Commission  on  Civil 
Rights  definitely  was  the  right  place 
for  the  hearings.” 

“I  told  them  that  medicine  was  very 
capable  of  handling  AIDS  if  the  poli- 
ticians would  leave  us  alone,”  Dr  McKin- 
ney continued.  “Now,  coming  from  a guy 
who  is  a politician,  that  sounds  a little 
funny.  But  they  have  made  AIDS  into  a 
political  disease  and  interfered  with  the 
doctor-patient  relationship.  The  laws  and 
regulations  have  done  nothing  except  in- 
terfere with  proper  medicine  and  proper 
emotional  support.” 

Dr  McKinney  predicted  that  the  com- 
mission will  declare  AIDS  to  be  a handi- 
cap and  bring  it  under  the  protection  of 
laws  that  prohibit  discrimination  against 
that  population. 

He  was  part  of  a five-member  panel  on 
health  care  workers,  which  also  included 
an  emergency  medical  services  technician, 
a nurse,  an  attorney,  and  a representative  of 
the  American  Medical  Association.  During 
the  hearings,  which  continued  for  several 
days,  the  commission  also  heard  from 
representatives  of  the  insurance  and  real 
estate  industries,  the  gay  community, 
American  Civil  Liberties  Union,  and 
educators. 


Plan  modifies  merit  selection 
of  Texas  judiciary,  Hill  says 

Former  Texas  Supreme  Court  Chief  Jus- 
tice John  L.  Hill,  Jr,  Houston,  carried  his 
campaign  for  judicial  reform  to  San  An- 
tonio, where  physicians  were  gathered 
for  Texas  Medical  Association’s  Annual 
Session,  May  12-15.  Mr  Hill  joined  State 
Sen  Kent  A.  Caperton  (D-Bryan)  during 
TMA’s  Symposium  on  Professional  Lia- 
bility to  describe  “The  Texas  Plan,”  a 
proposal  for  merit  selection  of  judges, 
with  a new  twist. 

Under  the  Texas  plan,  judges  for  the 
Supreme  Court,  the  Court  of  Criminal 
Appeals,  and  the  Courts  of  Appeals  would 
be  appointed  by  15-member  commis- 
sions, While  Mr  Hill  admitted  he  would 
like  to  see  the  system  applied  “across  the 
board,”  The  Texas  plan  backs  off  from  an 


unqualified  plan  and  retains  the  current 
elective  system  for  district  court  judges. 
At  the  end  of  their  terms,  the  appointed 
judges  would  run  against  their  records  in 
nonpartisan,  uncontested  races,  and  the 
voters  would  confirm  or  reject  them.  Mr 
Hill  reminded  his  physician  audience  that 
the  state’s  appellate  courts  most  often 
have  the  final  say  in  whether  jury  ver- 
dicts, including  those  rendered  in  profes- 
sional liability  litigation,  will  stand.  Most 
cases  do  not  reach  the  Supreme  Court, 
which  rules  on  the  validity  of  laws,  he 
said. 

The  plan  establishes  one  nominating 
commission  for  the  Supreme  Court  and 
Court  of  Criminal  Appeals,  and  one  for 
each  Court  of  Appeals.  Each  commission 
would  comprise  two  lawyers  and  two 
nonlawyers  appointed  by  the  governor, 
two  lawyers  and  one  nonlawyer  ap- 
pointed by  the  lieutenant  governor  and 
the  same  by  the  speaker  of  the  house, 
three  lawyers  appointed  by  the  president 
of  the  State  Bar,  and  two  nonlawyers,  one 
each  appointed  by  the  chairmen  of  the 


Former  Texas  Supreme  Court  Chief  Justice  John  L 
Hill,  Jr,  discusses  merit  election  of  the  judiciary 
during  TMA’s  annual  session. 
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TMLT.  A DECADE  OF  SECURITY. 

TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community.  . .providing  distinctive  liability  protection  for  Texas 
physicians. 


Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
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Democratic  and  Republican  parties.  The 
governor,  lieutenant  governor,  and 
speaker  could  not  make  all  of  their  re- 
spective appointments  from  the  same  po- 
litical party.  Additionally,  each  commis- 
sion would  be  required  to  represent  citi- 
zens of  the  state  or  district  with  regard  to 
race,  creed,  sex,  religion,  ethnicity,  and 
geographical  distribution.  No  sitting 
judge  could  serve  on  a commission,  and 
no  commission  member  could  be  nomi- 
nated to  fill  a judicial  vacancy.  The  Senate 
would  confirm  all  nominees  to  the 
commissions. 

Mr  Hill  noted  that  more  than  half 
of  the  state’s  appellate  judges  reached 
the  bench  through  “backroom  appoint- 
ments.” He  added  that  under  the  Texas 
plan,  meetings  and  records  of  the  nomi- 
nating commissions  would  be  subject  to 
the  Open  Meetings  and  Open  Records 
Acts  to  insure  full  public  view  and  free 
public  participation  in  the  nomination 
process. 

Senator  Caperton  told  the  audience 
that  Texas  is  one  of  only  nine  states  that 
still  elects  all  judges  on  a partisan  ballot. 
“In  this  case,  being  different  and  being 
out  of  the  mainstream  is  not  better,”  he 
said.  A system  in  which  judicial  candi- 
dates’ campaigns  are  underwritten  in 
large  part  by  litigants  who  appear  before 
the  court  gives  the  appearance  of  im- 
propriety, he  added.  While  the  legislative 
process  “compels  compromise  to  get 
things  accomplished,”  the  judiciary 
should  be  removed  from  that  pressure. 

“If  judges  want  to  be  legislators,  they 
should  run  for  the  senate  or  house,” 
he  said. 

The  Texas  plan  combines  the  best  of 
both  worlds.  Senator  Caperton  con- 
tinued. It  brings  the  appointment  process 
into  the  open,  and  the  people  retain 
control. 

Mr  Hill  concluded  by  turning  his  atten- 
tion to  the  immediate  future,  predicting 
that  the  November  Supreme  Court  cam- 
paigns “will  break  all  records”  for  contri- 
butions. He  challenged  physicians  “to 
know  what’s  going  on  in  this  election.” 

He  added  that  although  judicial  candi- 
dates are  numerous,  “there  are  not  so 
many  that  you  can’t  make  it  your  busi- 
ness to  know  about  them.” 


Representative  introduces  bill 
to  reform  Medicare  program 

US  Rep  Charles  Rose  (D-NC)  has  intro- 
duced legislation  based  on  the  American 
Medical  Association’s  plan  to  reform  the 
Medicare  program  and  place  it  on  a 
fiscally  sound  basis  by  prefunding  future 
benefits. 

The  AMA  reports  that  HR  4455  imme- 
diately would  alter  the  present  system  of 
coverage  by  permitting  the  elderly  to 
purchase  private  health  insurance  poli- 
cies of  their  choice  through  a voucher 
system.  The  measure  would  increase  the 
level  of  cost -sharing  for  those  who  are  fi- 
nancially secure  and  provide  protection 
against  catastrophic  health  care  ex- 
penses. The  voucher  system  would  be  fi- 
nanced by  a tax  on  adjusted  gross  in- 
come during  an  individual’s  working 
years  and  by  continuation  of  the  current 
employer  health  insurance  payroll  tax. 
Tax  rates  would  be  set  at  a level  suffi- 
cient to  meet  obligations  to  current 
Medicare  beneficiaries  and  to  prefund 
benefits  for  future  beneficiaries,  whose 
numbers  will  increase  sharply  during  the 
next  century. 

The  AMA’s  “Washington  Report”  of 
May  6,  1988,  notes: 

“HR  4455  was  drafted  by  AMA  to  im- 
plement AMA  Board  of  Trustees  Report 
MM,  which  was  approved  by  AMA’s 
House  of  Delegates  at  its  1988  Annual 
Meeting.  In  introducing  the  bill.  Con- 
gressman Rose  said  he  hoped  it  ‘will 
kindle  the  debate  on  the  future  of  Medi- 
care.’ Planning  for  the  care  of  a growing 
elderly  population  is  imperative,  he  said, 
since  the  present  pay-as-you-go  system 
threatens  future  generations  with  unrea- 
sonable burdens.  He  plans  to  stimulate 
support  for  the  bill  in  a ‘Dear  Colleague’ 
letter  that  will  be  sent  to  all  members  of 
the  House  of  Representatives.” 


NEWSMAKERS 


RICHARD  H.  EPPRIGHT,  MD,  ROBERT 
W.  FELDTMAN,  MD,  and  WILLIAM  H. 
FLEMING,  MD,  all  of  Houston,  have  been 
appointed  by  Gov  Bill  Clements  to  serve 
on  the  District  One  Review  Committee 


of  the  Texas  State  Board  of  Medical 
Examiners. 

ISAIAH  J.  FIDLER,  MD,  Houston,  an  au- 
thority in  cancer  metastasis  research  at 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  received  the  G.H.A. 
Clowes  Award  from  the  American  Asso- 
ciation for  Cancer  Research  (AACR)  dur- 
ing the  organization’s  annual  meeting. 

The  award,  named  for  a founding  mem- 
ber of  AACR,  honors  outstanding  basic 
research  in  cancer. 

SIMON  FREDRICKS,  MD,  Houston,  was 
awarded  the  Distinguished  Service  Com- 
mendation by  The  American  Society  for 
Aesthetic  Plastic  Surgery  at  the  society’s 
annual  meeting.  The  prestigious  recogni- 
tion is  given  infrequently  to  a doctor 
who  is  deemed  “to  have  given  dedicated 
service  to  the  society  over  many  years 
and  has  exemplified  action  above  and 
beyond  the  expected  or  ordinary.” 

ALICE  R.  McPherson,  MD,  Houston,  the 
first  female  retina  specialist  and  surgeon 
in  the  world,  was  honored  at  the  dedica- 


Simott  Fredricks,  MD 
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tion  of  a new  research  facility  named  for 
her.  The  Alice  R.  McPherson  Laboratory’ 
of  Retina  Research  is  in  Baylor  College  of 
Medicine’s  Center  for  Biotechnology,  lo- 
cated in  The  Woodlands.  Dr  McPherson 
is  clinical  professor  in  the  Department 
of  Ophthalmology  at  Baylor. 

DIXIE  MEULLO,  MD,  a Pasadena  general 
surgeon,  received  The  Mayor’s  Outstand- 
ing Volunteer  Service  Award  from  Hous- 
ton Mayor  Kathy  Whitmire.  Dr  Melillo 
was  recognized  for  her  extensive  volun- 
teer work  in  the  fight  against  breast  can- 
cer. She  founded  The  Rose,  a nonprofit 
breast  screening  center  in  Pasadena  that 
provides  free  mammograms  to  women 
who  cannot  afford  to  pay  and  $50  ex- 
aminations to  those  who  can.  Also,  Dr 


Melillo  has  given  more  than  250  educa- 
tional programs  about  the  need  for  early 
breast  cancer  detection. 

BERNHARD  T.  MITTEMEYER,  MD, 
executive  vice  president,  Texas  Tech 
University  Health  Science  Center,  Lub- 
bock, was  elected  vice  president  of  the 
Board  of  Regents  of  the  American  Col- 
lege of  Physician  Executives  during  its 
1 3th  National  Conference  on  Health 
Care  Leadership  and  Management. 

DONALD  SELDIN,  MD,  Dallas,  was  hon- 
ored at  a two-day  celebration  hosted  by 
the  University  of  Texas  Southwestern 
Medical  Center  at  Dallas.  Dr  Seldin  re- 
cently retired  as  chairman  of  the  Depart- 
ment of  Internal  Medicine  and  became  a 


University  of  Texas  System  Professor  of 
Internal  Medicine,  one  of  the  most  pres- 
tigious awards  given  by  the  UT  System. 

GUNTER  K.  VON  NOORDEN,  MD,  pro- 
fessor of  ophthalmology  and  pediatrics, 
Baylor  College  of  Medicine,  and  chief  of 
ophthalmology,  Texas  Children’s  Hospi- 
tal, was  recently  honored  by  a festschrift, 
published  in  Graefe's  Archive  of  Clinical 
and  Experimental  Ophthalmology, 
which  contains  contributions  of  former 
students  and  friends.  Also,  he  was  guest 
of  honor  at  the  Annual  Congress  of  the 
Ophthalmological  Society  of  the  United 
Kingdom  where  he  presented  the  51st 
Sir  Williams  Bowman  Memorial  Lecture 
and  received  the  Bowman  Medal,  the 
highest  honor  in  British  ophthalmology. 
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Ileal  pouch-anal 
anastomosis 


I Thirty-nine  patients  were  treated  for  ulcerative 
^ colitis  or  familial  polyposis  coli  with  an  ileal 
pouch-anal  anastomosis.  Follow-up  was  achieved 
at  24  ± 16  months.  Thirty -five  of  39  patients  have 
had  the  temporary  ileostomy  closed.  The  mean 
number  of  bowel  movements  per  24  hours  was  6.5 
± 3-1-  Occasional  incontinence  to  feces,  gas,  and 
mucus  occurred  in  18%,  15%,  and  15%  respec- 
tively. The  mean  number  of  accidents  was  .17± 

.61  during  the  daytime  and  .16  ± .45  at  night 
Seven  patients  required  a total  of  eight  reopera- 
tions for  sepsis  and  ileostomy  dysfunction.  System- 
atic alterations  in  levels  of  serum  cholesterol, 
triglyceride,  LDH,  SCOT,  SGPT,  alkaline  phos- 
phatase, BUN,  creatinine,  uric  acid,  and  platelet 
count  were  seen  between  preoperative  values  and 
those  during  the  time  of  temporary^  ileostomy.  The 
ileal  pouch-anal  anastomosis  represents  an  alter- 
native to  permanent  ileostomy.  The  complication 
rate,  however,  is  higher,  a fact  that  must  be  consid- 
ered when  choosing  an  operative  procedure  for  the 
treatment  of  these  diseases. 

KEY  WORDS:  ILEOANAL  ANASTOMOSIS,  ULCERATIVE  COLITIS, 
FAMILIAL  POLYPOSIS,  ILEOSTOMY,  PROCTOCOLECTOMY. 


The  surgical  treatment  alternatives  for  patients 
with  ulcerative  colitis  and  familial  polyposis 
coli  have  recently  expanded  to  include  the 
ileal  pouch-anal  anastomosis  procedure  (1,2).  This 
operation  permits  removal  of  all  diseased  tissue 
while  sparing  the  anal  sphincter  mechanism  and 
thus  preserving  anal  continence.  The  operative  prin- 
ciples include  a mucosal  proctectomy,  creation  of  a 
pouch  of  ileum,  anastomosis  of  the  pouch  to  the 
anus,  and  a protective  temporary  loop  ileostomy. 
This  paper  reviews  our  experience  with  this 
procedure. 

Methods  and  materials 
PATIENTS 

Between  September  1982  and  Februaiy'  1987,  39 
patients  underwent  the  ileal  pouch-anal  anastomosis 
procedure.  There  were  17  men  and  22  women.  The 
median  age  was  32  years  (range  17—67  years). 
Thirty-two  patients  were  being  treated  for  chronic 
ulcerative  colitis  and  seven  patients  for  familial 
polyposis  coli..  The  mean  ( ± SD)  follow-up  was  24 
± 16  months. 

Functional  results  were  determined  through  pa- 
tient interviews.  Metabolic  studies  were  obtained  in 
23  patients  to  assess  the  consequences  during  the 
defunctionalized  stage  when  the  patient  had  a tem- 
porary ileostomy. 

The  data  are  reported  as  group  means  plus  or 
minus  standard  deviation  or  as  medians  and  ranges. 


The  data  on  metabolic  function  were  evaluated  with 
the  Student  t-test  for  paired  data.  When  data  were 
skewed,  the  nonparametric  signed  rank  test  was 
used.  Type  1 error  was  set  at  .05. 

SURGICAL  TECHNIQUE 

A two-team  approach  was  used.  Each  patient  was 
placed  in  a modified  dorsolithotomy  position.  An 
abdominal  colectomy  was  performed,  stapling  oflf 
the  ileum  flush  with  the  ileocecal  junction  (Fig  lA). 

The  rectal  dissection  was  taken  down  to  the  level 
of  the  levator  ani  muscles.  The  perineal  operators 
performed  a synchronous  mucosal  proctectomy. 

The  rectum  was  injected  submucosally  with  a solu- 
tion containing  a 1 in  200,000  dilution  of  epi- 
nephrine. The  rectal  mucosa  was  then  circumfer- 
entially stripped  in  a cephalad  direction,  starting  at 
the  dentate  line,  for  a distance  of  approximately  6 
cm  (Fig  IB).  This  permitted  amputation  of  the  mo- 
bilized rectum  distal  to  the  uppermost  margin  of 
stripped  rectum. 

The  mobility  of  the  terminal  ileum  is  checked. 
Adequate  length  is  available  if  a point  on  the  anti- 
mesenteric  aspect  of  the  ileum  approximately  20 
cm  from  the  terminal  ileum  can  be  easily  pulled  be- 
yond the  symphysis  pubis.  A pouch  of  ileum  is  then 
created.  When  a J-pouch  is  created,  the  most  distal 
loop  of  ileum  is  turned  back  on  itself  and  an  entero- 
tomy  created  at  the  apex  (Fig  2A).  The  GIA  stapling 
device  is  then  inserted  through  the  enterotomy  and 
fired  serially  to  create  a 15—20  cm  pouch  (Figs  2B, 
2C ).  The  enterotomy  is  used  as  the  point  of  ana- 
stomosis of  the  ileal  pouch  to  the  anus.  The  pouch 
of  ileum  is  then  pulled  through  the  rectal  cuff  (Fig 
3A ) and  an  ileal  pouch-anal  anastomosis  is  fashioned 
with  interrupted  sutures  of  3-0  polyclycolic  acid 
suture  (Fig  3B).  A loop  ileostomy,  performed  at  the 
most  distal  ileal  site  feasible,  is  created  and  matured 
primarily  (Fig  4A).  On  occasion,  the  ileostomy  is  ro- 
tated 180  degrees  (Fig  4B).  This  defunctioning  il- 
eostomy is  closed  8 to  1 2 weeks  postoperatively 
after  radiographic  examination  has  established  the 
integrity  of  the  pouch  and  anastomosis. 

Results 

Thirty  seven  patients  underwent  the  J-pouch  proce- 
dure. Two  patients  in  whom  length  of  the  small 
bowel  mesentery  was  insufficient  to  reach  the  pel- 
vis, had  the  S-pouch  procedure.  Thirty-two  patients 
had  synchronous  colectomies.  Seven  patients  had 
prior  subtotal  colectomies,  and  the  pouch  proce- 
dure was  performed  secondarily. 

INTESTINAL  FUNCTION 

Of  the  39  patients  undergoing  ileal  pouch-anal  ana- 
stomosis, 35  patients  have  had  the  temporary  il- 
eostomy closed,  re-establishing  intestinal  continuity. 
Two  patients  are  in  the  defunctionalized  stage,  one 
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Ileal  pouch-anal  anastomosis 


lA  A total  colectomy 
is  performed  stapling 
off  the  ileum  flush 
with  the  ileocecal 
junction 

IB.  The  rectal  mucosa 
is  stripped  for  a 
distance  of  6 cm, 
leaving  a muscular 
cuff  of  rectum  with  an 
intact  anal  sphincter 
mechanism. 


2A  A J-pouch  is 
created  by  turning 
back  a loop  of  ileum 
on  itself 

2B.  A stapling  device 
is  inserted  through  an 
enterotomy  defect  and 
fired 

2C.  Several  repeated 
applications  of  the 
stapling  device 

Q Q completes  the  creation 
of  the  pouch. 
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3A  The  pouch  of 
ileum  is  pulled 
through  the  rectal  cuff 

3B.  An  ileal  pouch- 
anal  anastomosis  is 
created 


4A  A temporary’ 
protective  loop 
ileostomy  is  made. 

■iB.  On  occasion,  the 
loop  ileostomy  is 
rotated  180  degrees. 
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patient  developed  pouch  necrosis  and  has  a perma- 
nent ileostomy,  and  one  patient  died  prior  to  ile- 
ostomy closure.  The  ileostomy  was  closed  in  these 
patients  a mean  ( ± SD)  of  9 ± 6 weeks  post- 
operatively.  The  mean  number  of  bowel  movements 
per  24-hour  period  was  6.5  ± 3.1.  This  includes  5.4 
± 2.6  movements  during  the  daytime  hours  and  1.1 
±1.1  movements  at  night.  Occasional  incontinence 
to  stool,  gas,  and  mucus  was  experienced  by  18%, 
15%,  and  15%  of  the  patients  respectively.  The 
mean  number  of  daytime  accidents  was  .17  ± .61 
and  the  mean  number  of  nighttime  accidents  was 
. 16  ± .45.  Three  patients  (8%  ) have  had  to  cathe- 
terize  the  pouch  to  promote  evaluation.  Four  pa- 
tients have  experienced  difficulties  with  sexual 
function  as  a result  of  the  procedure.  Five  of  36 
( 14%  ) patients  used  antidiarrheal  agents. 

COMPLICATIONS 

The  complications  of  the  procedure  are  delineated 
in  Fig  5.  There  were  no  early  postoperative  deaths. 
One  patient  died  of  AIDS  22  months  after  the  proce- 
dure; AIDS  was  not  diagnosed  preoperatively.  Major 
complications  required  reoperation  in  7 of  39  pa- 
tients ( 18%  ).  Five  of  the  reoperations  were  in  pa- 
tients who  developed  pelvic  abscesses.  Two  were 
for  obstructive  ileostomy  dysfunction.  Pelvic  ab- 
scess occurred  in  six  patients.  In  five  patients  anas- 
tomotic leaks  were  demonstrated.  One  patient  de- 
veloped pouch  necrosis  which  necessitated  removal 
of  the  pouch  and  permanent  ileostomy.  Three  pa- 
tients had  wound  infections.  Two  patients  devel- 
oped mild  anastomotic  strictures  which  were  treated 
successfully  with  dilatation.  Pouchitis  occurred  in 
six  patients;  in  all  cases  it  responded  to  oral  admin- 
istration of  metronidazole.  Problems  with  perianal 
excoriation  were  seen  in  five  patients,  mild  in  four 
and  severe  in  one. 

METABOLIC  CHANGES 

Metabolic  function  during  the  defunctionalized 
stage  ( during  the  time  of  temporary  loop  ileos- 
tomy ) was  compared  to  preoperative  values  in  2 1 
patients.  There  was  a mean  weight  loss  of  1 5.9  ± 

17.5  lb.  Triglyceride  levels  increased  significantly 

5 Complications  in  39  patients  undergoing  ileal  pouch-anal 
anastomosis. 

Complication Number  % 

Reoperations  g' 

Intra-abdominal  abscess  (, 

Pouch  anastomosis  leak  5 

Pouchitis  g 

Ileostomy  dyshtnction  4 

Perianal  excoriation  5 

Wound  infection  3 

Anastomotic  stricture  2 

’One  patient  required  two  reoperations. 


from  a preoperative  value  of  95  ± 29  mg/dL  to  a 
postoperative  mean  of  190  ± 86  mg/dL  (normal, 
30-160  mg/dL),  t=3.4,  p<.01.  Cholesterol  levels 
fell  significantly  from  a mean  of  183  ± 30  mg/dL  to 
122  ± 48  mg/dL  (normal,  120-280  mg/dL),  t=6  3 

p<.0001. 

All  four  liver  values  measured  rose  significantly 
from  the  preoperative  period  to  the  defunc- 
tionalized stage.  The  SGPT  rose  from  a mean  of  20 
± 9 lU/L  to  83  ± 55  lU/L  (normal,  0-35  lU/L).  The 
SGOT  level  rose  from  20  ± 10  lU/L  to  50  ± 33  lU/L 
(normal,  0—40  lU/L).  Both  changes  were  significant, 
p<.001.  Alkaline  phosphatase  levels  rose  from  a 
mean  of  69  ± 38  lU/L  to  125  ± 51  lU/L  (normal, 
30-150  lU/L),  t = 4.3,  p<.001.  LDH  rose  from  150 
± 46  lU/L  to  2 1 5 ± 1 1 7 lU/L  ( normal,  100-190  lU/L) 
t = 2.3,  p<.05. 

Both  BUN  and  creatinine  levels  rose  significantly 
during  the  defunctionalized  stage.  BUN  levels  rose 
from  a median  value  of  10  mg/dL  (range  4-20),  to 
1 1 mg/dL  (range  7-99)  (normal,  7-22  mg/dL). 
Creatinine  values  rose  from  1 mg/dL  (range  0.7  to 
1.3)  to  I.l  rng/dl.  (range  0.70— 6.3),  (normal, 

0.5-  1.5  mg/dL).  Both  changes  were  significant 
when  analyzed  by  the  signed  rank  test,  p<.05.  Uric 
acid  levels  increased  significantly  from  a median 
value  of  5. 1 mg/dL  (range  2.0- 10. 1 ) to  7.6  mg/dL 
(normal  4.2-12.9),  p<.001. 

Changes  in  hemo^obin  concentration  were  not 
significant.  Platelet  counts  rose  from  a mean  pre- 
operative value  of  304,000  to  a postoperative  level 
of  447,000,  t=2.9,  p<.05. 

Discussion 

Ravitch  and  Sabiston,  in  1947,  were  the  first  to  use 
the  technique  of  mucosal  proctectomy  and  ileoanal 
anastomosis  ( 3 ).  Their  procedure  employed  a 
straight  pull-through  with  no  proximal  pouch.  This 
procedure,  however,  was  attended  by  an  excessive 
late  complication  rate.  Renewed  interest  in  this  type 
of  procedure  was  witnessed  in  1980  with  reports  of 
the  use  of  a pouch,  proximal  to  an  ileal-anal  anastomo- 
sis by  Utsunomiya  ( 4 ) and  Parks  et  al  ( 5 ).  Since  then, 
the  procedure  has  gained  a growing  popularity  and 
has  undergone  several  technical  refinements. 

The  procedure  should  be  reserved  for  patients 
with  ulcerative  colitis  or  famUial  polyposis  coli.  At- 
tempts to  employ  the  operation  in  patients  with 
Crohn’s  colitis  have  met  with  poor  results. 

The  use  of  a temporary  covering  loop  ileostomy 
is  advocated.  Although  the  ileoanal  procedure  has 
been  performed  in  selected  patients  without  such 
an  ileostomy  (6),  this  has  resulted  in  an  increased 
incidence  of  postoperative  complications  (7).  The 
use  of  a temporary  ileostomy,  however,  is  accom- 
panied by  a number  of  systematic  metabolic  altera- 
tions similar  to  those  seen  in  patients  with  short  gut 
syndrome  (8).  In  most  patients  the  metabolic 
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changes  returned  to  normal  following  ileostomy 
closure.  While  metabolic  alterations  can  occur  after 
standard  ileostomy,  the  magnitude  of  these  changes 
is  greater  after  a loop  ileostomy  because  of  its  more 
proximal  location. 

In  summary,  39  patients  underwent  the  ileal 
pouch-anal  anastomosis  procedure  as  treatment  for 
ulcerative  colitis  and  familial  polyposis.  This  proce- 
dure cures  the  disease  process  while  preserving 
anal  sphincter  function  in  what  is  predominantly  a 
young  population.  The  procedure,  however,  has  a 
technical  complication  rate  in  excess  of  that  for 
proctocolectomy  with  Brooke  ileostomy.  The  deci- 
sion to  undergo  the  “pouch  procedure”  must  be 
taken  with  the  complication  rate  in  mind. 
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Patients  with  suspected 
hepatic  metastases: 
su^ested  approach 


The  best  approach  to  identifying  whether  metasta- 
ses are  present  in  a patient  in  whom  they  are 
suspected  remains  confusing.  Confusion  is  con- 
founded by  the  multiple  tests  available.  Over  a 16- 
month  period  88  patients  who  were  subsequently 
confirmed  as  having  hepatic  metastases  were  ex- 
amined at  the  Houston  Veterans  Administration 
Medical  Center.  The  symptoms,  physical  findings, 
laboratory  parameters,  imaging  and  current  bi- 
opsy techniques  are  discussed  to  aid  diagnostic 
evaluation  of  patients  with  hepatic  metastases. 

KEY  WORDS;  LIVER  OR  HEPATIC  METASTASES,  DIAGNOSIS, 
SYMPTOMS,  BIOPSY,  SCANS. 


The  liver  is  commonly  involved  by  metastases 
from  malignancies  arising  elsewhere  in  the 
body.  A correct  diagnosis  of  hepatic  metasta- 
ses has  a major  influence  on  the  type  of  therapy 
offered  (1)  (eg,  positive  biopsy  implies  that  the  pri- 
mary malignancy  is  incurable  surgically).  The  pres- 
ence of  hepatic  metastases  is  often  suspected  by 
new  findings  on  physical  examination,  laboratory 
tests,  or  imaging  procedures.  Confirmation  of  the 
presence  of  metastases  is  often  difficult.  This  report 
describes  recent  experience  at  a Veterans  Admin- 
istration hospital  and  discusses  the  advantages  and 
pitfalls  of  available  options  in  the  diagnosis  of  hepatic 
metastases. 

Methods 

Eighty-eight  patients  at  the  Houston  Veterans  Ad- 
ministration Medical  Center  were  confirmed  as 
having  hepatic  metastases  over  a 1 6-month  period. 
All  patients  underwent  liver  biopsy,  which  was  done 
by  “blind”  percutaneous  method  in  72,  directly  into 
palpable  hepatic  nodules  in  1 2,  and  at  laparoscopy 
in  four.  Menghini  needles  (2)  were  used  in  50  pa- 
tients (60%  ) and  Tru-cut  needles  (3)  in  34  patients 
(40%  ) (Travenol  Laboratories,  Deerfield,  111).  Labo- 
ratory results  (liver  function  tests  and  venous  hema- 
tocrits) were  obtained  within  48  hours  prior  to  the 
procedure.  The  venous  hematocrits  were  also  ob- 
tained 48  hours  after  the  liver  biopsy  procedure. 
Each  patient  had  a 99t„  sulfur  colloid  liver  scan  and 
hepatic  ultrasound  or  computed  tomographic  ex- 
amination, or  both. 

Results 

The  site  of  the  primary  cancer  was  lung  in  33% , 
colon  in  12%,  gallbladder  in  8%,  pancreas  in  7%, 
and  others  in  18%  (renal  cell,  gastric,  urethra, 
esophagus,  breast,  carcinoid,  lymphoma).  In  22%, 
the  site  of  the  primary  cancer  could  not  be 
identified. 


CLINICAL  FEATURES 

Patients  with  cancer  were  referred  to  the  digestive 
disease  section  when  they  developed  new  symp- 
toms, physical  findings,  or  abnormal  liver  function 
tests.  Most  patients  with  metastatic  liver  disease 
presented  with  new  physical  findings;  only  4%  had 
neither  symptoms  nor  new  findings  on  abdominal 
examination.  Hepatomegaly  was  present  in  71%  of 
the  patients  (60%  of  whom  had  lung  or  unknown 
primaries).  Although  signs  of  advanced  liver  in- 
volvement were  rare,  jaundice  was  noted  in  1 6% 

( gastric,  lung,  unknown  primary  ) whereas  ascites 
was  present  in  only  5%  (gastric,  lung,  unknown  pri- 
mary). Abdominal  pain  was  recorded  in  43%  of  the 
patients  (75%  of  them  with  primary  lung  cancer  or 
unknown  primary  site).  Diarrhea  had  developed  in 
3%  (lymphoma  and  oat  cell  carcinoma).  No  patient 
had  an  audible  liver  bruit. 

LfVER  FUNCTION  TESTS 

A new  abnormality  of  the  conventional  liver  func- 
tion tests  was  present  in  95% . The  alkaline  phos- 
phatase was  most  often  abnormal  and  was  elevated 
in  85% . Importantly,  the  elevation  of  serum  alkaline 
phosphatase  was  less  than  twofold  in  45% . Serum 
transaminase  levels  were  increased  in  75%,  but 
again  the  elevation  was  less  than  twofold  in  almost 
half,  48% . The  serum  bilirubin  was  elevated  in  40% 
but  was  increased  less  than  twofold  in  78% . 

IMAGING  STUDIES 

Liver  scan,  ultrasound,  and  computed  tomography 
(CT)  are  the  imaging  modalities  available  in  our  in- 
stitution. The  diagnostic  yield  was  the  same  in  all 
three.  The  rate  of  false-negative  results  also  were 
similar  for  all  three  methods  (4.5%  for  liver  scans, 
3-3%  for  hepatic  ultrasound,  and  5.5%  for  CT),  less 
than  that  frequently  reported,  although  it  is  possible 
that  a larger  percentage  of  our  patients  had  ad- 
vanced disease. 

LIVER  BIOPSY 

Metastatic  cancer  was  confirmed  by  percutaneous 
liver  biopsy  in  72  patients,  64%  of  those  with  scans 
suggestive  of  metastatic  disease.  We  obtained  two 
biopsy  specimens  (two  passes)  in  21  patients,  but 
this  did  not  noticeably  increase  the  number  of  posi- 
tive results.  On  the  other  hand,  biopsies  directed 
into  palpable  hepatic  nodules  in  another  1 2 patients 
were  positive  for  malignancy  in  all  12.  Biopsies 
taken  under  direct  vision  at  laparoscopy  were  also 
positive  in  all  patients  who  underwent  laparoscopy. 

Liver  biopsy  in  metastatic  liver  disease,  whether 
performed  by  the  intercostal  or  subcostal  route,  ap- 
pears to  be  safe.  Eight  patients  experienced  an 
asymptomatic  fall  in  hematocrit  (by  4%  to  6%  ) and 
one  patient  developed  a small  subcapsular  hema- 
toma seen  incidentally  on  CT  scan. 
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Discussion 

Accurate  diagnosis  of  hepatic  metastases  is  fre- 
quently desired,  since  it  may  significantly  alter  the 
therapeutic  and  prognostic  parameters  ( 1 ),  and 
tissue  confirmation  of  metastases  is  often  essential 
for  critical  clinical  decisions.  Most  patients  with 
metastatic  disease  will  present  with  new  findings  by 
history  or  on  physical  examination.  The  suspicion  is 
furthered  by  results  of  conventional  liver  function 
tests.  Although  95%  of  our  patients  demonstrated  a 
new  laboratory  abnormality  (most  commonly  an  in- 
crease in  the  serum  alkaline  phosphatase),  other 
studies  have  reported  that  as  many  as  20%  of  pa- 
tients with  hepatic  metastases  have  normal  liver 
function  tests  (4). 

Scanning  procedures  are  frequently  ordered  to 
confirm  the  hepatic  metastases.  The  diagnostic  yield 
or  accuracy  of  imaging  procedures  varies  according 
to  the  available  technology  and  expertise.  Liver 
scan,  ultrasound,  and  CT  are  each  reported  to  yield 
false-negative  examinations  in  as  many  as  20%  of 
cases  with  confirmed  metastatic  disease  (5,7- 11). 
False-positive  imaging  studies  are  also  reported  with 
rates  as  high  as21%  (10,12,13).  Scans  in  patients 
with  chronic  liver  disease  are  especially  difficult  to 
interpret  and  such  patients  generally  have  high  rates 
of  both  false -positives  and  false-negative  examina- 
tions. Lymphoma  is  a special  problem  as  there  is  fre- 
quently a lack  of  correlation  between  liver  function 
tests,  scan,  and  biopsy  results,  and  accurate  staging 
may  not  be  possible  by  noninvasive  methods  (13). 

None  of  the  three  imaging  modalities  are  effective 
in  detecting  lesions  with  diameters  below  1 to  2 cm 
( 7,8, 1 4 ),  so  a negative  scan  does  not  exclude  metas- 
tases. Besides  small  nodules  and  metastatic  foci  with 
the  same  density  as  liver,  observer  differences 
account  for  a significant  proportion  of  the  false- 
positive and  false-negative  studies  (15,16).  Nuclear 
magnetic  resonance  (NMR)  scans  do  not  seem  to 
have  increased  the  diagnostic  yield  for  hepatic  me- 
tastases (17). 

Tissue  diagnosis  remains  the  standard.  Conven- 
tional, unguided  percutaneous  biopsy  can  be  ex- 
pected to  provide  the  diagnosis  only  in  64%  to  70% 
of  patients  with  hepatic  metastases  (4).  Laparoscopy- 
directed  biopsy  offers  a significant  diagnostic  advan- 
tage over  a percutaneous  biopsy,  without  significant 
additional  risk  or  discomfort  to  the  patient  (18—22), 
but  it  is  expensive  and  not  widely  available.  The 
yield  from  a percutaneous  biopsy  can  clearly  be  in- 
creased if  biopsy  is  directed  into  a palpable  mass, 
but  in  many  cases  there  is  no  palpable  nodule.  Al- 
though the  exact  complication  rate  of  percutaneous 
needle  biopsy  of  metastatic  liver  disease  is  not 
known,  this  study  confirms  that  the  complication 
rate  is  no  higher  than  seen  in  non-neoplastic  liver 
diseases  as  shown  in  other  studies  (1,4,18,19,25 ). 


Suggested  approach 

Abdominal  pain,  hepatomegaly,  and  abnormal  liver 
function  tests,  appearing  de  novo  in  a patient  with 
cancer,  should  suggest  the  presence  of  hepatic  me- 
tastases. An  imaging  study  would  be  the  logical  first 
step  and  when  one  considers  cost,  simplicity,  and 
patient  tolerance,  ultrasonography  appears  to  be  the 
test  of  choice  (5,22).  Unfortunately,  intestinal  gas 
hampers  interpretation  in  10%  to  20%  of  cases 
( 5,7 ).  Tissue  may  not  be  needed  when  filling  de- 
fects are  demonstrated  in  a patient  with  a previ- 
ously normal  scan  (22).  A tissue  diagnosis  may  be 
needed:  (a)  when  liver  function  tests  and/or  scan 
are  abnormal  but  not  diagnostic;  (b)  to  guide  therapy 
for  patients  who  have  two  primary  malignancies; 

(c)  for  proof  of  the  diagnosis  of  hepatic  metastases 
from  an  unknown  primary;  (d)  for  staging  for  lym- 
phoma; or  (e)  when  a curative  surgical  intervention 
is  considered  (23,26-30).  Although  liver  biopsy 
can  be  performed  percutaneously  if  the  site  of  the 
suspected  neoplastic  tissue  is  accessible  (especially 
if  palpable),  the  combination  of  an  imaging-guided 
study  (ultrasound  or  CT)  and  biopsy  may  be  the 
most  cost-effective  approach,  especially  if  biopsy  is 
done  at  the  time  of  the  diagnostic  imaging  study. 
Laparoscopy  provides  an  excellent  yield,  but  its  use 
has  probably  been  superseded  by  CT-or  ultrasound- 
directed  biopsy,  and  it  is  now  reserved  for  patients 
in  whom  imaging  studies  do  not  clearly  identify 
nodules. 
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Abnormally  low  blood  sugar  measurements  were 
recorded  on  several  occasions  in  a patient  with 
chronic  myeloid  leukemia  Comparative  measure- 
ments of  glucose  in  whole  blood  and  in  imme- 
diately separated  plasma  revealed  the  phenome- 
non of  spurious  hypoglycemia  as  a result  of  the 
accelerated  rate  of  in  vitro  glycolysis  by  the  excess 
white  cells  in  blood  samples. 

KFl'  WORDS:  HYPOGLYCEMIA,  CHRONIC  LEUKEMIA, 
GLYCOLYSIS. 
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The  phenomenon  of  artifactitious  or  spurious 
hypoglycemia  in  patients  with  chronic  leuke- 
mia has  been  rarely  described  ( 1 - 3 )•  This 
phenomenon  is  due  to  an  accelerated  rate  of  in 
vitro  glycolysis  in  blood  samples  associated  with  a 
high  white  blood  cell  count  (4).  To  our  knowledge, 
spurious  hypoglycemia,  or  pseudohypoglycemia, 
has  not  been  emphasized  or  described  in  the  differ- 
ential diagnosis  of  hypoglycemic  states  in  standard 
textbooks  of  medicine.  We  present  a case  of  artifac- 
titious or  spurious  hypoglycemia  associated  with 
chronic  myeloid  leukemia  and  previously  diagnosed 
as  true  hypoglycemia. 

Case  report 

Chronic  myeloid  leukemia  with  thrombocytopenia 
in  a 44-year-old  woman  was  confirmed  by  bone 
marrow  aspiration.  She  was  treated  with  supportive 
therapy  followed  by  a course  of  chemotherapy. 
Splenectomy  was  performed  and  she  was  main- 
tained on  interferon  therapy  and  leukapheresis.  Fast- 
ing blood  sugar  levels,  drawn  without  added  sodium 
fluoride,  were  reported  as  40,  70,  47,  49,  27,  21, 
and  44  mg/dL  (by  glucose  oxidase  method)  on  con- 
secutive days.  Although  the  patient  did  not  show 
the  classical  symptoms  of  hypoglycemia,  she  com- 
plained of  fatigue  and  general  weakness.  In  the 
presence  of  the  reported  low  blood  glucose,  these 
symptoms  were  interpreted  to  be  due  to  hypo- 
glycemia. A dextrose  20%  infusion  was  started,  but 
the  blood  glucose  readings  remained  low. 

The  patient  was  then  referred  to  the  endocrine 
service  for  consultation.  At  that  time  her  peripheral 
blood  analysis  revealed  a hemoglobin  level  of  8.8  g/dL, 
hematocrit  26% , and  total  white  cell  count  160,000/ 
mm’  (polymorphonuclear  leukocytes  44%,  band 
forms  11%,  metamyelocytes  7% , myelocytes  8% , 
promyelocytes  9% , myeloblasts  9% , eosinophils 
1 % , lymphocytes  0% , and  monocytes  1 % ).  The  T^ 
level  was  7 pg/dL  (normal  4-12  ixg^dL),  T3  resin 
uptake  determination  was  27.8%  (normal  24-34), 
TSH  level  was  8 juU/mL  (normal  0—10  /u.U/mL),  and 
morning  cortisol  level  was  18.4  [xg/dL  (normal 
7-25  |JL/dL). 

The  blood  glucose  level  was  measured  in  the 


patient’s  whole  blood,  prevented  from  clotting 
by  adding  EDTA,  immediately  after  the  blood  was 
drawn  and  again  after  15,  30,  45,  and  60  minutes  at 
room  temperature.  These  readings  were  compared 
with  readings  in  patient  plasma  immediately  sepa- 
rated and  in  whole  blood  from  a healthy  donor.  The 
glucose  level  fell  more  rapidly  in  the  patient’s  whole 
blood  than  in  normal  whole  blood.  In  contrast,  the 
glucose  level  in  the  patient’s  plasma  did  not  change 
( Fig  1 ).  The  patient’s  blood  glucose  level  was  also 
tested  with  Chemstrip  bG  (Boehringer  Mannheim 
Diagnostics,  Indianapolis),  and  the  results  were  not 
significantly  different  from  that  obtained  in  patient 
plasma  immediately  separated. 

Discussion 

At  room  temperature,  glucose  in  normal  whole- 
blood  specimens  without  added  inhibitors  of  glyco- 
lysis is  metabolized  at  about  7 mg/dlThour.  In  the 
blood  of  a person  with  chronic  leukemia,  the  rate 
exceeds  the  normal  range  (4,5).  Although  glucose 
consumption  in  nonleukemic  blood  is  five  to  seven 
times  greater  than  in  leukemic  blood  with  compa- 
rable white  blood  cell  counts,  the  increase  of  white 
cell  count  to  over  60,000/mm’  in  leukemia  acceler- 
ates the  rate  of  glucose  utilization  in  vitro  (5). 

Since  the  introduction  of  the  multichannel  auto- 
analyzer, many  laboratories  have  used  serum  to 
measure  glucose  levels  without  having  to  add  so- 
dium fluoride  routinely  to  the  blood  sample  as  an 
antiglycolytic  agent  unless  the  separation  of  serum 
or  plasma  is  delayed  more  than  60  minutes  (6). 
When  certain  glycose  oxidase/peroxidase  tech- 
niques are  used,  sodium  fluoride  may  interfere  with 
the  results  of  glucose  measurements  as  well  as  with 
other  chemical  measurements  such  as  blood  urea 
nitrogen  ( BUN ).  Using  sodium  iodoacetate  as  an 
antiglycolytic  agent  may  avoid  these  problems  (7). 
In  addition,  the  usual  amount  of  sodium  fluoride 
used  to  inhibit  glycolysis  (2.5  mg/mL  whole  blood) 
does  not  prevent  the  accelerated  in  vitro  glycolysis 
that  occurs  in  chronic  leukemia;  to  inhibit  glyco- 
lysis, larger  amounts  of  sodium  fluoride  would  be 
required  (1,2). 

The  findings  in  this  patient  highlight  the  phenome- 
non of  spurious  hypoglycemia,  which  is  due  to  con- 
sumption of  glucose  by  an  increased  number  of 
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white  cells  and  is  directly  related  to  the  total  white 
cell  count  (5).  The  decrease  in  glucose  concentra- 
tion is  not  seen  when  plasma  or  blood  minus  bufly 
coat  using  the  gel-containing  test  tubes  is  studied, 
excluding  the  effects  of  leukocytes  ( 1 ).  Similarly, 
high  platelet  counts  can  cause  pseudo-hyperkalemia 
when  serum  samples  are  used. 

Symptoms  of  hypoglycemia  were  not  present  in 
the  reported  cases  of  artifactitious  hypoglycemia  or 
in  our  patient,  but  the  frequent  finding  of  low  blood 
sugar  in  this  patient,  coupled  with  vague  symptoms 
of  fatigue  and  tiredness,  which  retrospectively  may 
be  attributed  to  the  primary  disease,  alarmed  the 
treating  physician  who  suspected  true  hypogly- 
cemia. True  spontaneous  hypoglycemia  has  been 
described  as  well  in  patients  with  chronic  myeloid 
leukemia  (8- 10);  it  was  attributed  to  in  vivo  gly- 
colysis by  leukocytes  and  to  depletion  of  hepatic 
glycogen. 

We  should  be  aware  of  the  phenomenon  of  pseudo- 
hypoglycemia when  treating  patients  with  leukemia 
who  have  a high  white  cell  count.  This  should  be 
ruled  out  by  the  measurement  of  the  blood  glucose 
level  immediately  after  blood  is  withdrawn  or  in 
serum  or  plasma  immediately  separated  after  blood 
collection,  or  blood  collected  in  gel-containing  test 
tubes.  The  effect  of  the  leukocytes  on  blood  glucose 
may  be  avoided  also  if  glucose  is  measured  with 
Chemstrip  bG,  Glucostix,  and  Dextrostix. 
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Texas  Medical  Association 
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4 Postgraduate 
Courses 
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during  the  1988 
Fall  Leadership  Conference 
in  Austin 


Saturday,  Sept.  1 7, 1 :30  to  5:30  pm 


Basic  Life  Support  for  Physicians 

Paul  Begnoche,  Bergstrom  Air  Force  Bose 
Fee:  member, $50;  nonmember,  $55 


Sunday,Sept.  18,8am  to  1 pm 


New  Drugs  for  Treatment  of  Coronary 
Artery  Diseases 

Addison  A.  Taylor,  MD,  PhD,  Baylor  College  of 
Medicine,  Houston 

Fee:  member,  $75;  nonmember,  $80 

Office  Dermatology 

Sharon  S.  Roimer,  MD,  The  University  of  Texas 

Medical  Branch,  Galveston 

Fee:  member,  $75;  nonmember,  $80 

Office  Gynecology — Management  of 
Sexually-Transmitted  Diseases 

David  L.  Hemsell,  MD,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas 
Fee:  member,  $75;  nonmember,  $80 


AH  courses  scheduled  at  Four  Seasons 
Hotel,  Austin 

For  more  information  and  for  registration  and 
housing  forms,  call  TMA  Department  of  Annual 
Session  and  Scientific  Programming, 
512/477-6704. 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective,  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  cUdinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving) . 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  aU  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Vanable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Sjmcope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  le.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Each  capsule  contains  5 mg  chlordiazepoxide 
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brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
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cases,  your  request  can  be  processed  within  24  hours. 
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duodenal  ulcer  therapy  available  in  a 

Unique  Convenience  Pak 

for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  insert  for  prescribing  information 
Indications  and  Usage:  Axid  is  indicated  for  up  to  eight  weeks  lor  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  four  weeks 

Axid  IS  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication;  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Pracauflons:  Genera/- 1.  Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subiects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix’  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Uo  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine.  phenytoin,  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d , was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  ferf//r//~A  two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enlcrochromaffin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  limes  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy -Teratogenic  Effects-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  limes  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  limes  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  it  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Wofhers- Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  Use-Sa\e\i  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Pa/renfs- Ulcer  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rales  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions;  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (I7e  vs  0.27#),  urticaria  (0.57e  vs  <0  01 7o),  and  somnolence 
(2  47o  vs  1 37o)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported;  it  was  not  possible  to 
Axid*  (nizatidine,  Lilly) 


determine  whether  these  were  caused  by  nizatidine 
Wepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SCOT  (AST).  SGPT  (ALT),  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  S60T.  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular-\r\  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

f ndoerme  — Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  flare  reports  of  gynecomastia  occurred 
Hematologic-fa\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
Integumenlal -SweaWng  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 

reported 

Overdotage:  There  Is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84% 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1.200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD^o  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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.♦.the  Cornerstone 
of  Our  Professions 
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Corporation  of  America.  Like 
you,  we  make  caring  for  our 
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And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
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practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 
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INDICATIONS  AND  USAGE:  BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARATIONS,  THESE  DRUGS  SHDULD 
BE  RESERVED  FOR  THOSE  PATIENTS  WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EF- 
FERVESCENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE  IS  A PROBLEM  OF 
COMPLIANCE  WITH  THESE  PREPARATIONS, 

1 . For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  metabolic  alkalosis,  in  digitalis 
intoxication  and  in  patients  with  hypokalemic  familial  periodic  paralysis 

2.  For  the  prevention  of  potassium  depletion  when  the  dietary  intake  is  inadequate  in  the  following 
conditions  Patients  receiving  digitalis  and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis 
with  ascites,  states  of  aldosterone  excess  with  normal  renal  function,  potassium-losing  nephropathy, 
and  with  certain  diarrheal  states. 

3.  The  use  of  potassium  salts  in  patients  receiving  diuretics  for  uncomplicated  essential  hyperten- 
sion is  often  unnecessary  when  such  patients  have  a normal  dietary  pattern.  Serum  potassium 
should  be  checked  periodically,  however,  and  if  hypokalemia  occurs,  dietary  supplementation  with 
potassium-containing  foods  may  be  adequate  to  control  milder  cases.  In  more  severe  cases  sup- 
plementation with  potassium  salts  may  be  indicated 

CONTRAINDICATIONS:  Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia 
since  a further  increase  in  serum  potassium  concentration  in  such  patients  can  produce  cardiac 
arrest.  Hyperkalemia  may  complicate  any  of  the  following  conditions:  Chronic  renal  failure,  systemic 
acidosis  such  as  diabetic  acidosis,  acute  dehydration,  extensive  tissue  breakdown  as  in  severe  burns, 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic  (e  g,,  spironolactone, 
triamterene). 

Wax-matrix  potassium  chloride  preparations  have  produced  esophageal  ulceration  in  certain  cardi- 
ac patients  with  esophageal  compression  due  to  enlarged  left  atrium 

All  solid  dosage  forms  of  potassium  chloride  supplements  are  contraindicated  in  any  patient  in 
whom  there  is  cause  for  arrest  or  delay  in  tablet  passage  through  the  gastrointestinal  tract.  In  these 
instances,  potassium  supplementation  should  be  with  a liquid  preparation. 

WARNINGS:  Hyperkalemia  —In  patients  with  impaired  mechanisms  tor  excreting  potassium,  the  ad- 
ministration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest.  This  occurs  most  com- 
monly in  patients  given  potassium  by  the  intravenous  route  but  may  also  occur  in  patients  given 
potassium  orally.  Potentially  fatal  hyperkalemia  can  develop  rapidly  and  be  asymptomatic.  The  use  of 
potassium  salts  in  patients  with  chronic  renal  disease,  or  any  other  condition  which  impairs  potas- 
sium excretion,  requires  particularly  careful  monitoring  of  the  serum  potassium  concentration  and 
appropriate  dosage  adjustment. 

Interaction  with  Potassium  Sparing  Diuretics— Hypokalemia  should  not  be  treated  by  the  con- 
comitant administration  of  potassium  salts  and  a potassium-sparing  diuretic  (e.g. , spironolactone  or 
triamterene)  since  the  simultaneous  administration  ot  these  agents  can  produce  severe  hyperkalemia. 

Gastrointestinal  Lesions— Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative 
lesions  of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized  concentration  of 
potassium  ion  in  the  region  of  a rapidly  dissolving  tablet,  which  injures  the  bowel  wall  and  thereby 
produces  obstruction,  hemorrhage  or  perforation. 

K-DUR  tablets  contain  micro-crystalloids  which  disperse  upon  disintegration  of  the  tablet.  These 
micro-crystalloids  are  formulated  to  provide  a controlled  release  of  potassium  chloride.  The  dispersi- 
bility of  the  micro-crystalloids  and  the  controlled  release  of  ions  from  them  are  intended  to  minimize 
the  possibility  ot  a high  local  concentration  near  the  gastrointestinal  mucosa  and  the  ability  of  the  KOI 
to  cause  stenosis  or  ulceration  Other  means  of  accomplishing  this  (e  g.,  incorporation  of  potassium 
chloride  into  a wax  matrix)  have  reduced  the  frequency  of  such  lesions  to  less  than  one  per  100,000 
patient  years  (compared  to  40-50  per  100,000  patient  years  with  enteric-coated  potassium  chloride) 
but  have  not  eliminated  them.  The  frequency  of  Gl  lesions  with  K-DUR  tablets  is,  at  present, 
unknown,  K-DUR  tabiets  should  be  discontinued  Immediately  and  the  possibility  of  bowel  obstruction 
or  perforation  considered  if  severe  vomiting,  abdominal  pain,  distention,  or  gastrointestinal  bleeding 
occurs. 

Metabolic  Acidosis— Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  citrate,  potassium  acetate,  or 
potassium  gluconate. 

PRECAUTIONS:  The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating  hypokale- 
mia in  a patient  with  a clinical  history  suggesting  some  cause  for  potassium  depletion  In  interpreting 
the  serum  potassium  level,  the  physician  should  bear  in  mind  that  acute  alkalosis  per  se  can  produce 
hypokalemia  in  the  absence  of  a deficit  in  total  body  potassium  while  acute  acidosis  per  se  can  in- 
crease the  serum  potassium  concentration  into  the  normal  range  even  in  the  presence  of  a reduced 
total  body  potassium  The  treatment  of  potassium  depletion,  particularly  in  the  presence  of  cardiac 
disease,  renal  disease,  or  acidosis  requires  careful  attention  to  acid-base  balance  and  appropriate 
monitoring  of  serum  electrolytes,  the  electrocardiogram,  and  the  clinical  status  of  fhe  pafient 

Laboratory  Tests:  Regular  serum  potassium  determinations  are  recommended  In  addition,  during 
the  treatment  of  potassium  depletion,  careful  attention  should  be  paid  to  acid-base  balance,  other 
serum  electrolyte  levels,  the  electrocardiogram,  and  the  clinical  status  of  the  patient,  particularly  in 
the  presence  of  cardiac  disease,  renal  disease,  or  acidosis 

Drug  Interactions:  Potassium-sparing  diuretics:  see  WARNINGS. 

Carcinogenesis,  Mutagenesis.  Impairment  of  Fertility:  Long-term  carcinogenicity  studies  in 
animals  have  not  been  performed 

Pregnancy  Category  C:  Animal  reproduction  studies  have  not  been  conducted  with  K-DUR.  It  is 
also  not  known  whether  K-DUR  can  cause  fetal  harm  when  administered  to  a pregnant  woman  or  can 
affect  reproduction  capacity.  K-DUR  should  be  given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers:  The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq  per  liter.  Since 
oral  potassium  becomes  part  of  the  body  potassium  pool,  so  long  as  body  potassium  is  not  exces- 
sive, the  contribution  ot  potassium  chloride  supplementation  should  have  little  or  no  effect  on  the 
level  in  human  milk 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established. 

ADVERSE  REACTIONS:  One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDICATIONS. 
WARNINGS,  and  OVEROOSAGE).  There  have  also  been  reports  of  upper  and  lower  gastrointestinal 
conditions  including  obstruction,  bleeding,  ulceration,  and  perforation  (see  CONTRAINDICATIONS 
and  WARNINGS);  other  (actors  known  to  be  associated  with  such  conditions  were  present  in  many  of 
these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea,  vomiting,  abdominal  dis- 
comfort, and  diarrhea  These  symptoms  are  due  to  irritation  ot  the  gastrointestinal  tract  and  are  best 
managed  by  taking  the  dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely, 

OVERDOSAGE:  The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory  mecha- 
nisms for  potassium  rarely  causes  serious  hyperkalemia.  However,  if  excretory  mechanisms  are  im- 
paired or  If  potassium  is  administered  too  rapidly  intravenously,  potentially  fatal  hyperkalemia  can 
result  (see  CONTRAINDICATIONS  and  WARNINGS)  It  is  important  to  recognize  that  hyperkalemia  is 
usually  asymptomatic  and  may  be  manifested  only  by  an  increased  serum  potassium  concentration 
and  characteristic  electrocardiographic  changes  (peaking  of  T -waves,  loss  of  P-waves,  depression  of 
S-T  segment,  and  prolongation  of  the  OT -interval).  Late  manifestations  include  muscle-paralysis  and 
cardiovascular  collapse  from  cardiac  arrest. 

Treatment  measures  for  hyperkalemia  include  the  following: 

1.  Elimination  of  foods  and  medications  containing  potassium  and  of  potassium-sparing  diuretics. 

2 Intravenous  administration  ot  300  to  500  ml/hr  of  10%  dextrose  solution  containing  10-20  units 
of  insulin  per  1,000  ml 

3 Correction  of  acidosis,  if  present,  with  intravenous  sodium  bicarbonate. 

4.  Use  of  exchange  resins,  hemodialysis,  or  peritoneal  dialysis. 

In  treating  hyperkalemia,  it  should  be  recalled  that  in  patients  who  have  been  stabilized  on 
digitalis,  too  rapid  a lowering  ot  the  serum  potassium  concentration  can  produce  digitalis  toxicity 
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Oliriical  abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  In’  the  TMA  Me- 
morial Library  each  month. 


Silent  myocardial  ischemia  in  the  elderly:  current  con- 
cepts. Sidney  O.  Gottlieb,  MD;  Gary  Gerstenblith,  MD.  (Mar- 
court  Brace  Jovanovich),  Geriatrics,  vol  43,  no  4,  pp  29—34). 

The  traditional  approach  to  managing  ischemic  heart  disease 
I has  been  to  reduce  symptoms,  eg,  angina  pectoris.  However, 

1 recent  studies  demonstrate  that  myocardial  ischemia  often  can 
be  found  in  the  absence  of  common  symptoms,  including  in 
, elderly  patients.  Since  elderly  patients  may  not  complain  about 
their  symptoms,  or  may  not  get  enough  exercise  to  test  their 
cardiovascular  capabilities  and,  thus,  bring  out  problems,  the 
geriatrician  needs  to  be  highly  suspicious  of  silent  myocardial 
ischemia.  A brief  overview  of  diagnostic  testing  methods  suit- 
able for  the  elderly  and  medical  and  surgical  management  op- 
I tions  is  presented. 

I 

I Perspectives  on  the  relative  resurgence  of  mumps  in  the 
United  States.  Stephen  L.  Cochi,  MD;  Stephen  R.  Preblud,  MD; 
Walter  A.  Orenstein,  MD.  (AMA),  American  Journal  ofDis- 
• eases  of  Children,  vol  142,  May  1988,  pp  499-507. 

Although  the  United  States  has  enjoyed  great  success  in  the 
control  of  mumps  since  the  licensure  of  live  virus  mumps 
vaccine  in  1 967,  a relative  resurgence  of  mumps  during  the 
1986— 1987  period  has  raised  concerns  about  the  long-term 
effectiveness  of  mumps  vaccine.  We  reviewed  mumps  sur- 
veillance data,  historical  information  on  mumps  vaccine  distri- 
bution and  recommendations  for  its  use,  survey  data  on  levels 
of  mumps  immunization  in  US  children  during  the  1973—1985 
period,  the  effect  of  mumps  immunization  school  laws  on  the 
reported  incidence  of  mumps  among  states  with  and  without 
such  laws,  and  studies  of  mumps  vaccine  effectiveness.  Follow- 
ing licensure,  a decade  elapsed  before  mumps  vaccine  was 
endorsed  as  a routine  immunization  of  childhood,  while  immu- 
nization survey  and  vaccine  distribution  data  reflected  only 
gradual  acceptance  of  the  vaccine.  However,  mumps  incidence 
declined  during  this  period,  resulting  in  a relatively  under- 
immunized cohort  of  children  born  between  1967  and  1977 
who  grew  up  during  a period  when  the  risk  of  exposure  to 
mumps  was  rapidly  declining.  The  resurgence  of  mumps  since 
1986  has  been  characterized  by  a selective  increase  in  inci- 
dence and  a shift  in  the  age  group  at  highest  risk  to  middle  and 
high  school  students  in  those  states  lacking  comprehensive 
miimps  immunization  school  laws.  Postlicensure  field  evalua- 
tions of  mumps  vaccine  effectiveness  have  not  demonstrated 
waning  vaccine-induced  immunity.  The  data  indicate  that  the 
relative  resurgence  of  mumps  in  the  United  States  is  chiefly 
due  to  a failure  to  vaccinate  all  susceptible  persons,  especially 
those  who  are  now  between  10  and  19  years  old.  Mumps  im- 
munization school  laws  offer  an  approach  to  deal  with  the 
problem  of  continuing  susceptibility  in  school-age  populations. 


Cigarette  smoking  and  risk  of  stroke  in  middle-aged 
women.  Graham  A.  Colditz,  MB,  BS;  Ruth  Bonita,  PhD;  Meir  J. 
Stampfer,  MD;  et  al.  (The  Massachusetts  Medical  Society),  The 
New  England  Journal  of  Medicine,  vol  318,  no  15,  April  14, 
1988,  pp  937-941. 

It  is  known  that  cigarette  smoking  is  associated  with  increased 
risk  of  both  thrombotic  and  hemorrhagic  stroke  among  men. 
To  test  for  such  an  association  among  women,  we  examined 
the  incidence  of  stroke  in  relation  to  cigarette  smoking  in  a 
prospective  cohort  study  of  1 18,539  women  30  to  55  years  of 
age  and  free  from  coronary  heart  disease,  stroke,  and  cancer  in 
1976.  During  eight  years  of  follow-up  (908,447  person-years), 
we  identified  274  strokes,  comprising  71  subarachnoid  hemor- 
rhages, 26  intracerebral  hemorrhages,  122  thromboenbolic 
strokes,  and  55  strokes  about  wbicb  information  was  insuffi- 
cient to  permit  classification.  The  number  of  cigarettes  smoked 
per  day  was  associated  positively  with  the  risk  of  stroke.  Com- 
pared with  the  women  who  had  never  smoked,  those  who 
smoked  1 to  1 4 cigarettes  per  day  had  an  age-adjusted  relative 
risk  of  2.2  (95%  confidence  interval,  1.5  to  3-3),  whereas  those 
who  smoked  25  or  more  cigarettes  per  day  had  a relative  risk 
of  3 7 (95%  confidence  interval,  2.7  to  5.1 ).  For  women  in  this 
latter  group,  the  relative  risk  of  subarachnoid  hemorrhage  was 
9.8  (95%  confidence  interval,  5.3  to  17.9),  as  compared  with 
those  who  had  never  smoked.  Adjustment  for  the  effects  of 
relative  weight,  hypertension,  diabetes,  history  of  high  cho- 
lesterol, previous  use  of  oral  contraceptives,  postmenopausal 
estrogen  therapy,  and  alcohol  intake  did  not  appreciably  alter 
the  association  between  cigarette  use  and  incidence  of  stroke. 
These  prospective  data  support  a strong  causal  relation  be- 
tween cigarette  smoking  and  stroke  among  young  and  middle- 
aged  women. 


Complement:  function  and  clinical  relevance.  Larry  W. 
Williams,  MD;  A.  Wesley  Burks,  MD,  Russell  W.  Steele,  MD. 
(American  College  of  Allergists),  Anna/s  of  Allergy,  vol  60, 
April  1988,  pp  293-300. 

Tbe  last  20  years  have  seen  a tremendous  growth  in  basic 
biochemical  knowledge  of  complement  and  its  components. 
Observation  of  patients  with  deficiencies  of  complement  com- 
ponents has  led  to  an  increased  awareness  of  the  central  im- 
portance of  complement  in  vertebrate  innate  and  adaptive 
immunity  and  in  prevention  of  some  types  of  autoimmune 
phenomena.  Thus,  physicians  likely  to  deal  with  patients 
having  recurrent  infections,  autoimmune  disorders,  or  allergic 
diatheses  must  be  prepared  to  consider  disorders  of  comple- 
ment in  the  differential  diagnoses  they  construct.  Also,  they 
will  need  to  be  able  to  pursue  appropriate  laboratory  investiga- 
tion to  examine  the  complement  system.  This  review  is  in- 
tended to  be  a brief  introduction  to  the  complement  system 
and  to  be  helpful  even  to  the  physician  with  a limited  back- 
ground in  immunology.  The  review  and  its  references  are  not 
encyclopedic,  but  they  should  offer  an  introduction  to  the  sub- 
ject and  a guide  to  additional  reading. 
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Who  wotdd 
somedmig  nice  about 

a hill  collector? 


Over  1,200  professional  and 
trade  associations,  including  yours. 

It's  true.  The  bill  collecting 
services  of  I.C.  System  have  been 
endorsed  by  over  1,200  associations 
around  the  country,  including  the 
one  you  belong  to. 

We're  proud  of  these  endorse- 
ments. We've  made  a concerted  effort 
to  bring  high  standards  of  profession- 
alism, ethics,  and  effectiveness  to  the 
collection  process.  We  believe  we've 
succeeded  and,  apparently,  your 
association  agrees. 

So  if  you've  been  billing  people 
who  aren't  paying  you,  now  you 
know  who  to  contact. 

Although  we're  headquartered 
in  St.  Paul,  Minnesota,  we  have 
communication  centers  in  every  state 
of  the  union.  We'll  assign  a local 
I.C.  representative  to  your  account 
who  will  be  supported  by  a full 
range  of  collection  services  and 


personnel,  including  carefully- 
trained  telephone  contact  specialists. 
We'll  even  provide  initial  training 
on  how  to  use  our  service  for  the 
person (s)  in  your  office  handling 
accounts  receivable. 

But  most  important,  we 
guarantee  results.  Our  fee  structure 
combines  a very  competitive  com- 
mission rate  with  a retainer  (corporate 
or  standard)  scaled  to  your  needs. 
And  we  guarantee  to  keep  collecting 
for  as  long  as  it  takes  to  recover  at 
least  ten  tunes  the  amount  of  that 
retainer. 

To  find  out  how  the  I.C.  System 
approach  can  work  for  you,  call 
toll  free  (800)  824-9469,  ext.  330. 

In  Minnesota,  call  (612)  483-8201, 
ext.  330.  Or  return  the  coupon. 

System 

The  System  ✓ Works? 

Endorsed  by  the  Texas  Medical  Association 


I want  to  recover  the  money  that's  owed  me.  Please  provide  me  with  information 
on  the  I.C.  System  approach. 

Name 

Title 

Firm 

Address 

City State Zip 

Telephone  number 

Mail  to:  I.C.  System,  Inc.,  444  East  Highway  96,  P.O.  Box  64639,  St.  Paul,  Minnesota  55164-0639 
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Discovery  of  peer  review 
information 

The  medical  peer  review  process  has  had  a profound  impact 
upon  the  practice  of  medicine.  The  goal  of  improving  the 
quality  of  care  provided  by’  physicians  through  the  peer  re- 
view  process  can  best  be  advanced  through  open,  thorough 
revieu’ and  candid  meaningful  discussion.  To  facilitate 
such  revieu’  and  discussion,  the  law  provides  for  confiden- 
tiality of  medical  peer  revieu’  committee  records  and  pro- 
ceedings. Sometimes,  however,  these  records  and  proceedings 
are  sought  by  plaintiffs  in  medical  malpractice  actions.  This 
article  examines  the  history  of  the  privilege  of  confidentiality 
and  discusses  the  discoverability  of,  or  access  to,  medical  peer 
review  records  in  Texas. 

Confidentiality  of  hospitals’  data 

Texas  law  has  provided  for  confidentiality  of  medical  peer  re- 
view records  since  1969-  In  that  year,  the  6 1st  Legislature 
amended  the  civil  statutes  to  provide  that: 

The  records  and  proceedings  of  any  hospital  committee, 
medical  organization  committee,  or  extended  care  facility 
committee  established  under  state  or  federal  law  or  regula- 
tions or  under  the  bylaws,  rules  or  regulations  of  such  orga- 
nization or  institution  shall  be  confidential  and  shall  be  used 
by  such  committee  and  the  members  thereof  only  in  the  ex- 
ercise of  the  proper  functions  of  the  committee  and  shall 
not  be  public  records  and  shall  not  be  available  for  court 
subpoena;  provided,  however,  that  nothing  herein  shall  ap- 
ply to  records  made  or  maintained  in  the  regular  course  of 
business  by  hospital  or  extended  care  facility  ( 1 ). 

Thus,  the  legislature  intended  to  guarantee  the  confidentiality 
of  these  types  of  hospital  medical  staff  activities  and  distin- 
guished medical  peer  review  records  from  ordinary  hospital 
records  of  medical  treatment,  which  traditionally  have  been 
discoverable  and  admissible  as  exceptions  to  the  hearsay  rule, 
which  prevents  the  introduction  of  most  unsworn  and  un- 
verified evidence. 

Litigation  developed  soon  after  the  law  took  effect.  ITie  first 
case  to  be  decided  by  the  Texas  Supreme  Court  was  Tex- 
arkana Memorial  Hospital,  Inc  vfones  (2).  In  that  case,  a pre- 
mature infant  was  taken  to  the  hospital,  where  he  allegedly  was 
rendered  blind  due  to  prolonged  overdoses  of  oxygen.  In  the 
suit  instituted  against  the  hospital  and  two  doctors  on  the  staff, 
plaintiffs  sought  discovery  of;  (a)  minutes  of  all  pediatric  sec- 
tion meetings,  (b)  minutes  of  other  section  meetings  in  which 
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discussions  occurred  relative  to  blindness  caused  by  excessive 
oxygen,  (c)  minutes  of  any  other  pediatric  section  meeting  in 
which  the  events  that  transpired  during  the  treatment  of  the 
plaintiff  occurred,  (d)  minutes  from  meetings  of  the  general 
medical  staff,  and  (e)  minutes  of  the  board  of  directors  meet- 
ings concerning  the  purchase  of  equipment  and  facilities  in  the 
nursery.  Plaintiffs  argued  that  the  privilege  only  protected 
medical  peer  review  information  from  disclosure  to  the  Texas 
Department  of  Health,  and  that  the  records  sought  were  made 
in  the  regular  course  of  business  of  the  hospital.  The  court  re- 
jected these  arguments  and  applied  the  statute  exactly  as  the 
legislature  had  written  it.  They  concluded  that  all  of  the  items 
the  plaintiffs  requested  were  included  among  the  “records  and 
proceedings  of  any  hospital  committee,”  which  were  privi- 
leged. They  also  rejected  the  business  records  argument, 
saying  that  records  of  patient  treatment  and  business  and  ad- 
ministrative files  were  separate  and  apart  from  committee 
deliberations. 

Shortly  thereafter,  the  Texas  Supreme  Court,  in  the  case  of 
Hood  V Phillips,  ( 3 ) allowed  discovery  of  patient  records  to 
which  the  defendant  physician  had  referred  in  several  profes- 
sional journal  articles  and  papers  because  they  were  germane 
to  an  issue  of  informed  consent.  The  plaintiff  did  not  specifi- 
cally seek  discovery  of  medical  peer  review  records,  which  led 
the  court  to  conclude  that  the  patient  records  were  not  sub- 
ject to  confidentiality  as  “peer  review  records”  even  though 
they  also  might  be  contained  in  the  records  of  a hospital  com- 
mittee. Plaintiffs  also  sought  discovery  of  information  from  the 
executive  secretary  of  the  Harris  County  Medical  Society.  The 
court  deemed  that  discovery  of  the  county  society  documents 
should  be  governed  by  the  prior  decision  in  Texarkana  Me- 
morial Hospital,  Inc  v Jones  (3).  One  writer  has  interpreted 
the  cryptic  decision  in  Hood  to  mean  that  discovery  of  individ- 
ual patients’  treatment  records  is  permissible  when  those 
records  have  become  intermingled  with  the  records  of  deliber- 
ations of  standing  hospital  committees  (4). 

In  1985,  the  Texas  Supreme  Court  reached  a different  con- 
clusion in  Jordan  v Court  of  Appeals  ( 5 ),  a case  growing  out 
of  a wrongful  death  action,  which  alleged  the  negligent  hiring 
and  supervision  of  nurse  Genene  Jones.  Among  the  records 
sought  were  the  employment  history  of  Genene  Jones,  any 
records  of  investigations  into  the  causes  of  deaths  occurring 
in  the  pediatric  intensive  care  unit  of  Bexar  County  Hospital, 
and  the  minutes  of  any  committees  relating  to  such  investiga- 

tions.  The  court  allowed  discovery  of  these  records,  holding  

that  the  privilege  of  confidentiality  had  been  waived  because  at 
least  some  of  the  documents  had  been  disclosed  to  the  Bexar 
County  grand  jury’  (5).  The  Jordan  decision  notes,  “Documents 
which  are  gratuitously  submitted  to  a committee  or  which 
have  been  created  without  committee  input  and  purpose  are 
not  protected”  (5),  although  the  facts  of  the  case  do  not  raise 
the  issue,  nor  did  the  opinion  resolve  the  question  of  what 
constitutes  a “gratuitous  submission”  to  a medical  peer  review 
committee  (6). 

Jordan  was  followed  by  the  1987  case  of  Harris  Hospital  v 
Schattman  (7).  In  that  case,  the  plaintiffs  sought  discovery  of 
certain  correspondence  between  the  defendant  physician  and 
certain  committees  of  the  hospital,  including  the  credentials 
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committee.  The  Fort  Worth  Court  of  Appeals  reasoned  that  be- 
cause the  physician  was  aware  of  the  information,  including 
the  identities  of  any  sources  of  criticism  of  him  contained  in 
those  letters,  denial  of  discovery  of  this  correspondence  would 
not  serve  the  purpose  of  confidentiality.  However,  the  court  in 
Harris  Hospital  did  hold  that  communications  between  hospi- 
tal committees  do  not  constitute  a waiver  of  the  privilege 
against  discovery  and  that  these  communications  are  essential 
to  accomplish  the  purpose  of  the  medical  peer  review  process 
and  are  thus  privileged.  This  case  was  decided  before  the  effec- 
tive date  of  the  1987  amendments  to  the  Medical  Practice  Act 
of  Texas. 

1987  amendments  to  the  Medical  Practice  Act  of  Texas 

The  70th  Texas  Legislature  recognized  the  importance  of  these 
privileged  communications,  and  attempted  to  extend  their 
protections  through  amendments  to  the  Medical  Practice  Act 
of  Texas  (8).  These  amendments  have  enlarged  substantially 
the  privileges  afforded  to  the  medical  peer  review  process. 

DEFINITION  OF  A MEDICAL  PEER  REVIEW  COMMITTEE 
First,  the  amendments  expand  the  scope  of  what  constitutes  a 
“medical  peer  review  committee”: 

A committee  of  a health  care  entity,  the  governing  board 
of  a health  care  entity,  or  the  medical  staff  of  a health  care 
entity  provided  the  committee  or  medical  staff  operates  pur- 
suant to  written  bylaws  that  have  been  approved  by  the  pol- 
icy making  or  the  governing  board  of  the  health  care  entity 
and  authorized  to  evaluate  the  quality  and  health  care  ser- 
vices or  the  competence  of  physicians.  Such  a committee 
includes  the  employees  and  agents  of  the  committee,  includ- 
ing assistants,  investigators,  intervenors,  attorneys,  and  any 
other  persons  or  organizations  that  serve  the  committee  in 
any  capacity  (9). 

Thus,  it  is  clear  the  legislature  intended  to  extend  the  confi- 
dentiality of  medical  peer  review  records  beyond  previous  law. 

SCOPE  OF  THE  PRIVILEGE 

The  statute  declares  medical  peer  review  records  to  be  confi- 
dential in  no  uncertain  terms: 

Except  as  otherwise  provided  by  this  act,  all  proceedings 
and  records  of  a medical  peer  review  committee  are  confi- 
dential, and  all  communications  made  to  a medical  peer  re- 
view committee  are  privileged  (10).  (Emphasis  added.) 

The  proviso  that  communications  made  to  the  committee  are 
privileged  would  seem  to  address  the  problem  of  a physician’s 
correspondence  with  the  medical  peer  review  committee.  The 
statute  notes  one  exception  to  the  blanket  privilege: 

If  a judge  makes  a preliminary  finding  that  such  proceed- 
ings, records,  or  communications  are  relevant  to  an  anti- 
competitive action,  or  a civil  rights  proceeding  brought 
under  Chapter  42,  USCA  sec  1983,  then  such  proceedings. 


records,  or  communications  are  not  confidential  to  the  ex- 
tent that  they  are  deemed  relevant  (10). 

This  exception  is  narrow  and  should  not  open  up  these  rec- 
ords in  medical  professional  liability  litigation. 

REPORTING 

In  addition  to  expanding  the  definition  of  “medical  peer  re- 
view committee,”  the  legislature  has  expanded  the  scope  of 
the  organizations  that  can  share  medical  peer  review 
information: 

Written  or  oral  communications  to  a medical  peer  review 
committee  and  the  records  and  proceedings  of  such  a com- 
mittee may  be  disclosed  to  another  medical  peer  review 
committee,  appropriate  state  or  federal  agencies,  national  ac- 
creditation bodies,  or  the  state  board  of  registration  or  licen- 
sure of  this  or  any  other  state  (11). 

Thus,  a peer  review  committee  in  a hospital  can  report  its  find- 
ings to  a county  medical  society  or  the  Texas  State  Board  of 
Medical  Examiners,  which  in  turn  reports  to  the  US  Depart- 
ment of  Health  and  Human  Services  Clearinghouse.  This 
amendment  recognizes  the  reporting  obligations  contained  in 
state  law  and  the  Health  Care  Quality  Improvement  Act  of 
1986  (12),  which  requires  physicians  to  participate  in  the  peer 
review  process  while  providing  immunity  from  federal  and 
state  claims  (13). 

WAIVER  OF  PRIVILEGE 

The  amendments  also  address  the  waiver  issues  raised  in 
litigation: 

Disclosure  of  confidential  peer  review  committee  informa- 
tion to  the  affected  physician  pertinent  to  the  matter  under 
review  shall  not  constitute  waiver  of  the  confidentiality  pro- 
visions provided  in  this  act  (l4). 

This  amendment  goes  on  to  provide  that,  should  the  medical 
peer  review  committee  take  specified  adverse  actions,  then  the 
affected  physician  is  to  be  provided  with  a written  copy  of  the 
committee’s  recommendation  along  with  a copy  of  the  final 
decision.  However,  the  disclosure  to  the  affected  physician  will 
not  constitute  a waiver  of  the  confidentiality  of  the  informa- 
tion, and  a plaintiff  may  not  thereafter  argue  that  a defendant 
physician  has  waived  his  privilege  to  confidentiality  merely  be- 
cause he  received  notice  of  an  adverse  action  from  the  medical 
peer  review  committee. 

The  legislature  underscored  its  intent  to  exempt  medical 
peer  review  committee  information  from  the  civil  discovery 
process  by  providing  that  such  records: 

. . . are  not  subject  to  subpoena  or  discovery  and  are  not 
admissible  as  evidence  in  any  civil  judicial  or  administrative 
proceeding  without  waiver  of  the  privilege  of  confidentiality 
executed  in  writing  by  the  committee.  . . . Any  person  seek- 
ing privileged  information  must  plead  and  prove  waiver  of 
the  privilege.  A member,  employee,  or  agent  of  a medical 
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peer  review  committee  who  provides  access  to  otherwise 
privileged  communications  or  records  in  cooperation  with 
law  enforcement  authorities  in  criminal  investigations  is  not 
considered  to  have  waived  any  privileges  established  under 
this  act  ( 1 5 ). 

This  provision  appears  to  be  aimed  at  resolving  the  problem 
created  in  Jordon  v Court  of  Appeals,  where  a waiver  of  privi- 
lege was  found  when  medical  peer  review  committee  records 
were  disclosed  to  a grand  jury  ( 5 ).  The  requirement  that 
waivers  be  executed  in  writing  also  should  afford  protections 
when  the  committee  has  reported  its  findings  to  other  entities 
such  as  the  Texas  State  Board  of  Medical  Examiners. 

is  now  protected? 

Under  the  recent  amendment  to  the  Medical  Practice  Act  of 
Texas,  many  of  the  documents  that  typically  are  sought  from  a 
medical  peer  review  committee  in  the  discovery  phase  of  a 
medical  professional  liability  action  are  covered  by  the  privi- 
lege and  are  nondiscoverable.  For  example,  “communications 
to”  a medical  peer  review  committee  would  include  the  appli- 
cation of  a physician  for  hospital  privileges,  as  well  as  his 
resume,  because  they  bear  upon  the  committee’s  evaluation 
of  the  “qualifications  of  professional  health  care  practition- 
ers” (16). 

Furthermore,  “communications  to”  a medical  peer  review 
committee  arguably  would  encompass  any  request  for  com- 
plaints filed  by  patients,  hospital  staff,  or  others  against  a physi- 
cian because  they  would  bear  upon  the  “evaluation  of  the 
merits  of  complaints  relating  to  health  care  practitioners  and 
determinations  regarding  those  complaints”  (16). 

In  the  same  vein,  “determinations  of’  a medical  peer  review 
committee  would  include  any  reprimands  of  a physician  be- 
cause they  bear  upon  the  committee’s  “recommendations  re- 
garding complaints”  relating  to  health  care  practitioners  (1 6). 

Finally,  “proceedings  or  records”  of  a medical  peer  review 
committee  would  include  a hospital  staffs  reviews  and  evalua- 
tions of  a physician’s  practice  because  they  bear  upon  the 
“evaluation  of  patient  care  rendered  by  professional  health 
care  practitioners”  (16). 

Conclusion 

The  Texas  Legislature  recognized  the  importance  of  the  confi- 
dentiality of  the  medical  peer  review  process  in  1969.  While 
the  first  enactments  were  largely  upheld  by  Texas  courts,  the 
protections  afforded  under  the  privileges  were  eroded  in  the 
years  to  come,  with  the  courts  being  more  apt  to  find  that  a 
waiver  of  the  privilege  had  been  made  than  before.  In  1987, 
the  Texas  Legislature  reaffirmed  the  public  policy  considera- 
tions behind  the  creation  of  the  medical  peer  review  commit- 
tee records  privilege  by  amending  the  Texas  Medical  Practice 
Act  to  strengthen  the  privilege  provisions  consistent  with  re- 
cent federal  statutory  changes,  while  restricting  the  fact  situa- 
tions upon  which  a waiver  of  the  privilege  could  be  found.  The 
extent  to  which  subsequent  litigation  either  affirms  or  denies 
these  protections  remains  to  be  seen  (17). 

HUGH  M.  BARTON,  JD 

TMA  Assistant  General  Counsel 
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Infomiation  for  Hiithors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members— through  editorials,  news  pages,  and 
regular  departments — about  medical  ev'ents,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor  should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
tide  in  “Index  Medicus,"  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low "Dorland’s  Illustrated  Medical  Dictionary,"  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually but 

not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  Lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enou^  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables)  used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 

Written  permission  froip  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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I^eaths 


JA.  Abbey 

Joseph  A.  Abbey,  MD,  a Corpus  Christi  otorhinolaryngologist, 
died  March  14,  1988  at  age  79.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

A native  of  Dardanelles,  Turkey,  Dr  Abbey  received  his  medi- 
cal degree  from  Long  Island  College  of  Medicine,  Brooklyn, 

NY,  in  1935.  After  an  internship  at  Illinois  Masonic  Hospital,  he 
served  residencies  in  surgery  and  laryngology  at  New  York 
College  of  Medicine,  the  University  of  Illinois,  and  the  Illinois 
Eye  and  Ear  Infirmary.  During  World  War  II,  Dr  Abbey  served 
in  the  Pacific  with  the  US  Army.  He  had  practiced  medicine  in 
Corpus  Christi  since  1949,  except  for  one  year  spent  in  prac- 
tice in  Santa  Anna,  Calif. 

Dr  Abbey  is  survived  by  his  wife,  Geraldine  Abbey,  Corpus 
Christi. 

M.C.  Bames 

Maurice  C.  Barnes,  MD,  a longtime  Waco  dermatologist  and 
honorary  member  of  Texas  Medical  Association,  died  April  6, 
1988.  He  was  83. 

Born  in  Lott,  Tex,  Dr  Barnes  graduated  with  honors  from 
The  University  of  Texas  Medical  School  at  Galveston  in  1929. 

He  interned  in  Kansas  City,  Mo,  and  completed  a residency  in 
dermatology  at  the  College  of  Physicians  and  Surgeons  at  Co- 
lumbia University  in  New  York  City.  In  1936  he  entered  the 
practice  of  medicine  in  Waco,  and  maintained  his  office  in 
Waco  until  his  retirement  in  1985. 

Dr  Barnes  served  four  years  in  the  Army  Medical  Corps  dur- 
ing World  War  II  and  was  discharged  as  a major. 

He  served  two  terms  on  the  Waco  City  Council  and  was 
mayor  of  Waco  in  1962.  He  was  a former  president  of  the 
Texas  State  Dermatology  Society  and  the  McLennan  County 
Medical  Society. 

Surviving  family  members  include  his  wife,  Lavonia  Barnes, 
Waco;  son,  Warner  Jenkins  Barnes,  Austin;  sisters,  Margueritte 
Kingsbury,  Santa  Anna,  Tex,  and  Lucille  Lister,  Lovington,  NM; 
and  three  grandchildren. 

E.B.  Brandes 

Emanuel  B.  Brandes,  MD,  a pediatrician  and  honorary  Texas 
Medical  Association  member,  died  April  22,  1988. 

Dr  Brandes,  82,  was  born  in  Cincinnati,  Ohio.  He  graduated 
from  the  University  of  Michigan  School  of  Medicine  in  1931, 
served  an  internship  at  Jewish  Hospital  in  Cincinnati,  and  a re- 
sidency at  Kingston  Avenue  Hospital  in  Brooklyn,  NY.  He  prac- 
ticed medicine  in  Cincinnati  until  1942  when  he  began  a two- 
year  service  with  the  US  Public  Health  Service.  In  1945  he 
moved  his  medical  practice  to  Houston  where  he  lived  until 
his  retirement  in  1979.  In  1980  he  moved  to  Galveston  and 
was  associated  with  The  University  of  Texas  Medical  School  at 
Galveston. 

He  is  survived  by  his  daughter,  Jeanie  Brandes,  of  Los  An- 
geles, Calif,  and  formerly  of  Houston. 

A.R.  McComb 

Asher  R.  McComb,  MD,  a San  Antonio  surgeon,  died  April  19, 
1988,  at  age  80.  He  was  an  honorary  member  of  Texas  Medical 
Association. 


A native  of  Nashville,  Tenn,  Dr  McComb  received  his  medi- 
cal degree  from  the  University  of  Virginia,  Charlottesville,  in 
1933.  He  served  an  internship  and  residency  at  the  University 
of  Virginia  Hospital.  Dr  McComb  moved  to  San  Antonio  in 
1941.  In  1967  he  served  as  president  of  the  Texas  Surgical 
Society. 

Surviving  family  members  include  his  wife  Mary  W.  McComb, 
San  Antonio;  daughters,  Margaret  M.  Czar  and  Molly  M. 
Smithfield,  both  of  Albuquerque,  NM;  and  three  grandchildren. 

C.L.  Mohle 

Chester  L.  Mohle,  MD,  San  Antonio,  died  April  15,  1988.  He 
was  75. 

A native  of  Lockhart,  Dr  Mohle  attended  The  University  of 
Texas  and  earned  his  medical  degree  in  1940  from  Baylor  Uni- 
versity College  of  Medicine.  He  served  an  internship  at  South- 
ern Baptist  Hospital,  New  Orleans,  and  a residency  in  oto- 
rhinolaryngology at  the  New  Orleans  Eye,  Ear,  Nose,  and 
Throat  Hospital.  During  World  War  II,  he  served  in  the  US 
Army  Air  Corps.  Dr  Mohle  moved  to  San  Antonio  in  1947  and 
practiced  there  until  his  retirement  in  1978. 

He  is  survived  by  this  wife,  Elizabeth  Thetford  Mohle,  San 
Antonio;  and  son,  James  Chester  Mohle,  MD,  Novato,  Calif. 

W.D.  Nicholson 

William  D.  Nicholson,  MD,  a family  practitioner  and  surgeon 
for  48  years  in  Brazosport,  died  March  15,  1988.  He  was  an 
honorary  member  of  Texas  Medical  Association. 

Dr  Nicholson,  73,  was  born  in  Rosebud,  Tex.  He  graduated 
in  1939  from  The  University  of  Texas  Medical  School  at  Gal- 
veston. After  an  internship  at  Jefferson  Davis  Hospital  in  Hous- 
ton, he  served  during  World  War  II  in  the  US  Air  Force  Medical 
Corps  as  a surgeon  before  discharge  as  a major.  Dr  Nicholson 
was  a past  president  of  the  Brazoria  County  Medical  Society,  a 
former  chairman  of  the  TMA  Council  on  Medical  Education 
and  Hospitals,  and  a member  of  the  TMA  House  of  Delegates 
for  20  years. 

Surviving  family  members  include  his  wife,  Laura  Nell  Nic- 
holson, Lake  Jackson;  sons,  William  D.  Nicholson  III,  MD, 
Dallas,  and  David  Nicholson,  Lake  Jackson;  daughter,  Kay 
Hopkins,  Lake  Jackson;  sisters,  Katherine  Whitworth,  Rock- 
springs,  and  Bernice  Coward,  El  Paso;  and  five  grandchildren. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


J.A.  ABBEY 

Corpus  Christi,  1908-1988 

M.C.  BARNES 
Waco,  1905-1988 

E.B.  BRANDES 
Galveston,  1906-1988 


A.R.  McCOMB 

San  Antonio,  1908-1988 

C.L.  MOHLE 

San  Antonio,  1912-1988 

W.D.  NICHOLSON 
Brazosport,  1914-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 100.00 

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

CITY/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY; 
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DAVIS  & DAVIS,  P.C. 

Attorneys  & Counselors  At  Law 

‘'Professionals 
Representing  Professionals” 

ADMINISTRATIVE  SANCTION 
AND 

LICENSURE  HEARINGS 

C.  DEAN  DAVIS 
FRED  E.  DAVIS 
JOE  D.  MILNER 

Senior  Partners 

P.O.  Box  1588 
Austin,  Texas  78767 
512/472-6248 

Members:  National  Health  Lawyers  Association,  Ameri- 
can Academy  of  Hospital  Attorneys,  Texas  Association 
of  Defense  Counsel. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization  as  no  designation  has  been 
made  by  the  Board  for  a Certificate  of  Special  Competency  in  this  area. 


O 


rthopedic  Surgeon 
Texas  Gulf  Coast. 


.•\n  attractive  financial  and  recruitment  package 
will  he  provided  to  an  Orthopedic  Surgeon  in  a 
new  medical  office  huilding  tiext  to  our  I91hed 
Humana  Hospital  Baytown,  located  just  off  one  of 
the  commutiity’s  main  thoroughfares.  Immediate 
referrals  will  he  forthcoming.  The  hospital  also 
has  an  active  in  house  marketing  program  and 
phvician  referral  service. 

Baytown,  pop.  60,000,  is  located  just  20  miles 
southeast  of  Houston,  the  fourth  largest 
metropolitan  area  in  the  country.  The  community 
offers  relaxed  small  town  living  with  easy  access  to 
all  the  amenities  of  a major  metropolitan  area. 
Hunting,  fishing  and  boating  are  major  pastimes, 
as  the  recreational  offerings  of  the  Gulf  of  Mexico 
are  close  by. 

For  further  information  about  this  opportunity 
call  TOLL-FREE  1 •800-626-1590,  or  send  your  cur- 
riculum vitae  to:  Gordon  Grawford,  Professional 
Relations,  Humana  Inc.,  Dept.  II-7,  500  West  Main 
Street,  Louisville,  KY  40201-1438. 


® 


Dx:  recurrent 

\ 

Tot. 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L5.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


fhedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li 
brary.  In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000  volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-  6704. 


In  the  TMA  Library 

American  College  of  Legal  Medicine;  Legal  Medicine.  Legal 
Dyruimics  of  Medical  Encounters.  St  Louis,  The  CV  Mosby  Co 
1988. 

Barnes  HN,  Aronson  MD,  Delbanco  TL  (eds):  Alcoholism. 

A Guide  for  the  Primary  Care  Physician.  New  York,  Springer- 
Verlag,  1987. 

Barnes  HV  (ed):  Clinical  Medicine.  Selected  Problems  With 
Pathophysiologic  Correlations.  Chicago,  Year  Book  Medical 
Publishers,  Inc,  1988. 

Barrett  JT:  Textbook  of  Immunology.  An  Introduction  to 
Immunochemistry  and  Immunobiology.  St  Louis,  The  CV 
Mosby  Co,  1988. 

Brown  S:  Treating  Adult  Children  of  Alcoholics:  A Develop- 
mental Perspective.  New  York,  John  Wiley  & Sons  Inc,  1988. 

Cerullo  LJ:  Application  of  Lasers  in  Neurosurgery.  Chicago, 
Year  Book  Medical  Publishers,  Inc,  1988. 

Coddington  DC,  Moore  KD:  Market-Driven  Strategies  in 
Health  Care.  San  Francisco,  Jossey-Bass  Publishers,  1987. 

Dahl  MV:  Clinical  Immunodermatology,  ed  2.  Chicago,  Year 
Book  Medical  Publishers,  Inc,  1988. 

Dripps  RD,  EckenhoflfJE,  Vandam  LD:  Introduction  to  Anesthe- 
sia The  Principles  of  Safe  Practice,  ed  7.  Philadelphia,  WB 
Saunders  Co,  1988. 

Eiseman  B,  Stahlgren  L:  Cost-Effective  Surgical  Management. 
Philadelphia,  WB  Saunders  Co,  1987. 

Frye-Pierson  J,  Toole  JF:  Stroke.  A Guide  for  Patient  and  Fam- 
ily. New  York,  Raven  Press,  1987. 

Hardy  JD  (ed):  Hardy’s  Textbook  of  Surgery,  ed  2.  Phila- 
delphia, JB  Lippincott  Co,  1988. 

Harris  A,  Super  M;  Cystic  Fibrosis.  The  Facts.  (Lay -oriented). 
New  York,  Oxford  University  Press,  1987. 


HCFA  (Health  Care  Financing  Administration)  Common  Pro 
cedure  Coding  System  (HCPCS)  1988  (Non-CPT-4  Portion), 
Washington,  DC,  Government  Printing  Office,  1988. 

Langsley  DG  (ed):  How  to  Select  Residents.  Evanston,  111, 
American  Board  of  Medical  Specialties,  1988. 

Lloyd  JS,  Langsley  DG  (eds):  Recertification  for  Medical  Spe- 
cialists. Evanston,  111,  American  Board  of  Medical  Specialties 
1987. 

Masters  WH,  Johnson  VE,  Kolodny  RC:  Human  Sexuality,  ed  3 
Glenview,  111,  Scott,  Foresman  & Co,  1988. 

Meltzer  RS,  Vered  Z,  Neufeld  HN  (eds):  Noninvasive  Cardiac 
Imaging:  Recent  Developments.  Mount  Kisco,  NY,  Futura  Pub- 
lishing Co,  1988. 

Moore  WS  (ed):  Surgery  for  Cerebrovascular  Disease.  New 
York,  Churchill  Livingstone,  1987. 

Nicholi  AM  Jr  (ed):  The  New  Harvard  Guide  to  Psychiatry. 
Cambridge,  Mass,  Harvard  University  Press,  1988. 

Oldendorf  W,  Oldendorf  W Jr:  Basics  of  Magnetic  Resonance 
Imaging.  Boston,  Martinus  Nijhoff  Publishing,  1988. 

Paul  LW:  Paul  and  Juhl’s  Essentials  of  Radiologic  Imaging  ed 
5.  Philadelphia,  JB  Lippincott  Co,  1987. 

Pemberton  CM,  Moxness  KE,  German  MJ,  et  al:  Mayo  Clinic 
Diet  Manual  A Handbook  of  Dietary  Practices,  ed  6.  Phila- 
delphia, BC  Decker  Inc,  1988. 

Provost  TT,  Farmer  ER;  Current  Therapy  in  Dermatology-2. 
Philadelphia,  BC  Decker,  Inc,  1988. 

Romero  R,  Pilu  G,  Jeanty  P,  et  al:  Prenatal  Diagnosis  of  Con- 
genital Anomalies.  Norwalk,  Conn,  Appleton  & Lance,  1988. 
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atric Press  Textbook  of  Psychiatry.  Washington,  DC,  American 
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Thangaraj  RH,  Yawalkar  SJ:  Leprosy.  For  Medical  Practitioners 
and  Paramedical  Workers.  Basle,  Switzerland,  Ciba-Geigy 
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Wheeland  RG:  Lasers  in  Skin  Disease.  New  York,  Thieme 
Medical  Publishers  Inc,  1988. 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McCOVERN  ALLERGY  CLINIC 

i Diagnosis  and  Treatment  of  Allergic  Diseases 


lohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Ceraid  T.  Machinski,  MD 
{ Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harian  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere.  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Cienna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHiATRY 

R.  lohn  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

lohn  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 

NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

).  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
loan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


,,  , ^ Diplomates  American  Boards  of  Internal  Medicine, 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405  Cardiology,  Gastroenterologv,  Hematology  and  Oncology 

Telephone  512  888-6782 


ANESTHESIOLOGY 


COLON  & RECTAL  SURGERY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


DAVIDS.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Representing  the  Profession 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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DERMATOLOGY 


ENDOCRrNOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERICA.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 

Mohs  Surgery 

Turnable  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154  Dallas 
Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas 
Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

®'^°^dway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 

Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Trarisplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 

f^edical  Tower,  7150  Creenviile  Ave.,  Suite  100, 

Lo-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 


r.uvjuing  comprenensive  tamily  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 


721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240 
214  661-9902 


The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 

^ types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management 
neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 

$PcCI3l  I St. 


Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030-  713  792-5115 

outpatient  facility  specializing  in  the 'treatment  of  psoriasis 
freatmenl'  requiring  intensive  topical  care  and  ultraviolet  light 


Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Krotessor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 
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BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 


specializing  in  diagnosis  and  treatment 
ail  nair  disorders  including  hair  transplantation  and  electrolysis. 


of 


3600  Caston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 


David  Vanderpool,  MD,  FACS 
B.  Ward  Lane,  MD,  FACS 
Diplomates  American  Board  of  Surgery 


John  W.  Winter,  MD,  FACS 
C.  Edward  Bone,  MD,  FACS 


General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  17,  1988 — Austin 
Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 


Texas  Medicine 


HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 

ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospitai;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1 -800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Walnut  Hill  Lane,  Suite  606,  Dalias,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dailas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dailas,  Texas  75246;  Office  214  823-9440 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsylvania,  Suite  100, 
Fort  Worth,  Texas  76104;  817  336-3399 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 

DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Teiephone  817  336-0551 


ROBERTA.  ERSEK,  MD 

Diplomate  of  American  Board  of  Plastic  Surgery 
Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR*  512  474-HAND 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dailas,  Texas  75246; 
214  823-7090  ^ 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Dipiomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charies  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


Join  TEXPAC 


. . . One  strong  voice 


TMA  HealthWise  Series 


. . . Another  service  of  your  association 
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NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

TOO  Hermann  Professional  Bldg.,  Houston,  Texas  77030:  713  790-0540 
Diplomate  American  Board  of  Nuciear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 


Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
lests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 


Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 

M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blyd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 


Albert  Vaiser,  MD 
William  B.  Snyder,  MD 
William  L.  Hutton,  MD 
Dwain  G.  Fuller,  MD 


Gary  Edd  Fish,  MD 
Rand  Spencer,  MD 
Bradley  F.  jost,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 

Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 


2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 

Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002- 
713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 


7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  7707' 
713  777-7145 


Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030- 
713  797-1777 
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7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 


12121  Richmond  Aye.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008- 
713  862-6631  ' 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

TMA  Practice  Management  Workshops  — 


. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 


. . . Another  service  of  your  association 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  jr.,  MD 
Richard  D.  Schubert,  MD 
)ohn  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  )r,  MD,  FACS 

Ronald  ).  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

G.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio, 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio,  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vayrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W,  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


PATHOLOGY 


FORT  WORTH  PATHOLOGY  LABORATORY 

Dorothy  Patras,  MD,  Director 
John  E.  McDonald,  MD 

Anatomic  Pathology  and  Consultation  in 
Clinical  Pathology 

1425  Pennsylvania  Avenue,  Fort  Worth,  Texas  76104 
Mailing  address:  P.O.  Box  1118,  Fort  Worth,  Texas  76101 
Telephone  817  336-7137 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Eyans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 
Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 
and  Blood  Disorders  of  Childhood 

Austin  Doctors  Bidg.,  1305  West  34th  St.,  #302,  Austin,  Texas  78705;  454-3611 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Tnerapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 
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THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 

Accredited  by:  joint  Commission 
Commission  on  A 

Patient  Services  Coordinator:  713 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 

Accreditation  of  Hospitals 
ditation  of  Rehabilitation  Facilities 

'-5922  or  in  Texas  1 -800-44REHAB 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 

STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  7S705;  214  593-8296 


PLASTIC  SURGERY 


Thomas  D.  Cronin,  MD,  FACS 
Raymond  O.  Brauer,  MD,  FACS 
Thomas  M.  Biggs,  MD,  FACS 


Laurence  E.  Wolf,  MD,  FACS 
Benjamin  E.  Cohen,  MD,  FACS 
Ernest  D.  Cronin,  MD,  FACS 


Diplomates  American  Board  of  Plastic  Surgery 


PLASTIC  SURGERY 


7000  Fannin  St.,  Suite  2400,  Houston,  Texas  77030;  713  795-5930 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 


Simon  Fredricks,  MD,  FACS 
Jonathan  J.  Dora,  MD,  FACS 
David  J.  Katrana,  DDS,  MD,  FACS 


James  B.  Stafford,  IV,  MD,  FACS 
David  A.  Lee,  MD 
John  E.  Lomax,  MD 


Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FIGS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGER'^  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 

Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 
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WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 


Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been 

patients.  Care  for  every  phase  of 

resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 

Lebaron  W.  Dennis,  MD 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD 


BURN  CARE  ASSOCIATES 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

747  Eighth  Avenue,  Fort  Worth,  Texas  76104 
817  335-4044 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 

Joseph  M.  Perlman,  MD,  FACS 

1^^3^7703^71?  5^5^-5353^'^°' 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


TMA  Physician  Membership  Directory 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 
Psychiatry 

DIplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  C.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Cary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


John  R.  Burk,  MD,  FACP 
Dayid  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Sloop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 

Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-SI 70  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 

Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Criffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7678 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment 


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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UROLOGY 


THE  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  Ira  N.  Hollander,  MD 

Grant  F.  Begley,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  j.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  Wm.  A.  Freeborn,  MD 

Warren  M.  Greene,  MD  H.  Pat  Hezmall,  MD 

James  T.  Coggins,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 

3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Neurourology,  & Endourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


I 


Re  -INTRODUCE 

The  Oldest 
Advance 
In  Medicines. 


It’s  called  talking.  If  your  older  patients  don’t 
ask  you  about  the  prescriptions  they’ve  been 
given,  make  it  a point  to  tell  them  what  they 
need  to  know.  Make  sure  they  know  the 
medicine’s  name,  how  and  when  to  take  it, 
precautions,  and  possible  side  effects.  En- 
courage them  to  write  down  the  information  and 
ask  you  questions  about  things  they  don’t 
understand. 

You’ll  also  want  to  take  a complete  medica- 
tions history  including  both  prescription  and 
non-prescription  medicines.  The  history  can 
alert  you  to  the  potential  for  drug  interactions 
and  help  you  simplify  their  regimen. 

Re-introduce  the  oldest  advance  in 
medicines.  Make  talking  a crucial  part  of  your 
practice.  Because  good,  clear  communication 
about  medicines  isn’t  a thing  of  the  past.  It’s  the 
way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it. 

^ ^ National  Council  on 
^ K Patient  Information  and  Education. 

666  Eleventh  St.  N.W.  Suite  810 

Washington.  D.C.  20001 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Medical  specialists,  $4925  or  general  physician, 

$4738  plus  up  to  $250  additional  compensation  sub- 
ject to  approval.  Croup  health  insurance  plus  all 
state  benefits  including  retirement.  Must  be  licensed 
in  Texas.  Contact  Mexia  State  School,  P.O.  Box 
1132,  Mexia,  Texas  76667.  An  equal  opportunity/ 
affirmative  action  employer  and  does  not  discrim- 
inate against  the  handicapped. 

Psychiatrist — Salary  $5192  plus  $250  additional  com- 
pensation subject  to  approval.  Opening  for  a full- 
time or  part-time  psychiatrist.  Valid  Texas  license. 
Three  years  residency  in  psychiatry.  If  interested, 
contact  Mexia  State  School,  P.O.  Box  1132,  Mexia, 
Texas  76667.  EOE.  817  562-2821. 

The  Department  of  Family  Practice  at  The  Univer- 
sity of  Texas  Medical  School,  Houston,  has  immedi- 
ate opening  for  faculty  positions.  We  encourage 
applications  from  residency  trained,  board  certified 
family  physicians  who  desire  to  engage  in  duties 
including  teaching,  research,  and  direct  patient  care 
in  an  established  Family  Practice  Department  with 
graduate  and  undergraduate  programs.  Interested 
applicants  should  submit  credentials  and  curriculum 
vitae  to  Harold  T.  Pruessner,  MD,  Department  of 
Family  Practice,  7600  Beechnut,  Houston,  Texas 
77074.  The  University  of  Texas  is  an  equal  oppor- 
tunity employer.  Women  and  minorities  are  en- 
couraged to  apply. 

Physician  with  Texas  license  needed  to  practice 

general  medicine  at  Student  Health  Center.  Forty 
hour  week,  Monday-Friday.  Minimal  call  duty. 
Fringe  benefits.  Contact  Sheila  Meyer,  Administra- 
tor, Uniyersity  of  North  Texas  Health  Center,  P.O. 
Box  5158,  Denton,  Texas  76203.  817  565-2331. 
Equal  opportunity/affirmative  action  employer. 

BC/BE  internist  or  family  physician  needed  to  per- 
form utilization  reyiew  actiyities  for  the  Texas  Medi- 
caid Program,  Board  certification  by  American  Board 
of  Quality  Assurance  and  Utilization  Reyiew  pre- 
ferred. Twenty  hours  per  week  employment.  Send 
application  and  CV  to  Donald  L.  Kelley,  MD, 
Deputy  Commissioner  for  Health  Care  Services, 
Texas  Department  of  Human  Services,  P.O.  Box 
2960  (600-W),  Austin,  Texas  78769. 

Assistant  Professor/Associate  Program  Director — 

John  Peter  Smith  Hospital  of  Fort  Worth,  affiliate  of 
The  University  of  Texas  Southwestern  Medical  Cen- 
ter at  Dallas,  seeks  three  board-certified  family 
physicians  with  broad  clinical  skills.  Residency 
trained,  academic  and  practice  experience  preferred. 
Responsible  for  resident  teaching  and  supervision. 
Research  skills  and  interest  strongly  desired.  Salary 
and  benefits  competitive.  Send  inquiries  and  CV  to 
William  Ross,  MD,  Chairman,  Department  of  Family 
Practice  and  Community  Medicine,  UT  Southwest- 
ern, 5323  Harry  Hines,  Dallas,  Texas  75235-9067. 
Equal  opportunity/affirmative  action  employer. 


Director  of  Student  Health 

Texas  Tech  Unlversiiy/Texas  Tech  University  Health  Sci- 
encesCenterhasanopeningfor  Director  of  Student  Health. 
Applicant  must  be  a licensed  physician  and  have  interest  in 
working  with  older  adolescents  and  young  adults.  Board 
certification  in  family  medicine  or  pediatrics  is  highly  desir- 
able, Salary  is  dependent  upon  experience  and  qualifica- 
tions. Letter  of  application  and  resume  should  be  sent  to: 

TTUHSC  Personnel  Department 
4th  & Indiana,  Room  1B100 
Lubbock,  Texas  79430 

"An  Equal  Opportunity/Affirmative  Action  Institution" 


Assistant  Professor — This  position  involves  leaching 

at  the  medical  school  and  residency  level,  supervi- 
sion of  residents  in  the  clinic  and  operating  room, 
deliverv  of  patient  care  to  private  patients,  and 
conduct  of  research  and  publication  of  results  and 
clinical  findings.  This  will  involve  the  entire  field  of 
clinical  ophthalmology  but  haye  a special  interest 
and  responsibiity  for  diseases  and  surgery  of  the 
yitreous  and  retina.  Must  have  Texas  medical  license 
or  institutional  teaching  permit  issued  by  the  Texas 
State  Board  of  Medical  Examiners.  Must  haye  com- 


pleted three  years  residency  in  ophthalmology  and 
one  year  minimum  fellowship  in  retina  and  vitreous. 
Salary  $85,000  annually.  Apply  at  the  Texas  Employ- 
ment Commission,  Calyeston,  Texas,  or  send  resume 
to  the  Texas  Employment  Commission,  TEC  Build- 
ing, Austin,  Texas  78778,  JO#5156052.  Ad  paid  by 
an  equal  opportunity  employer. 


Emergency  Medicine 

Needed;  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA,  1533  Merrimac  Circle,  Suite  202,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-seryice 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Flouston — Full-time  emergency  center  posi- 
tions now  ayailable.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
proyides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O,  Box  2122,  Denton,  Texas 
76202. 

Texas,  Weslaco — Full  time  position  available  at  a 
Valley  emergency  department.  Enjoy  border  shop- 
ping and  beaches.  Volume  13,000/year.  $80,000- 
$1 00,000/year.  Contact:  Pinky  McLaughlin,  8700 
Crownhill  Rd.,  Suite  600,  San  Antonio,  Texas  78209; 
1-800-999-3728. 

Texas,  Abilene:  Regional  trauma  center  needs  addi- 
tional full-time  emergency  physicians.  City  of 
100,000  within  17-county  referral  area.  Two  univer- 
sities and  one  college.  Several  area  lakes.  $90,000-H 
year.  Contact:  Pinky  McLaughlin,  8700  Crownhill 
Road,  Suite  600,  San  Antonio,  Texas  78209;  1-800- 
999-3728. 

Texas,  College  Station;  Immediate  full-time  posi- 
tions ayailable  at  a brand  new  facility.  Home  to 
Texas  A&M  Uniyersity,  surrounded  by  national 
forests,  state  parks  and  lakes.  Midsize  town  with 
good  schools  near  major  metropolitan  areas. 
$89,000-1-  year  with  paid  malpractice  insurance. 
Contact:  Pinky  McLaughlin,  8700  Crownhill  Road, 
Suite  600,  San  Antonio,  Texas  78209;  1-800-999- 
3728. 

Texas;  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo — -Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
yolume,  Leyel  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitiye 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  ayailable  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  ayailable  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Seryices,  EmCare,  Inc.,  3310  Liye 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Physician  Wanted — Freestanding  clinic,  minor  emer- 
gency/industrial medicine/family  practice.  Part  time. 
Eyenings,  weekends.  Send  curriculum  yitae  to  2010 
FM  1960,  Houston,  Texas  77073  or  call  713  821- 
8200. 

Texas — Full-time  emergency  department  positions 

available  at  224  bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to 
full-time  physicians.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  29, 
Trayerse  City,  Ml  49684;  1-800-253-1795  or  in 

Michigan  1-800-632-3496. 

Oklahoma,  Southwestern — Emergency  medicine  prac- 
tice opportunity  for  physician  BC/BE  in  FP,  IM,  or 
EM  in  moderate  to  high  volume  ED  with  double 
coverage  during  peak  hours.  Generous  compensa- 
tion, $50/hour  ($1 25,000/year),  with  opportunity  for 


partnership  after  one  year.  Excellent  medical  back- 
up, stable  BC  EM  group,  and  cooperatiye  adminis- 
tration. Lovely  family-oriented  community  near  the 
Wichita  Mountains.  Please  send  inquiries  and  CV  to 
Stephen  Fitter,  MD,  Route  1,  Box  3025,  Elgin,  Okla- 
homa 73538  or  call  405  492-4802. 


Family/General  Practice 

Family  practice  physician  for  10-member  multi- 
specialty group  located  in  the  Rio  Grande  Valley. 
Clinic  has  six  family  practice  physicians.  Contact 
Tom  LaMotte,  Executive  Director,  San  Benito  Medi- 
cal Associates,  Inc.,  P.O.  Box  642,  San  Benito,  Texas 
78586;  512  399-2443. 

Family/general  practice  physician  needed  in  pros- 
perous, expanding  multispecialty  group  in  choice 
rural  area  of  Central  Texas.  Salary  with  incentive 
bonus  opportunity.  Excellent  benefits.  Independent 
fee-for-service  22  physician  group  with  drawing  area 
of  100,000  plus.  Send  CV  to  William  Schlotter, 
Brenham  Clinic  Association,  PA,  600  N.  Park,  Bren- 
ham,  Texas  77833. 


cdtit 

Over  the  past  five  years  physician-owned 
PRN,  Ltd.  has  become  one  of  the 
Southwest's  most  respected  physician 
search  firms.  Here  in  Texas  alone,  we  have 
pul  physicians  Into  well  over  100  com- 
munities, either  on  a locum  tenens  basis,  In- 
to practice  trials,  or  as  permanent 
placements.  Why  go  elsewhere?  After  all, 
you've  got  one  of  the  best  In  your  own 
backyard. 

For  full  details  at  no  obligation;  call  the  ex- 
perienced professionals  at  PRN,  Ltd. 

1-800-531-1122 

PRN,  Ltd. 
Physician  Staffing 

locum  tenens  • practice  trials 
permanent  placements 


1000  N.  Walnut,  Suite  B, 
New  Braunfels,  TX  78130 


Family  practice  physicians  needed  immediately  to 

join  established  clinic  group  in  rural  area.  Support 
services,  supplies,  personnel  and  office  in  modern 
facility  furnished.  Negotiable  salary  guaranteed.  Call 
collect  806  246-3536,  ext,  423. 

San  Antonio:  BC/BE  FP/EM  wanted  for  young 
group  staffing  three  successful  and  prospering  ACCs. 
100%  physician  owned/managed.  Minimum  guar- 
antee plus  bonus/malpractice/health  insurance  paid. 
Begin  July  1988.  CV  to  David  Cude,  MD,  Texas 
MedClinic,  777  NE  Loop  410,  San  Antonio,  Texas 
78209;  512  696-5599. 

BC  FPs  seek  associate  for  busy  practice,  including 
OB,  in  West  Texas  town  of  8,500  (drawing  area 
15,000).  Modern,  50-bed  hospital.  Specialists  for 
referrals.  Generous  incentive  package  and  terms  of 
association.  Many  social  and  recreational  activities, 
great  schools,  easy  access  to  metropolitan  area  and 
airport.  Contact  Physician  Resource  Network,  P.O, 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Small  Texas  Panhandle  town  located  on  interstate 
highway  seeks  one  or  two  FPs  to  assume  practice  of 
retiring  physician.  No  purchase  necessary.  Service 
area  population  10,000.  OB  needed.  Office  adjacent 
to  45-bed  hospital.  Call  coverage  and  time  off  no 
problem.  Generous  incentive  package.  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 

Small  group  seeks  associate  for  busy  practice  in  at- 
tractive community  of  25,000.  OB  optional.  Modern 
126-bed  hospital.  Many  social  and  recreational  op- 
portunities, good  schools,  45-minutes  from  large 
city,  major  airport.  Generous  incentive  package.  No 
buy  in.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Urgent — FP/GP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 
United  States.  Excellent  group  and  solo  opportuni- 
ties available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 
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Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 
emergency  practice  with  some  surgery.  Salary  plus 
Incentive.  Partnership  possible.  ).  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249- 
9307. 

Family  practitioner,  board  certified,  for  large  re- 
spected multispecialty  group.  Southwest  Texas.  Ex- 
cellent practice  opportunity  in  attractive  satellites 
in  suburban  areas  of  city.  Also,  need  for  shift  type 
hours  in  extended  care  clinics.  Fringe  benefits  in- 
clude malpractice  insurance,  vacation,  CME,  sick 
leave,  health,  life,  and  LTD  insurance.  Financial 
assistance  in  relocating.  Send  CV  to  Kelsey-Seybold 
Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030, 
Attn:  Physician  Services  Office. 

Opportunity  for  family  practice  or  general  practice. 

Enjoy  slower  paced  life  of  rural  community  in  West 
Texas.  Modern  25-bed  rural  hospital.  Community  of 
over  3,000  population  located  40  miles  north  of 
Abilene.  Contact  Chuck  Latham,  Administrator, 
Hamlin  Memorial  Hospital,  Hamlin,  Texas  79520; 
915  576-3646. 


MediClinic 

Family  Practice  • Industrial  Medicine  • Minor  Emergencies 
Family  practice  physicians  (BE/BC)  needed  to  become  associated  with 
our  clinics  in  Houston,  Texas,  for  Ml  time  permanent  positions  as 
Medical  Directors.  Lucrative  earnings  potential,  generous  incentive 
package  and  early  partnership  possibilities.  Send  CV  to  Chief  Med 
Director.  MediClinics,  6604  SW  Freeway.  Houston,  Texas  77074  or  call 
713  783-4707  or  783-1913  for  further  information. 


General  Surgery 

An  active  surgical  practice  in  Dallas,  Texas  is  need- 
ing an  associate  with  eventual  partnership.  Immedi- 
ate opening.  Please  send  resume  to  P.O.  Box 
83-5294,  Richardson,  Texas  75083. 

Seeking  General  Surgeon — Prefer  board  certified 
general  surgeon  to  join  15-physician  group  in 
Clifton.  Salary  then  partnership  considered.  Fully 
accredited  72-bed  hospital.  Located  in  heart  of 
Texas  with  city  population  of  3,800.  Excellent 
school  system;  recreational  areas  nearby.  For  addi- 
tional information  contact  V.  D.  Coodall,  MD,  or 
Mark  R.  Campbell,  MD,  201  S.  Avenue  T,  Clifton, 
Texas  76634;  817  675-8621. 

Internal  Medicine 


Central  Texas — Board  certified  internist  seeks  BE/BC 
internist  to  join  busy  practice  conveniently  located 
to  a modern  140  bed  hospital.  Association  with 
first  year  financial  package  inclusive  of  interview/ 
location  expenses.  Currently,  100-200  patient  office 
visits  weekly,  three-five  new  patients  daily  and 
averages  three  consults  daily.  College  town  located 
approximately  74  miles  north  of  Houston  in  a 
scenic  forested  area  with  a town  population  of 
approximately  25,000,  service  area  67,000.  Outdoor 
recreational  activities  abound  from  hunting/fishing/ 
water  sports  to  the  local  country  club  with  golf/ 
tennis.  Contact  HCA,  Carol  Siemers,  P.O.  Box  550, 
Nashville,  Tennessee  37202-0550  or  call  1-800-251- 
2561. 

Medical  staff  of  regional  medical  center  in  NE 
Texas  (trade  area  150,000)  seeks  one  or  two  re- 
cently trained,  BE/BC  internists.  Share  call  with  BC 
internists.  Office  adjacent  to  200-bed  hospital. 
Family  oriented  community  with  strong,  diversified 
economy;  good  schools.  Competitive  incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Immediate  need  for  BC  physician  in  clean,  attrac- 
tive community  of  25,000  offering  many  social  and 
recreational  opportunities,  excellent  schools.  Mod- 
ern, 126-bed  hospital  offering  full  range  of  services. 
Within  45  minutes  of  larger  city,  major  airport. 
Generous  incentive  package.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Fine  opportunity  for  internist  fo  share  space,  office 
staff,  and  marketing  with  established  female  pedi- 
atrician. Crowing,  high-income  metroplex  location 
convenient  to  hospitals,  D/FW  airport.  5pacious, 
beautifully-appointed  offices.  Room  to  grow  with- 
out high  startup  costs.  Please  reply  to  Ad-700, 
TEXA5  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Obstetrics/ Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  08C  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 


BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years 
Phillips,  MD,  1701  N.  Collins  Blvd., 
47327,  Richardson,  Texas  75080;  214  644-0522. 

Immediate  need  for  OBG  to  assume  established 
practice  in  affluent,  scenic  central  Texas  communi- 
ty.  Easy  access  to  Austin,  5an  Antonio.  Modern 
hosi^tal,  epidural  anesthesia.  5hare  call  with  other 
BC  OBCs.  Hospital  will  sponsor  generous  incentive 
package  to  qualified  physician.  Please  reply  to  Ad- 
699,  TEXA5  MEDICINE,  1801  North  Lamar  Blvd 
Austin,  Texas  78701. 


OBG,  board  eligible  or  board  certified,  needed  im- 
mediately  for  large  well-established  multispecialty 
group.  Cult  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance 
in  relocating.  Send  CV  to  Kelsey-Seybold  Clinic,  PA, 
6624  Fannin,  Houston,  Texas  77030,  Attn:  Physiciari 
Recruitment  Services  Office. 


Orthopedic  Surgery 

Wanted  -Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  In  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1 380 

Texas — Busy  group  of  five  orthopedic  surgeons 
seeks  recently  trained,  BE/BC  general  ORS.  Nice 
town  of  27,000  (trade  area  150,0()0);  strong,  diversi- 
tied  economy;  good  schools;  many  social  and 
recreational  opportunities.  Rotating  call  and  favor- 
able terms  of  association.  Contact:  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth 
Texas  76117;  817  595-1128. 

Texas  community  of  25,000  seeks  orthopaedic  sur- 
geon for  associate  practice  or  solo  with  shared  call 
arrangement,  (vlodern,  26-bed  hospital,  75,000  trade 
area.  Family-oriented  community  with  many  social 
and  recreational  opportunities.  Excellent  schools. 
45-minutes  from  larger  city/major  airport.  Contact 
Physician  Resource  Network,  P.O.  Box  37102  Fort 
Worth,  Texas  76117;  817  595-1128. 

Regional  medical  center  seeks  second  orthopedic 
surgeon.  Modern,  100-bed  ICAHO  accredited  hos- 
pital in  family-oriented  community  of  approximate- 
ly 14,000  (trade  area  55,000).  University  environ- 
ment. Generous  incentive  package  available  to 
qualified  physician.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Pediatrics 


tice.  Position  available  from  July  1,  1988.  Locum 
tenens  also  available.  Please  reply  to  T.  Carnev 
713  695-6041,  ext.  656, 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  5uite  102,  Austin, 
Texas  78701;  512  476-7129. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  5an 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  Conzaba 
Medical  Croup,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  tor  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  EM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  5end  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  5pring,  Texas  79720. 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant Flours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Four  person  group  in  middle-sized  SE  Atlantic 
Coastal  city  seeking  additional  BE/BC  pediatrician. 
Level  III  nursery,  PICU  and  teaching  hospital.  5end 
resume  and  references  to  Roger  Munderloh,  Direc- 
tor, Executive  5earch,  P.O.  Box  22084,  5avannah, 
Georgia  31403-2084. 

Central  Texas — Board  certified  PD/HEM  desires 
BE/BC  pediatrician  to  join  busy  practice,  averaging 
40-50  patient  office  visits  daily  depending  on  sea- 
son of  the  year.  In  calendar  year  '87,  there  were 
528  normal  deliveries,  238  c-sections.  Hospital 
equipped  with  20  bassinet,  level  II  nursery  with 
ventilators.  Pediatrician  housed  in  medical  arts 
building  on  hospital  campus  with  two  OBCs.  Lo- 
cated in  college  town  of  25,000  population,  service 
area  67,000  in  the  forested  central  portion  of  Texas, 
74  miles  north  of  Houston.  Excellent  financial 
package,  inlerview/relocation.  Contact  HCA,  Carol 
5iemers,  P.O.  Box  550,  Nashville,  Tennessee  37202- 
0550  or  call  1-800-251-2561. 

Radiology 

Diagnostic  Radiologist — Gulf  Coast  region,  to  join 
solo  radiologist  at  105-bed  hospital.  All  modalities 
except  MRI.  Early  partnership.  Contact  Dr.  Richard 
Allison,  Alice  Physicians  and  5urgeons  Hospital, 
300  E.  3rd  5t.,  Alice,  Texas  78332,  or  call  512 
664-4376,  ext.  135. 

Immediate  need  for  recently  trained,  BC  radiologist 

fo  associate  with  established  radiology  group  serv- 
ing busy  regional  medical  center  (trade  area 
150,000).  All  modalities,  including  interventional 
and  MRI.  Early  partnership.  Family-oriented  com- 
munity, strong  economy,  good  schools.  Accessible 
to  D/FW.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  lime  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Diagnostic  Radiologist — Houston,  Texas,  position  for 

full  or  part-time  associate.  BC/BE  with  experience 
in  nuclear  medicine,  CT,  ultrasound,  basic  Anglo 
and  MRI,  to  join  two  member  hospital  based  prac- 


OPPORTUNITY 

FOR 

OB/GYN-PEDIATRICIAN 
FAMILY  PRACnCE 

The  Bowie  Memorial  Hospital  in  Bowie,  Texas 
is  seeking  physicians  for  our  community  and 
the  North  Texas  area.  Bowie  is  located 
approximately  65  miles  north  of  Fort  Worth, 

50  miles  east  of  Wichita  Falls,  and  85  miles 
northwest  of  Dallas.  Bowie  has  a population  of 
about  6,000  with  a trade  area  of  some  15,000 

Cple.  It  is  a great  part  of  Texas  with  gotxl 
iting  and  fishing,  excellent  schools  and  a 
good  location,  1-1  Vz  hours  from  the  Dallas/Ft. 
Worth  metroplex.  Our  56  bed  hospital  offers  a 
seven  bed  Intensive  Care  Unit  with  iithouse 
mammography,  nuclear  medicine  and 
sonography.  In  addition,  we  have  a mobile 
CAT  SCAN  unit  that  is  available  several  days 
each  week.  The  hospital  also  furnishes  an 
Emergency  Room  physician  on  weekends  to 
minimize  the  ER  call  for  our  active  staff.  We 
are  flexible  in  discussing  guarantees  and  other 
benefits  necessary  to  attract  top-notch 
physicians  to  our  community.  Call  Lynn 
Heller,  Administrator,  at  Area  Code 
817-872-1 126  or  write  to  P.O.  Box  1128, 
Bowie,  Texas,  76230. 


Lamb  at  Greenwood  • Phone  872- 11 26 
Bowie,  Texas 


Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I’/z  hours 

Texas  Medicine 


drive  from  San  Antonio.  Present  principai  graduate 
of  King  Edward  Medical  Coiiege.  Apply  with  cur- 
riculum vitae  and  photograph  to  Acl-687,  TEXAS 
MEDICiNE,  1801  North  Lamar  Bivd.,  Austin,  Texas 
,78701  in  complete  confidence. 

Texas,  Oklahoma,  Louisiana — Considering  a change 
or  coming  out  of  a residency  program?  If  you  are 
interested  in  iocating  the  right  practice  opportunity 
in  Texas,  Okiahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Bayior 
Physician  Piacement  Service,  3201  Worth  Street, 
Dailas,  Texas  75226;  1-800-999-5460. 

I Physicians  needed  to  fill  existing  opportunities  to 

relocate  in  Texas.  All  specialties  are  represented. 
Additionally,  we  provide  assistance  to  the  relocated 
physician  concerning  fee  schedules.  Medicare  pro- 
files, claims  filing,  etc.  to  maximize  earnings.  Con- 
tact Doug  McSwane,  Harold  Whittington  & Asso- 
ciates, 12959  Jupiter  Road,  Suite  200,  Dallas,  Texas 
75238;  phone  214  343-7176. 

Occupational  Physician — Major  oil  company  seeks 

a full-time  clinician  to  work  in  rural  southeast 
Texas.  Prefer  board  certified  internist.  Regular 
working  hours  and  competitiye  salary.  Send  CV  and 
salary  requirement  to  Ad-694,  TEXAS  MEDICINE, 
1801  North  Lamar  Blyd.,  Austin,  Texas  78701. 

Associate  Medical  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
will  be  an  opportunity  to  work  with  physicians 
and  deyelop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  Utilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S.  Highland 
Ayenue,  Downers  Croye,  Illinois  60515-1223. 

Anesthesiologist — Immediate  need  in  Texas  com- 
munity of  25,000  (trade  area  75,000)  for  BE/BC 
' physician  to  assume  service  for  100  bed,  modern 
. hospital.  Thirty-three  physicians  on  staff,  including 
' 12  surgical  specialists.  Contract  with  hospital  to 
I provide  complete  anesthesia  services.  Contact  Phy- 
j sician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

' Anesthesiologist — exciting  job  opportunity  for  an 

I aggressiye  anesthesiologist  in  a state-of-the-art  mul- 
I tispecialty  practice  in  sunny  South  Texas  by  the 
' Gulf.  Attractive,  competitive  salary  with  early  part- 
nership. Please  contact  A.  Hilmy,  MD,  2220  Haine 
I Driye,  Suite  33,  Harlingen,  Texas  78550. 

Several  outstanding  California  practice  opportunities 

I in  OBG,  urology,  Gl,  cardiology,  pulmonary  dis- 
I eases,  general  internal  medicine  and  FP.  As  re- 
i tained  consultants  to  quality  hospitals,  HMOs  and 
group  practices  in  northern  and  southern  California, 
we  can  discuss  eacFi  practice  in  detail.  Please  call 
1 or  send  CV  for  additional  information.  Confidential- 
ity is  assured.  Ken  Baker  at  415  981-7424  (collect); 
Robert  Grant  Associates,  Inc.,  "Physician  Advo- 
i cates,"  50  California  Street,  Suite  400,  San  Fran- 
cisco, California  94111. 

I Physicians  wanted  in  Texas,  Oklahoma,  and  Arizona: 

: cardiology,  ENT,  family  practice,  general  practice, 

I general  surgery,  internal  medicine,  OBG,  orthopedic 
surgery,  pediatrics,  psychiatry,  radiology.  Excellent 
quality  of  life,  first  year  guarantee,  etc.  Other  op- 
portunities available  also.  Reply  with  CV  or  call, 
Armando  L.  Frezza.  Medical  Support  Services,  8806 
Balcones  Club  Dr.,  Austin,  Texas  78750;  512  331- 
4164. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 

Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
; 30346;  telephone  1-800-544-1987. 

I PRIVATE  PRAQICE  OPPORTUNITIES 

i (in  all  specialties) 

1 Texas  8<  Sunbelt  States 

, Call  1-800-284-4560 

; Hauston  785-3722  Reuben 

or  send  CV  11140  Westheimer  g ^ o n s t e i n 

I Suite  144  

! Houston.  TX  77042  & Associates 


Nephrologist,  BC/BE  to  join  busy  practice.  Guaran- 
teed salary  plus  incentive.  Early  partnership.  Metro- 
I politan  area.  Please  reply  to  Ad-697,  TEXAS  MEDI- 
CINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 

I Otolaryngologist — Medical  staff  of  busy  regional 

! medical  center  in  NE  Texas,  serving  150,000,  seeks 
i BE/BC  ENT.  Quality  lifestyle  in  area  with  strong, 
diversified  economy,  accessible  to  D/FW  Metroplex. 
Shared  call  coverage,  incentive  package  available. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

j Non-invasivo  Cardiologist — Immediate  need  for 

BE/BC  physician  in  SE  Oklahoma  community  of 
13,500-1-  (trade  area  approximately  40,000).  New, 
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100-bed  JCAHO  accredited  hospital.  Located  one 
and  one-half  hour  from  Dallas/Fort  Worth  metro- 
plex. Generous  incentive  package  to  qualified  phy- 
sician. Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Neurologist — Medical  staff  of  busy  regional  medi- 
cal center  seeks  BE/BC  neurologist.  Share  call  vvith 
recently  trained  BC  neurologist.  Most  specialties, 
sub-specialties  ayailable.  Excellent  lifestyle  in  fam- 
ily-oriented community,  great  schools.  Many  social 
and  recreational  opportunities.  Competitiye  incen- 
tive package.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595- 
1128. 

Urologist — Medical  staff  of  regional  medical  center 
in  Northeast  Texas  seeks  recently  trained  urologist. 
200-bed  hospital  with  latest  technology  including 
lithotripsy.  Family-oriented  town,  strong  diversified 
economy,  recreational  activities,  good  schools.  Call 
coverage  from  BC  urologists,  incentive  package. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Orthopedic  surgeon,  urologist,  ENT  needed  im- 
mediately for  solo  practice  in  Stuttgart,  Arkansas, 
the  rice  and  duck  hunting  capital  of  the  world. 
Modern  hospital  facilities  and  equipment.  Family 
oriented  community.  Excellent  schools.  Call  Jim 
Bushmaier  at  501  673-3511. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  ayailable  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

ATL  Uutrasound  machine  Ultra  Mark  IV,  does 
cardiac  and  abdominal  ultrasound,  can  be  upgraded 
for  droppler.  2/2  years  old,  has  been  used  in  one 
doctor's  office  only.  New  Sony  printer  included. 
$24,000  negotiable,  will  also  lease  for  three  years 
at  $650/month.  Contact  214  455-5654. 

CE  Portable  Ultrasound  scanner — Dataline  real  time 
scanner  with  freeze  frame  unit,  mobile  cart,  Pola- 
roid hardcopy  imager  and  digital  calipers.  Includes 
OB  calculation  system.  Longbranch  Family  Practice 
Clinic,  4724  Wellington,  Greenville,  Texas  75401; 
214  454-2451. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
Brig  Meyers,  MD,  4545  Mill  Creek  Rd.,  Dallas,  Texas 
75244. 

56  Acres  North  of  Dallas — Near  Pilot  Point  in 
great  horse  country.  County  road  and  two  sides 
with  water,  electricity  and  telephone  service  to  the 
property.  Beautiful  trees  with  rich  sandy  loam  soil. 
$3,000  per  acre  with  terms.  Harry  Cray,  817  686- 
2526  or  214  416-5735  (after  6 pm). 


Practices 

Practice  For  Sale — Good  opportunity  for  family 
practice,  clinic  office  building  including  equipment 
and  land,  located  in  Crowell,  Texas.  Designed  for 
one  or  two  doctors.  Available  now,  very  reason- 
able. Phone  817  684-1515,  or  eyenings  817  684- 
1951.  P.O.  Box  249,  Crowell,  Texas  79227. 

Family  Practice  Opportunity — Successful  family  prac- 
tice is  available  for  purchase  in  growing  com- 
munity near  Dallas,  Included  in  this  practice:  steady 
office  practice,  inyolyement  with  five  nursing 
homes,  ER  coverage  for  adjacent  hospital,  furnished 
office  space,  monthly  guarantee  from  hospital. 
Please  call  Edward  Brown,  MD  at  214  442-5877  or 
214  321-9740  after  6:30  pm. 

Dallas — Established  occupational  medicine  practice 

for  sale.  Market  Center,  near  downtown.  Ayailable 
now.  3,100  sq.  ft.  clinic  building  with  equipment/ 
x-ray.  Available  long-term  lease.  Ideal  location  for 
24  hour  medical  facility.  Principals  only.  No  brokers 
please.  Contact  Jack  Norman,  200  Park  Central  III, 
12700  Park  Central  Driye,  Dallas,  Texas  75251;  214 
661-2885. 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Cross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  237- 
7765. 

San  Antonio  internal  medicine  practice  for  sale. 
Easily  expanded  to  include  family  medicine.  Located 
in  downtown  professional  building  next  to  major 


hospital.  Available  now,  turnkey  operation.  Contact 
Bonnie  512  691-2344. 

Dallas  Family  Practice  For  Sale — White  Rock  Lake 
area.  Cross  over  $200,000,  older  well  established 
patient  base.  Doctor  retiring  but  willing  to  stay  on 
temporarily.  PMA,  Practice  Sales/Appraisals;  214 
327-7765. 

Family  Pratice;  Houston.  Established  20-|-  years  with 
oyer  2,000  actiye  charts.  Fully  equipped  office  with 
x-ray  and  lab  located  in  professional  building  close 
to  hospital.  Current  collections  exceed  half  a million 
dollars.  Well-trained  staff  will  stay.  Physician  will- 
ing to  remain  in  practice  part-time.  Contact  Ad-698, 
TEXAS  MEDICINE,  1801  North  Lamar  Blyd.,  Austin, 
Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  diyorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
physician  recruiting  services.  We  can  help  you  make 
the  right  decisions.  For  a free  brochure  call  or 
write  Practice  Dynamics,  P.O.  Box  821398,  Houston, 
Texas  77282;  713  531-0911. 

Physician's  signature  loans  to  $50,000.  Up  to  seyen 
years  to  repay.  No  prepayment  penalties.  Prornpt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  pro- 
fessional associations;  partnershps;  and  leases. 
Robert  J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin, 
Texas  78701;  512  477-2335.  (Fully  licensed  attorney 
in  Texas  and  Tennessee;  not  certified  as  to  special- 
ty; 1979  graduate  Vanderbilt  University  Law  School.) 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  perialties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 


CONTINUING  EDUCATION 


2V  STAT — Medical  diagnostic  and  therapeutic  de- 
cision support  software,  covering  69  specialties. 
Medical  algorithms  (flow  charts)  are  grouped  ac- 
cording to  sign,  symptoms,  complaints,  organ  and 
system,  specialty,  age,  and  MDC/DRG.  Menu- 
driven  or  index  search  approach  to  access  an  ap- 
propriate algorithm.  Updated  medical  knowledge 
on  fingertips.  Demo  disk,  $95.  2V  STAT,  2480 
Windy  Hill  Road,  Suite  201,  Marietta,  Georgia 
30067;  404  956-1855. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  rnaternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 
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payable  in  advance.  Display  classified  ad-  (57 
vertising  sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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There’s  no  way  a steering  wheel 
can  stop  you  from  slamming  into  a 
dashboard.  Only  a safety  belt  cm. 
Stop  making  excuses  and  start 
buckling  your  safety  belt. 
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COURSES 


AUGUST 

Cancer 

Aug  6,  1988 

CANCER:  PREVENTION  AND  EARLY  DETECTION  IN  WOMEN.  Westin 
Hotel-Galleria,  Dallas.  Fee  S90  physicians,  S50  residents.  Category  1, 

AMA  Physician's  Recognition  Award;  7 hours.  Contact  Diane  Pitkin, 

Dept  of  Medical  Education,  St  Paul  Medical  Center,  5909  Harn-  Hines 
Blvd,  Dallas,  TX  -5235  (214)  8^9-3'’89 

Cardiovascular  Disease 

Aug  4—6,  1988 

CRITICAL  CARE  CARDIOLOGY.  Fairmont  Hotel,  San  Francisco.  Fee 
S375  members  of  American  College  of  Cardiology-,  S440  nonmembers. 
Category  1,  AMA  Physician's  Recognition  Award;  16.5  hours.  AAFP  pre- 
scribed. Contact  ACC,  Extramural  Programs,  Dept  5080,  Washington, 

DC  20061-5080  (800)  253-4636 

General  Medicine 

Aug  14-19,  1988 

WILDERNESS  MEDICINE.  Snowmass,  Colo.  Fee  S335  basic  fee,  S205 
students  and  residents.  Category-  1,  AMA  Physician's  Recognition 
Award;  22.5  hours.  Contact  Office  of  Continuing  Medical  Education, 
University-  of  California  School  of  Medicine,  M-017,  La  Jolla,  CA 
91093-06n  (619)  534-3940 

Health  Administration 

Aug  23-26,  1988 

EXECUTIVE  SYMPOSIUM  ON  HEALTH  CARE  MANAGEMENT.  Four 
Seasons  Hotel,  Vancouver.  British  Columbia.  Fee  S865  member  Ameri- 
can Academy  of  Medical  Directors,  four-day  course;  S445  member, 
two-day  course;  8935  nonmember  AAMD,  four-day  course;  8490  non- 
member AAMD,  two-day  course.  Category-  1 , AMA  Physician's  Recogni- 
tion Award;  28  hours,  four-day  course;  14  hours,  two-day  course. 
Contact  the  American  Academy-  of  Medical  Directors,  4830  W Ken- 
nedy Blvd,  Suite  648,  Tampa,  EL  33609-2517  (813)  287-2000 

Obstetrics  and  Gynecology 

Aug  6- 11,  1988 

ISSUES  IN  MATERNAITFETAL  MEDICINE.  Copper  Mountain,  Colo.  Fee 
8475.  Category-  1,  AMA  Physician's  Recognition  Award;  24  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital.  2401  S 31st  St,  Temple,  TX 
76508(817)774-4083 

Otolaryngology 

Aug  4—6,  1988 

TEMPORAL  BONE  SURGICAL  DISSECTION.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  8400.  Category-  1,  AMA  Physi- 
cian's Recognition  Award;  17  hours.  Contact  Martha  Berlin,  Office  of 
Continuing  Education,  William  C.  Levin  Hall,  J-34,  UTMB.  Galveston, 
TX  77550-2782  (409)  761-2934 


Psych  iatry- 

Aug  24-29.  1988 

NEUROPSYCHIATRIC  ASPECTS  OF  POLITICS  AND  POLITICIANS. 

Mauna  Kea  Beach  Hotel,  Hawaii.  Fee  TBA.  Category  1 , AMA  Physician  s 
Recognition  Award;  24  hours.  Contact  Barbara  Harv,  ell,  Southern  Cali- 
fornia Neuropsychiatric  Institute,  6"'94  I^  Jolla  Blvd.  La  Jolla,  CA 
92037  (619)  454-2102 

Radiology 

Aug  15-19.  1988 

BASIC  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  8600.  Category-  1.  AMA  Physicians 
Recognition  Award,  40  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7^03  Floyd  Curl  Dr,  San  Antonio.  TX  ’8284-'’980 
(512)  567-4444 

SEPTEMBER 

Cancer 

Sept  15-17,  1988 

BREAST  CANCER  1988/CLINICAL  AND  BASIC  SCIENTIFIC  ADVANCES 
IN  DIAGNOSIS  AND  TREATMENT.  Plaza  of  the  Americas  Hotel.  Dallas. 
Fee  TBA.  Category-  1,  AMA  Physician's  Recognition  Award;  13  hours. 
Contact  Barbara  Grayson,  Baylor  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)  820-231^ 

Cardio-vascular  Disease 

Sept  28-Oct  1,  1988 

CARDIOLOGY  AND  CARDIOVASCULAR  SURGERY:  INTERVENTIONS 
1988.  Westin  Galleria,  Houston.  Fee  8395  physicians,  8250  house  staff. 
Category  1,  AMA  Physician's  Recognition  Award;  23  hours.  Contact 
Susan  Murray,  Texas  Heart  Institute,  PO  Box  20345,  MC  3-2''6,  Hous- 
ton, TX  77225  (^13)  791-215-' 

Endocrinology 

Sept  23-24,  1988 

MANAGEMENT  OF  THE  COMPUCATIONS  OF  DIABETES.  Doubletree 
Hotel-Post  Oak,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lemer  or 
Carol  Soroka.  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030  ( ■'  1 3 ) 799-6020 

Sept  30-Oct  1,  1988 

NEW  HORIZONS  IN  DIABETIC  COMPLICATIONS.  Four  Seasons  Hotel, 
Austin,  Tex.  Fee  890  nonmember  American  Diabetes  Association.  8'’5 
member  ADA.  Category  1,  AMA  Physician's  Recognition  Award;  10 
hours.  Contact  Jeff  Fogel,  8140  N Mopac,  Bldg  1.  Suite  130,  Austin,  TX 
78-759  (800)  252-8233 

General  Medicine 

Sept  17,  1988 

HYPERTENSION  IN  CLINICAL  PRACTICE:  MEDICAL  MANAGEMENT 
AND  SURGICAL  APPROACHES  TO  SECONDARY  IDTERTENSION. 
Doubletree-Uncoln  Center,  Dallas.  Fee  890  physicians,  850  residents. 
Category  1,  AMA  Physician's  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry-  Hines  Blvd,  Dallas,  TX 
75235  (214)879-3789 
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Sept  29-30,  1988 

ISSUES  AND  CONCERNS  FACING  IRBS  AND  CLINICAL  INVES- 
TIGATORS. Austin,  Tex.  Fee  TEA.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  10  hours.  Contact  Susan  Larson,  Scott  and  White 
Ho,spital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Sept  10,  1988 

CARDIAC  ARRHYTHMIA.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  TEA.  Credit  TEA.  Contact  the  Continuing 
Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr  San  Antonio 
TX  78284-7980  (512)  567-4444 

Obstetrics  and  Gynecology 

Sept  16-17,  1988 

GYNECOLOGIC  LASER  WORKSHOP;  EMPHASIS  ON  FIEER- 
DELIVERED  lASERS  ENDOSCOPICALLY.  Presbyterian  Hospital,  Dallas. 
Fee  TEA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours. 
Contact  Lela  Ereckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill 
Une,  Dallas,  TX  75231  (214)696-8458 

Sept  30-Oct  1,  1988 

PEDIATRIC  AND  ADOLESCENT  GYNECOLOGY.  Doubletree  Hotel 
Post  Oak,  Houston.  Fee  S200  nonmembers  of  North  American  Society 
of  Pediatrics  and  Adolescent  Gynecology,  SI  75  members,  $150  resi- 
dents, $125  one  day.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  1 4.  Contact  Carol  Soroka,  Eaylor  College  of  Medicine,  One  Eay- 
lor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Ophthalmology 

Sept  9-10,  1988 

EXTRACAPSULAR  CATERACT  EXTRACTION.  Doubletree  Hotel,  Dallas. 
Fee  TEA.  Credit  TEA.  Contact  Lela  Ereckenridge,  Presbyterian  Hospi- 
tal, 8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Sept  23-24,  1988 

CORNEA  AND  EXTERNAL  DISEASE  S’TMPOSIUM.  Hotel  Crescent 
Court,  Dallas.  Fee  TEA.  Category  1 , AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Iris  Wenzel,  Texas  Medical  Association,  1801 
N Lamar  Elvd,  Austin,  TX  78701  (512)  477-6704  or  Eleanor  Gold- 
smith, Dept  of  Ophthalmology,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Elvd,  Dallas,  TX  75235  (214) 
688-3848 

Orthopedic  Surgery 

Sept  15-17,  1988 

INDUSTRIAL  MUSCULOSKEI,ETAL  HEALTH:  SPORTS  MEDICINE  FOR 
WORKING  PEOPLE.  Loews  Anatole  Hotel,  Dallas.  Fee  $375  physicians, 
$225  residents,  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  19  hours.  Contact  Ann  Carlton,  Division  of  Orthopedic  Surgery, 
The  University  of  Texas  Southwestern  Medical  Center,  5323  Harry 
Hines  Elvd,  Dallas,  TX  75235  (214)  688-3525  or  (214)  688-2166 

Sept  16-17,  1988 

METAEOLIC  EONE  DISEASES.  Warwick  Hotel,  Houston.  Fee  $300  phy- 
sicians, $50  residents  and  fellows.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  hours  TEA.  Contact  Alexander  Erodsky,  MD,  St.  Luke’s 
Episcopal  Hospital,  PO  Eox  20269,  Houston,  TX  77225-0269  (713) 
791-2925 

Pediatrics 

Sept  22-24,  1988 

EURNS  IN  CHILDREN.  Four  Seasons  Hotel,  Houston.  Fee  $300  physi- 
cians, $175  others.  Category  1,  AMA  Physician’s  Recognition  Award; 

21.5  hours.  Contact  Linda  Erown,  Office  of  Continuing  Education, 

G.104  MSE,  University  of  Medical  School,  6431  Fannin,  Houston  TX 
77030(713)792-5346 

Sept  29-30,  1988 

15TH  ANNUAL  PERINATAL  SEMINAR.  Temple,  Tex.  Fee  $65.  Category 
1,  AMA  Physician’s  Recognition  Award;  10  hours  Contact  Susan 
Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 


Plastic  Surgery 

Sept  14-19,  1988 

COSMETIC  SURGERY  OF  THE  FACE  AND  EREAST.  Monte  Carlo, 
Monaco.  Fee  $700.  Category  1,  AMA  Physician’s  Recognition  Award; 
18  hours.  Contact  Francine  Leinhardt,  Course  Coordinator,  UCLA  Ex- 
tension, 210  E 64th  St,  New  York,  NY  10021 

OCTOBER 

AIDS 

Oct  22-23,  1988 

AIDS  IN  TEXAS.  Westin  Oaks  Hotel,  Houston.  Fee  TEA.  Category  1, 
AMA  Physician’s  Recognition  Award;  11.5  hours.  Contact  Ellen  Kinser, 
Division  of  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  PO  Eox  20367,  HME  15.1501,  Houston,  TX  77225  (713) 
792-4671  ^ 

Cancer 

Oct  11-14,  1988 

4 1ST  ANNUAL  S'YMPOSIUM  ON  FUNDAMENTAL  CANCER  RESEARCH. 
Westin  Galleria  Hotel,  Houston.  Fee  TEA.  Credit  TEA.  Contact  Shirley 
Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Eox  11,  1515 
Holcombe  Elvd,  Houston,  TX  77030  (713)  792-2222 

Emergency  Care 

Oct  21-22,  1988 

4TH  ANNUAL  EMERGENCY  MEDICINE  CONFERENCE.  Dallas.  Fee 
$150.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St  Temple  TX 
76508(817)774-4083 

Family  Medicine 

Oct  14-15,  1988 

4TH  ANNUAL  WOMEN’S  HEALTH  UPDATE.  College  Station,  Tex.  Fee 
$125.  Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St  Temple  TX 
76508  (817)  774-4083 

Geriatrics 

Oct  26,  1988 

GERIATRICS  IN  CLINICAL  PRACTICE.  Marriott-Medical  Center,  Hous- 
ton. Fee  TEA.  Credit  TEA.  Contact  Vicki  Forgac,  Eaylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

Neurology 

Oct  6-8,  1988 

ALZHEIMER  CAREGIVER  TRAINING  CONFERENCE.  San  Antonio,  Tex. 
Fee  TEA.  Category  1 , AMA  Physician’s  Recognition  Award;  hours  TEA. 
Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Education, 

Texas  Tech  University  Health  Sciences  Center,  Lubbock  TX  79430 
(806)743-2929 

Ophthalmology 

Oct  7-8,  1988 

SILICONE  OIL:  A TUTORIAL  WITH  DR  RELJA  ZFVOJNO'VIC.  Westin 
Hotel-Galleria,  Dallas.  Fee  TEA.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  9 hours.  Contact  Lela  Ereckenridge,  Presbyterian  Hospital, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 


Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $640.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  UT  Southwestern  Medical  Cen- 
ter, 5323  Harry  Hines  Elvd,  Dallas,  TX  75235  (214)  688-2166 
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Pediatrics 

Oct  29-30,  1988 

12TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub 
bock,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Cx)ntinuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Radiology 

Oct  12-14,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Hyatt  Regency  Hotel-Downtown, 
San  Antonio,  Tex.  Fee  1300.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  the  Continuing  Medical  Education  Office, 
UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Oct  17-21,  1988 

EXTERNAL  BEAM  DOSIMETRY.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  *600.  Category  1 , AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78290-7980 
(512)  567-4444 

Oct  24-28,  1988 

BRACHYTHERAPY  DOSIMETRY.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  *600.  Category  1,  AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Fee  *350.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2502 

Risk  Management 

Oct  22,  1988 

RISK  MANAGEMENT.  The  University  of  Texas  Southwestern  Medical 
Center,  Room  D 1 .600.  Fee  TBA.  Credit  TBA.  Contact  Freddie  Heitman, 
Continuing  Education,  UT  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Surgery 

Oct  15,  1988 

STAPLING  UPDATE  FOR  GENERAL  AND  THORACIC  SURGERY.  The 
University  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  *200. 
Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact  the 
Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

NOVEMBER 

Anesthesiology 

Nov  12,  1988 

BAY-CAP  MINI  SYMPOSIUM.  Location  TBA.  Contact  Carol  Soroka,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Cancer 

Nov  2-5,  1988 

32ND  ANNUAL  CUNICAL  CONFERENCE/OPTIMIZING  MANAGE- 
MENT OF  PRIMARY  BONE  TUMORS:  MULTI-DISCIPLINARY  AP- 
PROACH. Houston.  Contact  Shirley  Roy,  MD  Anderson  Cancer  Center, 
Conference  Services  Box  131,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

General  Medicine 

Nov  10-12,  1988 

DIABETES  UPDATE  1988.  Galveston,  Tex.  Contact  Martha  Berlin, 

Office  of  Continuing  Education,  J-34,  The  University  of  Texas  Medical 
Branch,  Galveston,  TX  77550-2782  (409)  761-2934 


Internal  Medicine 

Nov  4-5,  1988 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES,  Dallas.  Contact  Ann 
Parchem,  Continuing  Education,  'Fhe  University  of  Texas  Soutliwesfern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  ( 2l4j 
688-2166 

Obstetrics  and  Gynecology 
Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Dallas.  Con- 
tact June  Bovill,  Division  of  Continuing  Education,  The  University  of 
Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  IX 
75235  (214)  688-2166 

Nov  2-6,  1988 

PELVIC  AND  VAGINAL  SURGERY,  San  Antonio,  Tex,  Contact  Susan 
Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

NOV  3-5,  1988 

OBSTETRIC  ULTRASOUND.  New  Orleans.  Contact  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW,  Suite 
300  East,  Washington,  DC  20024-2588 

Nov  9- 11,  1988 

LASERS  IN  GYNECOLOGY.  Worchester,  Mass.  Contact  the  American 
College  of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW, 

Suite  300  East,  Washington,  DC  20024-2588 

Nov  18-19,  1988 

lOTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  G’VNECOLOGY.  Lub- 
bock, Tex.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  HSC,  Lubbock,  TX  79430  (806) 
743-2929 

Nov  28-29,  1988 

COMPUTER  APPLICATIONS  IN  OBSTETRICS  AND  G’VNECOLOGY:  AN 
INTRODUCTORY  WORKSHOP.  Houston.  Contact  the  American  Col- 
lege of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW,  Suite 
300  East,  Washington,  DC  20024-2588 

Oncology 

Nov  30-Dec  1,  1988 

CLINICAL  PROBLEMS  IN  ONCOLOGY  Houston  Contact  Tamara 
Greiner  or  Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030 

Ophthalmology 

Nov  17-19,  1988 

WELSH  CATARACT  CONGRESS.  Houston.  Contact  Carol  Soroka  or 
Vicki  Forgac,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston, 
TX  77030 

Pediatrics 

Nov  11-12,  1988 

PEDIATRICS  FOR  THE  PRACTITIONER/22ND  ANNUAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR.  Dallas.  Contact  June  Bovill,  Con- 
tinuing Education,  The  University  of  Texas  Souhwestern  Medical  Cen- 
ter, 5323  Harry  Hines  Blvd,  Dallas,  TX  75235  ( 214 ) 688  2166 

Nov  11-12,  1988 

ADVANCES  IN  THE  TREATMENT  OF  PEDIA  TRIC  BONES.  Dallas.  Con- 
tact Linda  Henry,  Humana  Hospital-Medical  City  Dallas,  7777  Forest 
Lane,  Dallas,  TX  75230  (214)  788-6236 

Nov  30-Dec  2,  1988 

ENTEROPATHY  OF  INFANTILE  MALNUTRITION,  DIAGNOSIS  AND 
MANAGEMENT.  Houston.  Contact  Vicki  Forgac  or  Lila  Lerner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Psychiatry 

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM.  San  Francisco.  Contact 
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Extended  Programs  in  Medical  Education,  Room  569-U,  University  of 
California  School  of  Medicine,  San  Francisco,  CA  94143  (415) 
476-4251 

Nov  19,  1988 

AFFECTIVE  DISORDERS:  TREATMENT  UPDATE  Dallas.  Contact  Diane 
Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas  TX 
75235  (214)879-3789 

Radiology 

Nov  14-18,  1988 

RADIATION  SAFETY  OFFICERS  COURSE.  San  Antonio,  Tex.  Contact 
the  Continuing  Medical  Education  Office,  The  University  of  Texas 
Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  (512)  567-4444 

Nov  16-19,  1988 

FUNDAMENTALS  OF  MRI.  San  Antonio,  Tex.  Contact  the  Continuing 
Medical  Education  Office,  The  University  of  Texas  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  ( 512)  567-4444 

Risk  Management 

Nov  10-11,  1988 

RISK  MANAGEMENT  AND  QUALITY  ASSURANCE:  ISSUES  AND  INTER- 
ACTIONS. Houston.  Contact  Nancy  Ebert,  PO  Box  15587,  Austin,  TX 
78761  (512)  465-1000  or  (800)  252-9403 

Surgery 

Nov  4-5,  1988 

GENERAL  SURGERY  UPDATE  1988.  Houston.  Contact  Lila  Lerner, 
Office  of  Continuing  Education,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)  799-6020 

DECEMBER 

Cancer 

DEC  7-9,  1988 

ADVANCES  IN  CANCER  MANAGEMENT/NATIONAL  CONFERENCE  OF 
THE  AMERICAN  CANCER  SOCIETY.  Los  Angeles,  CA.  Contact  the 
American  Cancer  Society,  National  Conference  on  Advances  in  Cancer 
Management,  3340  Peachtree  Road  NE,  Atlanta,  GA  30026  (212) 
599-3600 

Family  Medicine 

Dec  2-3,  1988 

3RD  ANNUAL  PRIMARY  CARE  RESEARCH  AND  STATISTICS.  San  An- 
tonio, Tex.  Contact  the  Continuing  Medical  Education  Office,  The  Uni- 
versity of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Dec  3,  1988 

PRACTICE  UPDATE  88.  Dallas.  Contact  Diane  Pitkin,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Pathology 

Dec  10,  1988 

72  45TH  ANNUAL  PATHOLOGY  SEMINAR.  San  Antonio,  Tex.  Contact  the 

Continuing  Medical  Education  Office,  The  University  of  Texas  Health 

Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 


Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONFERENCE  ON  CONTEMPORARY  ISSUES  IN 
DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Houston. 
Contact  Linda  Brown,  Office  of  Continuing  Education,  G.104  MSB,  The 
University  of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  77030 
(713)792-5346 

Dec  3,  1988 

6TH  ANNUAL  UPDATE  IN  PSYCHIATRY.  San  Antonio,  Tex.  Contact  the 


Continuing  Medical  Education  Office,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

JANUARY 

Obstetrics  and  Gynecology 

Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Houston.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT:  A MULTIDISCIPLINARY  APPROACH,  San  Antonio, 
Tex.  Contact  the  Continuing  Medical  Education  Office,  The  University 
of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  (512)  567-4444 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio,  Tex. 
Contact  the  Continuing  Medical  Education  Office,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio  TX 
78284-7980  (512)  567-4444 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request. ) Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND, 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Eee  $600.  Category  1 , AMA  Physician’s  Recognition  Award; 
40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center.  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 500  East  Ave,  Austin,  TX  7870 1 ( 5 1 2 ) 480- 1 869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  ULTRA- 
SONOGRAPHY. (Date  assigned  by  individual  request. ) Jefferson  Davis 
Hospital,  Houston.  Fee  $375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  1 84-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 


Texas  Medicine 


Catt;gor>'  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
98.4-49S1 

Date  a,ssigned  by  individual  request 

VISITING  FEU.OWSHIP  IN  MRI  The  Methodist  Hospital,  Houston.  Fee 
$1,000  physicians;  $S00  residents  and  fellows,  C;atcgor>'  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Catntact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Pla/a, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Ijb,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  SI, 000  physicians  for  40  hours;  SI, 600 
physicians  for  80  hours;  S800  residents  and  fellows  for  40  hours; 
51,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery-  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (''13)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CUNICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
S35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

JULY 

BETTER  EINANCIAL  MANAGEMENT  METHODS 
July  13,  1988,  Houston 
July  20,  1988,  Fort  Worth 
July  27,  1988,  San  Antonio 

COMPUTERS  IN  MEDICAL  PRACTICE 
July  12,  1988,  Houston 
July  26,  1988,  San  Antonio 

EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
July  22,  1988,  Fort  Worth 

IMPROVED  PATIENT  FLOW  MANAGEMENT 
July  14,  1988,  Houston 
July  21,  1988,  Fort  Worth 
July  28,  1988,  San  Antonio 

AUGUST 

BETTER  FINANCIAL  MANAGEMENT  METHODS 
Aug  10,  1988,  Corpus  Christi 

EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
Aug  12,  1988,  Corpus  Christi 

IMPROVED  PATIENT  FLOW’  MANAGEMENT 
Aug  1 1,  1988,  Corpus  Christi 


SEPTEMBER 

THE  1 2-3’s  OF  PRAC  TICE  DEVELOPMENT— 6 hours 
Sept  24,  1988,  Dallas 

INSURANCE  C:iAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION—4 hours 
Sept  28,  1 988,  Austin 
Sept  29,  1988,  Houston 

HOW  TO  IMPROVE  YOUR  THIRD-PAR'IY  REIMBURSEMENT— 2 
hours 

Sept  28,  1988,  Austin 
Sept  29,  1988,  Houston 

OCTOBER 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION—4 hours 
Oct  13,  1988,  Midland 
Oct  14,  1988,  Lubbock 
Oct  19,  1988,  Abilene 
Oct  21,  1988,  Dallas 
Oct  26,  1988,  Fort  Worth 
Oct  27,  1988,  Tyler 

HOW  TO  IMPROVE  YOUR  TH1RD-PART\'  REIMBURSEMENT— 2 
hours 

Oct  13,  1988,  Midland 
Oct  14,  1988,  Lubbock 
Oct  19,  1988,  Abilene 
Oct  21,  1988,  Dallas 
Oct  26,  1988,  Ft  Worth 
Oct  27,  1988,  Tyler 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE— 6 hours 
Oct  5,  1988,  Dallas 
Oct  6,  1988,  Austin 

PLANNING  FOR  RETIREMENT 
Oct  8,  1988,  San  Antonio 

NOVEMBER 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE— 6 hours 
Nov  9,  1988,  San  Antonio 
Nov  10,  1988,  Ft  Worth 
Nov  11,  1988,  Houston 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION—4 hours 
Nov  1,  1988,  San  Antonio 
Nov  2,  1988,  McAllen 

HOW  TO  IMPROVE  YOUR  THIRD-PARTT'  REIMBURSEMENT— 2 
hours 

Nov  1,  1988,  San  Antonio 
Nov  2,  1988,  McAllen 


CALENDAR  OF  MEETINGS  ■Denotes  Texas  Meetings 


July 

BETTER  HEALTH  CARE  IN  THE  1990s:  INFORMATION  DYNAMICS 
AND  CONSUMER  BENEFITS/24TH  ANNUAL  MEETING  OF  THE  DRUG 
INFORMATION  ASSOCIATION,  Toronto,  July  11-14,  1988.  Contact  the 
Drug  Information  Association,  PO  Box  113,  Maple  Glen,  PA  19002 
(215)628-2288 

August 

■WORLD  CONGRESS  ON  MEDICAL  Pm  SICS  AND  BIOMEDICAL  EN 
GINEERING,  San  Antonio,  Tex,  Aug  7-  12,  1988.  Contact  David  Kopp, 
PhD,  Dept  of  Radiology,  The  University  of  Texas  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 
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■ 17TH  ANNUAL  MEETING  OF  THE  INTERNATIONAL  SOCIETY  FOR 
EXPERIMENTAL  HEMATOLOGY,  Houston,  Aug  21  — 25,  1988.  Contact 
Shirley  Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

September 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  ANNUAL  MEETING,  Washington,  DC,  Sept  23—24,  1988. 
Contact  American  Academy  of  Facial  Plastic  and  Reconstructive  Sur- 
gery, 1101  Vermont  Ave  NW,  Ste  404,  Washington,  DC,  20005  ( 202) 
842-4500 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY  ANNUAL  MEET- 
ING, Washington,  DC,  Sept  29-Oct  1,  1988.  Contact  AAOA,  1101  Ver- 
mont Ave  NW,  Ste  302,  Washington,  DC,  20005  (202)  682-0546 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY  ANNUAl.  MEETING,  Washington,  DC,  Sept  25—29,  1988. 
Contact  AAO,  1101  Vermont  Ave  NW,  Ste  302,  Washington  DC  20005 
(202)289-4607 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  ANNUAL  MEET- 
ING, New  Orleans.  Sept  26-29,  1988  Contact  ACEP,  PO  Box  619911 
Dallas,  TX  75261  (214)  550-091 1 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS  ANNUAL  MEETING 
Washington,  DC,  Sept  28-Oct  2,  1988.  Contact  ACNP,  1101  Vermont 
Ave  NW,  Ste  700,  Washington,  DC  20005  ( 202 ) 857- 1135 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Cincin- 
nati, Sept  23-30,  1988.  Contact  ACR,  1891  Preston  White  Dr,  Reston 
VA  2209 1 ( 703 ) 648-8900 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY  4TH 
ANNUAL  MEETING,  Baltimore,  Sept  17-19,  1988.  Contact  American 
Society  for  Reconstructive  Microsurgery,  Attn:  Registration,  3025  S 
Parker  Rd.  Suite  65,  Aurora,  CO  80014 

SOCIETY'  OF  THORACIC  SURGEONS  ANNLIAL  MEETING,  New  Or- 
leans, Sept  25-28,  1988.  Contact  Society  of  Thoracic  Surgeons,  1 1 1 E 
Walker  Dr,  Chicago,  IL  60640  (312)  644-6610 

■TEXAS  DERMATOLOGICAL  SOCIETY  MEETING,  Galveston,  Sept 
7-9,  1988.  Contact  Carrie  Laymon,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  MEDICAL  ASSOCIATION  FALL  CONFERENCE,  Austin,  Sept 
16-18,  1988.  Contact  Bob  Mickey,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIETY  MEETING,  Dallas,  Sept  9-11,  1988. 
Contact  Mary  Greene,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  7870 1 (512)  477-6704 

■TEXAS  ACADEMY  OF  FAMILY  PRACTICE  ANNUAL  ASSEMBLY,  Aus- 
tin, Sept  23-25,  1988.  Contact  TAFP,  8733  Shoal  Creek  Blvd  Austin 
TX  78758(512)451-8237 


YOCON' 

YOHIMBINE  HCI 


DeseripUon;  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

AcHon:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both . 

Yohimbine  exerts  a sOmulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug . Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone. 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  otter  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indicab'ons:  Yocon*  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug,' 2 Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. ' 3 
Dosage  and  Adminis^tion:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence,  ' 3. 4 1 tablet  (5,4  mg)  3 times  a day,  to  adult  mates  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  'A  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.3 
How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5,4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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for  your  patient.  And  we  refer  the  patient  back  to  you 
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In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first  As".  dose’ 

^ First-week  improvement  in  somatic  symptoms’ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Lunbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  VL 


limbitrorDS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt) 


References;  1.  Data  on  file,  HolTmann-La  Roche  Inc.,  Nutley,  N|.  2,  Feighner  VP, 
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Ttanquilizer— Antidepressant 
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follows; 
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cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  [e.g.,  operating  machinery,  driving). 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  daig.  Periodic  liver 
function  tests  and  blood  counfs  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Watnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  antichofinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others;  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular-  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic- Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  'Ttsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  Inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  I to  3 mg  physostigmine  salicylate  may  teverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlotdiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose' 

^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  artivities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effertive  amount  in  elderly  patients. 


limbitrof 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduaion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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ON  THE  COVER 

This  month's  cover  anicle,  “Challenges  of 
our  success;  a national  perspective  on 
geriatric  health  care,"  focuses  on  several 
innovations  in  elder  care,  the  role  of  drug 
therapy,  challenges  facing  geriatric 
medical  education,  and  ethical  guidelines 
for  both  physicians  and  policymakers 

Written  by  RonJ  Anderson,  MD,  Craig 
Rubin,  MD,  and  Paul  J Boumbulian,  DPA, 
MPH,  the  article  begins  on  page  35;  an 
accompanying  editorial  by  Dr  Anderson 
begins  on  page  8.  Cover  design  by  Ed 
Triggs, 

COMING 

NEXT  MONTH 

In  September,  Texas  Medicine  presents  a 
series  of  seven  articles  dealing  with  mental 
health  concerns  such  as  anxiety,  alcohol 
abuse,  eating  disorders,  crack  and  cocaine, 
office  psychotherapy,  psychiatric  disorders 

and  HfV,  and  attention  deficit-hyperactivity 
disorder  Dallas  psychiatrist  Myron  F, 
Weiner,  MD,  is  the  guest  editor  for  this 
special  issue. 

Crisis  in  black  and  whita 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L,  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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CAPSULES 


Prevent  genital  herpes 
recurrences 
month  after  month  with 
daily  therapy. 

(In  controlled  studies,  recurrences  were 
totally  prevented  for  4 to  6 months  in  up  to 
75%  of  patients.) 


Please  see  last  page  ufthis  advertisement  for 
brief  summary  of prescribing  information . 


Daily  therapy 

Coping  with  genital  herpes  is 
rarely  easy.  For  some,  the 
worst  part  is  the  pain  and 
discomfort  of  frequent  attacks 
— month  after  month,  year 
after  year.  For  others,  the 
emotional  burden  presents  a 
more  difficult  problem,  leading 
to  social  isolation,  anxiety,  and 
diminished  self-esteem. 

recurrences.  - ^ , 

Prevent  or  reduce 
recurrences 

Although  your  patients  have 
to  live  with  herpes,  they 
shouldn’t  have  to  suffer.  Daily 
therapy  vdth  ZOVIRAX 
CAPSULES  can  help  free 
them  from  the  cycle  of 
recurrent  genital  herpes.  For 
many,  one  capsule  three  times 
a day  can  suppress  recurrences 
completely  while  on  therapy. 


ZOVIRAX 

(acyclovir) 

CAPSULES 

Help  free  your 
patients  from 


Generally 
well  tolerated 

Daily  therapy  with  ZOVIRAX 
CAPSULES  is  generally  well 
tolerated.  The  most  frequent 
adverse  reactions  reported 
during  clinical  trials  were 
headache,  diarrhea,  nausea/ 
vomiting,  vertigo,  and 
arthralgia. 

The  physical  and  emotional 
difficulties  posed  by  genital 
herpes  are  unique  for  each 
patient.  The  frequency  and 
severity  of  recurrent  episodes, 
as  well  as  the  emotional 
impact  of  the  disease,  should 
be  considered  when  selecting  3 
daily  therapy  with  ZOVIRAX  1 
CAPSULES.  , j 

Please  see  brief  summary  of  ^ 

prescribing  information  on  next  page.  ! 


Prevent  recurrences 
month  after  month* 

ZOVIRAX 

(acydovir) 

CAPSULES 

Brief  Summary 

INDICATIONS  AND  USAGE:  Zovirax  Capsules 
are  indicated  for  the  treatment  of  initial  episodes 
and  the  management  of  recurrent  episodes  of 
genital  herpes  in  certain  patients. 

The  severity  of  disease  is  variable  depending 
upon  the  immune  status  of  the  patient,  the  fre- 
quency and  duration  of  episodes,  and  the  degree  of 
cutaneous  or  systemic  involvement,  The.se  factors 
should  determine  patient  management,  which  may 
include  symptomatic  support  and  counseling  only, 
or  the  institution  of  specific  therapy.  The  physical, 
emotional  and  psycho-social  difficulties  posed  by 
herpes  infections  as  well  as  the  degree  of  debilita- 
tion, particularly  in  immunocompromised  patients, 
are  unique  for  each  patient,  and  the  physician 
should  determine  therapeutic  alternatives  based  on 
his  or  her  understanding  of  the  individual  patient's 
needs.  Thus  Zovirax  Capsules  are  not  appropriate  in 
treating  all  genital  herpes  infections.  The  following 
guidelines  may  be  useful  in  weighing  the  benefit/ 
risk  considerations  in  specific  disease  categories: 
First  Episodes  (primairy  and  nonprimary  infec- 
tions — commonly  known  as  initial  genital  herpes): 

Double-blind,  placebo-controlled  studies  have 
demonstrated  that  orally  administered  Zovirax 
significantly  reduced  the  duration  of  acute  infection 
(detection  of  virus  in  lesions  by  tissue  culture!  and 
lesion  healing.  The  duration  of  pain  and  new  lesion 
formation  was  decreased  in  some  patient  groups, 
ihe  promptness  of  initiation  of  therapy  and/or  the 
patient’s  prior  exposure  to  Herpes  simplex  virus 
may  influence  the  degree  of  benefit  from  therapy. 
Patients  with  mild  disease  may  derive  less  benefit 
than  those  with  more  severe  episodes.  In  patients 
with  extremely  severe  episodes,  in  which  prostra- 
tion, central  nervous  system  involvement,  urinary 
retention  or  inability  to  take  oral  medication 
require  hospitalization  and  more  aggressive  man- 
agement, therapy  may  be  best  initiated  with  intra- 
venous Zovir2ix. 

Recurrent  Episodes: 

Double-blind,  placebo-controlled  studies  in 
patients  with  frequent  recurrences  ( 6 or  more 
episodes  pier  year)  have  shown  that  Zovirax  Capsules 
given  for  4 to  6 months  prevented  or  reduced  the 
frequency  and/or  severity  of  recurrences  in  greater 
than  959c  of  patients.  Clinical  recurrences  were 
prevented  in  40  to  75%  of  patients.  Some  patients 
experienced  increased  severity  of  the  first  episode 
following  cessation  of  therapy  ; the  severity  of 
subsequent  episodes  and  the  effect  on  the  natural 
history  of  the  disease  are  still  under  study. 

The  safety  and  efficacy  of  orally  administered 
acyclovir  in  the  suppression  of  frequent  episodes  of 
genital  heroes  have  been  established  only  for  up  to 
6 months.  Chronic  suppressive  therapy  is  most 
appropriate  when,  in  the  judgement  of  the  physi- 
cian, the  benefits  of  such  a remmen  outweigh 
known  or  potential  adverse  effects.  In  general, 
Zovirax  Capsules  should  not  be  used  for  the  sup- 
pression of  recurrent  disease  in  mildly  affected 
patients.  Unanswered  questions  concerning  the 
human  relevance  of  in  vitro  mutagenicity  studies 
and  reproductive  toxicity  studies  in  animals  given 
very  high  doses  of  acyclovir  for  short  periods  (see 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility)  should  be  borne  in  mind  when  designing 
long-term  management  for  individual  patients. 
Discussion  of  these  issues  with  patients  will  provide 
them  the  opportunity  to  weigh  the  potential  for 
toxicity  against  the  severity  of  their  disease.  Thus, 
this  regimen  should  be  considered  only  for  appro- 
priate patients  and  only  for  six  months  until  the 
results  of  ongoing  studies  allow  a more  precise 
evaluation  of  the  benefit/risk  assessment  of  pro- 
longed therapy. 

Limited  studies  have  shown  that  there  are 
certain  patients  for  whom  intermittent  short-term 
treatment  of  recurrent  episodes  is  effective.  This 
approach  may  be  more  appropriate  than  a sup- 
pressive regimen  in  patients  with  infrequent 
recurrences. 


Immunocompromi.sed  patients  with  recurrent 
herpes  infections  can  be  treated  with  either  inter- 
mittent or  chronic  siippre.ssive  therapy  Clinically 
significant  resistance,  although  rare,  is  more  likely 
to  be  seen  with  prolonged  or  repeated  therapy  in 
severely  imniunoconipromi,sed  patients  with  active 
lesions. 

CONTRAINDICATIONS:  Zovirax  Capsules  are 
contraindicated  for  patients  who  develop  hypersen- 
sitivity or  intolerance  to  the  components  of  the 
formulation, 

WARNINGS:  Zovirax  Capsules  are  intended  for 
oral  inge.stion  only. 

PRECAUTIONS:  General:  Zovirax  has  caused 
decreased  spermatogenesis  at  high  doses  in  some 
animals  and  mutagenesis  in  some  acute  studies  at 
high  concentrations  of  drug  (see  PRECAUTIONS  — 
(iarci nogenesis.  Mutagenesis,  Impairment  of 
Fertility).  The  recommended  do.sage  and  length  of 
treatment  should  not  be  exceeded  (see  DOSAGE 
AND  ADMINISTRATION). 

Exposure  of  Herpes  simplex  isolates  to  acyclovir 
in  vitro  can  lead  to  the  emergence  of  less  sensitive 
viruses.  The  possibility  of  the  appearance  of  less 
sensitive  viruses  in  man  must  be  borne  in  mind 
when  treating  patients.  The  relationship  between 
the  in  vitro  sensitivity  of  Herpes  simplex  virus  to 
acyclovir  and  clinical  response  to  therapy  has  yet  to 
be  established. 

Because  of  the  possibility  that  less  sensitive 
virus  may  be  selected  in  patients  who  are  receiving 
acyclovir,  all  patients  should  be  advised  to  take 
particular  care  to  avoid  potential  transmission  of 
virus  if  active  lesions  are  present  while  they  are  on 
therapy.  In  severely  immunocompromised  patients, 
the  physician  should  be  aware  that  prolonged  or 
repeated  courses  of  acyclovir  may  result  in  selection 
of  resistant  viruses  which  may  not  fully  respond  to 
continued  acyclovir  therapy. 

Drug  Interactions:  Co-administration  of  probene- 
cid with  intravenous  acyclovir  has  been  shown  to 
increase  the  mean  half-life  and  the  area  under  the 
concentration-time  curve.  Urinary  excretion  and 
renal  clearance  were  correspondingly  reduced. 
Carcinogenesis,  Mutagenesis,  Impairment  of 
Fertility:  Acyclovir  was  tested  in  lifetime  bioassays 
in  rats  and  mice  at  single  daily  doses  of  50, 150  and 
450  mg/kg  given  by  gavage.  There  was  no  statisti- 
cally significant  difference  in  the  incidence  of 
turrlors  between  treated  and  control  animals,  nor 
did  acyclovir  shorten  the  latency  of  tumors.  In  2 in 
vitro  cell  transformation  assays,  used  to  provide 
preliminary  assessment  of  potential  oncogenicity  in 
advance  of  these  more  definitive  life-time  bioassays 
in  rodents,  conflicting  results  were  obtained 
Acyclovir  was  positive  at  the  highest  dose  used  in 
one  system  and  the  resulting  morphologically 
transformed  cells  formed  tumors  when  inoculated 
into  immunosuppressed,  syngeneic,  weanling  mice. 
Acyclovir  was  negative  in  another  transformation 
system  considered  less  sensitive. 

In  acute  studies,  there  was  an  increase,  not 
statistically  significant,  in  the  incidence  of  chromo- 
somal damage  at  maximum  tolerated  parenteral 
doses  of  100  mg/kg  acyclovir  in  rats  but  not  Chinese 
hamsters;  higher  doses  of  500  and  1000  mg/kg  were 
clastogenic  in  Chinese  hamsters.  In  addition,  no 
activity  was  found  after  5 days  dosing  in  a dominant 
lethal  study  in  mice.  In  6 of  11  microbial  and  mam- 
malian cell  assays,  no  evidence  of  mutagenicity  was 
observed.  At  3 loci  in  a Chinese  hamster  ovary  cell 
line,  the  results  were  inconclusive.  In  2 mammalian 
cell  assays  (human  lymphocytes  and  L5178Y  mouse 
lymphoma  cells  in  vitro),  positive  responses  for 
mutagenicity  and  chromosomal  damage  occurred, 
but  only  at  concentrations  at  least  400  times  the 
acyclovir  plasma  levels  achieved  in  man. 

Acyclovir  has  not  been  shown  to  impair  fertility 
or  reproduction  in  mice  (450  mg/kg/day,  p.o.)  or  in 
rats  (25  mg/kg/day,  s.c.).  At  50  mg/kg/day  s.c.  in  the 
rat,  there  was  a statistically  significant  increase  in 
post-implantation  loss,  but  no  concomitant  decrease 
in  litter  size.  In  female  rabbits  treated  subcutan- 
eously with  acyclovir  subsequent  to  mating,  there 
was  a statistically  significant  decrease  in  implanta- 
tion efficiency  but  no  concomitant  decrease  in  litter 
size  at  a dose  of  50  mg/kg/day.  No  effect  upon 
implantation  efficiency  was  observed  when  the 
same  dose  was  administered  intravenously.  In  a rat 
peri-  and  postnatal  study  at  50  mg/kg/day  s.c.,  there 
was  a statistically  significant  decrease  in  the  group 
mean  numbers  of  corpora  lutea,  total  implantation 
sites  and  live  fetuses  in  the  F,  generation.  Although 
not  statistically  significant,  there  was  also  a dose 
related  decrease  in  group  mean  numbers  of  live 
fetuses  and  implantation  sites  at  12.5  mg/kg/day 
and  25  mg/kg/aay,  s.c.  The  intravenous  administra- 
tion of  100  mg/kg/day,  a dose  known  to  cause  ob- 
structive nephropathy  in  rabbits,  caused  a 
significant  increase  in  fetal  resorptions  and  a 
corresponding  decrease  in  litter  size.  However,  at  a 


maximum  tolerated  intravenous  dose  of  50  mg/kg/ 
day  in  rabbits,  there  were  no  drug-related  reproduc- 
tive effects. 

Intraperitoneal  doses  of  320  or  80  mg/kg/day 
acyclovir  given  to  rats  for  1 and  (i  months,  respec- 
tively, cau,sed  testicular  atrophy,  Te.sticular  atrophy 
was  persistent  through  the  4-week  postdose  recovery 
pha.se  afh'r  320  mg/kg/day;  some  evidence  of  recov- 
ery of  sperm  production  was  evident  30  days  post- 
dose. Intravenous  doses  of  100  and  200  mg/kg/day 
acyclovir  given  to  dogs  for  31  days  cau.sed  asperma- 
togenesis. Testicles  were  normal  in  dogs  given 
50  mg/kg/day,  i.v.  for  one  month. 

Pregnancy:  Teratogenic  Effects:  Pregnancy 
Categorv  ('.  Acyclovir  was  not  teratogenic  in  the 
mouse  (4,50  mg/kg/day,  p.o.),  rat  (.50  mg/kg/day,  s.c.) 
or  rabbit  (50  mg/kg/day,  s.c.  and  i.v.).  There  are  no 
adequate  and  well-controlled  studies  in  pregnant 
women.  Acyclovir  should  not  be  used  during  preg- 
nancy unless  the  potential  benefit  justifies  the 
potential  risk  to  the  fetus.  Although  acyclovir  was 
not  teratogenic  in  animal  studies,  the  drug’s  poten- 
tial for  causing  chromosome  breaks  at  high  concen- 
tration should  be  taken  into  consideration  in 
making  this  determination. 

Nursing  Mothers:  It  is  not  known  whether  this 
drug  is  excreted  in  human  milk.  Because  many 
drugs  are  excreted  in  human  milk,  caution  should 
be  exerci,sed  when  Zovirax  is  administered  to  a 
nursing  woman.  In  nursing  mothers,  consideration 
should  be  given  to  not  using  acyclovir  treatment  or 
discontinuing  breastfeeding. 

Pediatric  Use:  Safety  and  effectiveness  in  children 
have  not  been  established. 

ADVERSE  REACTIONS -Short-Term  Admin- 
istration: The  most  frequent  adverse  reactions 
reported  during  clinical  trials  were  nausea  and/or 
vomiting  in  8 of  298  patient  treatments  (2.7%)  and 
headache  in  2 of  298  (0.6%).  Less  frequent  adverse 
reactions,  each  of  which  occurred  in  1 of  298  patient 
treatments  (0.3%),  included  diarrhea,  dizziness, 
anorexia,  fatigue,  edema,  skin  rash,  leg  pain, 
inguinal  adenopathy,  medication  taste  and  sore 
throat. 

Long-Term  Administration:  The  most  frequent 
adverse  reactions  reported  in  studies  of  daily 
therapy  for  3 to  6 months  were  headache  in  33  of 
251  patients  (13.1%),  diarrhea  in  22  of  251  (8.8%), 
nausea  and/or  vomiting  in  20  of  251  (8.0%),  vertigo 
in  9 of  251  (3.6%),  and  arthralgia  in  9 of  251  (3.6%). 
Less  frequent  adverse  reactions,  each  of  which 
occurred  in  less  than  3%  of  the  251  patients  (see 
number  of  patients  in  parentheses),  included  skin 
rash  (7),  insomnia  (4),  fatigue  (7),  fever  (4),  palpita- 
tions (1),  sore  throat  (2),  superficial  thrombophlebi- 
tis (1),  muscle  cramps  (2),  pars  planitis  ( 1 ), 
menstrual  abnormality  (4),  acne  (3),  lymphadenopa- 
thy  (2),  irritability  (1),  accelerated  hair  loss(l),  and 
depression  (1). 

DOSAGE  AND  ADMINISTRATION:  Treat- 
ment of  initial  genital  herpes:  One  200  mg 
capsule  every  4 hours,  while  awake,  for  a total  of 

5 capsules  daily  for  10  days  (total  50  capsules). 

Chronic  suppressive  therapy  for  recurrent 
disease:  One  200  mg  capsule  3 times  daily  for  up 
to  6 months.  Some  patients  may  require  more  driig, 
up  to  one  200  mg  capsule  5 times  daily  for  up  to 

6 months. 

Intermittent  Therapy:  One  200  mg  capsule 
every  4 hours,  while  awake,  for  a total  of  5 capsules 
daily  for  5 days  (total  25  capsules).  Therapy  should 
be  initiated  at  the  earliest  sign  or  symptom  (pro- 
drome) of  recurrence. 

Patients  With  Acute  or  Chronic  Renal 
Impairment:  One  200  mg  capsule  every  12  hours  is 
recommended  for  patients  with  creatinine  clearance 
5^10  ml/min/1.73/m2. 

HOW  SUPPLIED:  Zovirax  Capsules  (blue,  opaque) 
containing  200  mg  acyclovir  and  printed  with 
“Wellcome  ZOVIRAX  200”  - Bottles  of  100 
(NDC-0081-0991-55)  and  unit  dose  pack  of  100 
(NDC-0081-0991-56). 

Store  at  15°-30°C  (59°-86°F)  and  protect  from  light, 

*In  controlled  studies,  recurrences  were  totally 
prevented  for  4 to  6 months  in  up  to  75%  of  patients. 
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Editorial 


Long-term  health  care  in  Texas: 
the  time  for  serious  study  is  now 

A society  will  be,  and  should  be,  judged  not  only  on  its  ability 
but  its  willingness  to  care  for  and  protect  its  most  vulnerable 
members.  The  rapid  increase  in  the  American  geriatric  popula- 
tion is  partly  a manifestation  of  this  nation’s  success  in  public 
health,  medicine,  and  the  provision  of  economic  and  educa- 
tional opportunities  for  more  of  its  citizens  than  any  other  na- 
tion in  the  world.  With  this  success,  however,  come  new 
challenges. 

The  debate  continues  at  the  national  level  among  those  of 
differing  views  and  political  persuasions  as  to  the  possible  ap- 
proaches available  to  meet  the  health  and  social  needs  of  our 
elderly.  While  the  Catastrophic  Illness  Insurance  Program  for 
the  elderly  offers  some  important  new  protection  from  finan- 
cial ruin  from  excessive  hospital  and  physician  fees,  it  also 
adds  a financial  burden  to  these  same  elderly  who  must  fund 
the  program  through  premiums.  However,  this  coverage  fails 
to  cover  drug  therapy  costs  untU  a S600  deductible  is  met,  and 
it  does  not  adequately  addr'-.s  the  truly  catastrophic  costs  of 
long-term  care. 

Since  state  governments,  through  their  Medicaid  programs, 
pay  for  a significant  portion  of  nursing  home  care  in  the  United 
States,  many  state  government  officials  are  busy  looking  into 
long-term  alternatives  and  reimbursement  strategies  that  re- 
duce the  need  for  institutionalization.  In  Texas,  the  over- 
age-65 population  represents  9.4%  of  the  total  population, 
compared  to  a national  figure  of  12%.  The  increase  in  health 
care  expenditures  may  not  rise  so  fast  as  a result,  but  consider- 
ing the  current  state  budget  problems,  a “crisis”  of  sorts  may 
still  be  in  the  making.  Stringent  Medicaid  eligibility  require- 
ments and  nursing  home  admission  requirements  have  been 
present  in  Texas  since  the  mid-1970s,  and  yet,  Medicaid  still 
pays  for  roughly  70%  of  all  nursing  home  days  in  this  state. 
Roughly  50%  of  the  Medicaid  dollars  in  Texas  are  spent 
providing  nursing  home  care  for  the  indigent  elderly.  In  1985, 
Texas,  expenditures  on  nursing  homes  represented  only  61.4% 
of  the  national  average.  Funding  for  alternate  care  and  home 
health  care  also  lags  behind  the  national  average.  Any  legis- 
lative reform  to  deal  with  the  increasing  number  of  elderly 
persons  should  recognize  the  significant  shortage  of  service 
that  currently  faces  this  population. 

The  Texas  Legislature,  during  the  “sunset  review  ” of  the  en- 
abling legislation  for  the  Texas  Department  of  Health  in  1985, 
placed  emphasis  on  the  creation  of  administrative  penalties 
(fines),  in  addition  to  pre-existing  Medicaid  “vendor  payment 
hold  and  decertification  of  licensure  for  progressively  severe 
regulatory  violations  in  nursing  homes.  TTieir  concerns  were 
not  ill-founded,  even  though  only  a minority  of  nursing  homes 
were,  and  continue  to  be,  responsible  for  the  majority  of  se- 
rious patient  care  problems  identified  by  the  regulatory  agen- 
cies. Since  the  implementation  of  these  procedures  in  August 
1986  through  August  1987,  2,268  penalties  have  been  assessed 
for  a total  of  8225,000  from  878  facilities.  To  date,  8128,575 


has  been  collected.  Approximately  one  sixth  of  the  penalties 
have  been  appealed  and  4l  hearings  have  been  held.  The  cost 
of  programming  hearings  and  the  proportional  costs  of  the  re- 
gional and  central  offices  of  the  Texas  Department  of  Health 
were  8197,146.  Administrative  penalties  represent  a relatively 
costly  approach,  but  the  program  may  “break  even”  over  time. 
On  the  other  hand,  losses  to  facilities  under  sanctions  of  the 
Department  of  Human  Services  over  the  45  months  of  this  pro- 
gram (Dec  1,  1983  to  Sept  1,  1987)  total  88.1  million  for  nurs- 
ing homes  and  82.2  million  for  mental  retardation  facilities. 
This  money,  however,  is  not  rededicated  to  expanding  Medi- 
caid eligibility  for  nursing  home  placements  or  to  improving 
the  quality  of  long-term  care  rendered  in  such  institutions.  Ac- 
cording to  the  Texas  Department  of  Health  staff  reports,  pa- 
tient care,  in  general,  is  felt  to  be  better  in  that  fewer  severe 
patient  care  deficiencies  have  occurred  since  the  implementa- 
tion of  these  sanctions. 

The  Texas  Department  of  Health’s  abUity  to  regulate  the  in- 
dustry has  suffered  from  significant  state  and  federal  budgetary 
cuts  over  the  last  two  years.  Because  of  the  current  state  bud- 
get shortfall,  an  appropriations  rider  attached  to  this  year’s 
budget  effectively  delays  the  implementation  of  an  updated  set 
of  “minimum  standards”  passed  by  the  Board  of  Health  for 
nursing  homes.  Because  these  improvements  will  increase,  al- 
beit minimally,  the  operating  and  capital  costs  necessary  to  de- 
termine Medicaid  reimbursements  cannot  be  “triggered”  until 
the  state  revenue  picture  improves.  These  regulations  wUl  still 
go  a long  way  toward  standardizing  existing  building  and  staff- 
ing  requirements  in  the  interim  before  such  issues  as  increased 
nighttime  nurse  staffing  and  pharmacy  consultation  become 
required. 

ITie  lay  public  has  no  idea  that  nursing  homes  in  Texas 
presently  are  not  required  to  have  either  a registered  nurse 
(RN  ) or  a licensed  vocational  nurse  on  duty  during  the  1 1 pm 
to  7 am  shift,  and  the  amount  of  pharmacy  consultation  time 
allocated  per  patient  per  month  is  ridiculously  low.  A nursing 
home  with  60  residents  must  have  four  hours  of  pharmacy 
consultation  per  month,  or  four  minutes  per  resident,  and 
larger  homes  with  6 1 to  150  residents  may  fare  even  less  well 
with  only  five  hours  per  month.  Homes  with  over  1 5 1 resi- 
dents only  get  six  hours  per  month,  or  roughly  2.5  minutes  per 
resident.  Considering  ahe  major  problems  associated  with  drug 
therapy  in  the  elderly,  the  current  level  of  pharmacy  consulta- 
tion cannot  protect  patients  from  adverse  drug  reactions  or  in- 
teractions. It  is  more  likely  that  the  pharmacy  consultant’s  time 
is  used  to  be  sure  the  nursing  home  can  avoid  being  cited  for 
some  technical  deficiency.  In  addition,  better  nutritional  sup- 
port through  increased  dietitian  consultation  was  not  included 
in  the  minimum  standards”  even  though  complaints  concern- 
ing inadequate  diets  from  advocacy  groups  are  commonplace. 

It  is  a dangerous  precedent  to  reach  agreement,  or  more  ac- 
curately, reach  a compromise  on  the  definition  of  “minimum 
standards  ” between  industry  providers,  consumers,  health  de- 
partment regulators,  and  elected  officials  in  a series  of  Senate 
hearings,  provider/regulator  meetings,  and  health  department 
board  meetings,  and  then  place  them  on  hold  for  a relatively 
small  amount  of  money.  Such  action  would  seem  to  make  the 
definition  of  “minimum  standard  to  protect  the  public’s  health” 
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somewhat  suspect  in  future  regulatory  actions  or  litigation. 

The  possibility  of  a similar  action  being  taken  with  regard  to 
radiation  control  or  toxic  wastes  should  not  be  lost  on  other 
advocacy  groups  not  involved  in  this  particular  situation.  New 
federal  regulations  based  on  recommendations  from  the  Na- 
tional Academy  of  Sciences’  Institute  of  Medicine  will  soon  be 
appUed  to  Texas  nursing  homes.  These  new  regulations  are  far 
more  extensive,  but  include  “minimum  standards”  passed  by 
the  Texas  Board  of  Health.  This  time  the  implementation  will 
not  be  optional  despite  the  financial  impact  on  the  state’s  por- 
tion of  the  cost. 

Bipartisan  attention  should  be  focused  on  developing  re- 
imbursement methodologies  for  long-term  care  that  recognize 
severity  of  illness  and  cover  the  costs  of  care  for  individual  pa- 
tients with  special  higher  cost  needs  if  the  care  can  be  safely 
and  humanely  provided  in  a nursing  home,  thereby  avoiding 
the  higher  costs  of  continued  hospitalization. 

Alternatives  to  institutional  care  and  the  development  of 
case  management  concepts  that  maximize  functional  capacity 
along  a continuum  of  care  for  the  individual  patient  will  not 
develop  through  current  market  forces  in  Texas  because 
proper  incentives  do  not  exist.  A good  example  of  the  conse- 
quences of  market-driven  decisions  is  evident  in  Dallas  where 
roughly  50%  of  the  Medicaid  skilled  level  IV  beds  have  evapo- 
rated during  the  past  four  years,  while  other  more  profitable 
types  of  nursing  home  beds  have  expanded  in  number.  Lower 
reimbursements  coupled  to  stricter  regulations  are  cited  as 
reasons  for  eliminating  this  type  of  service  by  the  nursing 
home  industry. 

Reimbursement  strategies  should  encourage  desired  pro- 
vider behavior,  but  they  do  just  the  opposite  in  many  in- 
stances. For  example,  nursing  homes  lose  money  when  they 
discharge  patients  or  see  “skilled  level  IV  patients”  down- 
graded by  the  Medicaid  program  to  a lower  reimbursement 
level  as  their  condition  improves.  The  cost  of  care  doesn  t go 
down  as  much  as  do  the  reimbursements.  A bonus  for  the 
achievement  of  predetermined  clinical  goals  might  provide 
enough  incentive  to  change  the  image  of  nursing  homes  from 
custodial  warehouses  for  the  elderly  to  a concept  more  akin  to 
a sanatorium  with  a rehabilitation  component.  Hospital  and 
nursing  home  care  for  the  elderly  should  be  coordinated 
through  case  management  by  a provider  or  a consortium  of 
providers  who  also  offer  access  to  home  care  services,  respite 
care,  hospice  facilities,  rehabilitation,  and  truly  long-term  in- 
stitutionalization with  several  levels  of  care.  These  case  man- 
agement services  should  also  be  covered  by  Medicaid. 

Upgrading  the  pay  scale  and  minimum  skill  levels  for  nurse 
aide  positions  might  do  more  to  prevent  episodes  of  elder 
abuse  in  nursing  homes  than  the  most  punitive  regulations  or 
administrative  penalties.  This  has  been  discussed  a number  of 
times,  but  has  generally  been  opposed  because  of  the  added 
costs  to  the  state  and  to  the  industry.  The  turnover  in  these 
jobs,  which  usually  pay  minimum  wage,  is  very  high  with  em- 
ployees often  moving  into  other  service  industries  such  as  fast 
food  chains,  property  service  maintenance,  etc,  for  slightly 
more  pay  and  better  working  conditions. 

The  problem  of  trying  to  upgrade  the  quality  of  nursing 
home  aides  will  not  likely  be  solved  through  certification  or  li- 


censure regulations.  These  entry  level  employees  need  upward 
mobility  and  a fair  wage.  One  potential  solution  could  amelio- 
rate several  societal  problems  simultaneously.  Considering  that 
the  average  nursing  home  aide  in  Texas  does  not  have  a high 
school  degree,  the  state  could  offer  scholarships  to  single 
mothers  to  finish  high  school  or  get  a General  Equivalency  Di- 
ploma (GED)  and  further  offer  incentives  to  go  on  to  junior 
college  or  community  college  to  achieve  a licensed  vocational 
geriatric  nurse  status  and  perhaps  even  an  RN  degree.  If  day 
care  could  be  provided,  along  with  Medicaid  coverage  for 
these  typically  uninsured  persons,  a new  manpower  pool 
might  be  harnessed.  Women  with  chUdren  trapped  in  struc- 
tural poverty  could  contribute  meaningfully  to  the  growing 
needs  of  the  elderly  population  and  at  the  same  time  become 
taxpayers  instead  of  tax  burdens. 

An  interim  study,  the  Special  Task  Force  on  the  Future  of 
Long-Term  Care  (HCR213,  70th  Legislature,  Ashley  Smith/Chet 
Brooks),  is  reviewing  the  current  and  future  status  of  long- 
term health  care  in  Texas  and  will  analyze  aU  current  laws  and 
regulations  that  affect  long-term  care;  this  task  force  has  the 
mission  of  identifying  ways  to  provide  quality  health  care  to 
residents  in  the  most  efficient  manner.  Speaker  of  the  House 
Gib  Lewis  appointed  three  members  of  the  House,  and  Lt  Gov 
Bill  Hobby  appointed  three  members  of  the  Senate;  six  addi- 
tional members  were  jointly  appointed  to  represent  the  inter- 
ests of  the  industry,  consumers  (including  advocacy  groups), 
long-term  care  providers,  the  public,  and  physicians  with  a 
special  expertise  or  interest  in  long-term  health  care.  The 
chairman  was  to  be  jointly  appointed. 

To  avoid  re-inventing  the  wheel,  pilot  projects  from  other 
states  should  be  carefully  analyzed  for  their  applicability  to  the 
Texas  situation  by  this  study  group.  It  would  seem  prudent  to 
consider  reimbursement  methodologies  that  encourage  the  de- 
velopment of  alternatives  to  institutional  care  and  the  estab- 
lishment of  case  managed  health  care  where  resources  are 
matched  to  clinical  requirements  for  maximal  functional 
status,  severity  of  illness,  and  the  anticipation  of  rehabilitation. 
We  should  be  very  careful  not  to  make  a change  at  one  level  of 
the  continuum  of  care  which  results  in  costs  merely  being 
shifted  to  other  providers,  or  worse  yet,  shifted  to  other  pa- 
tients in  the  long-term  care  system  through  higher  charges. 

The  state  will  need  to  spend  more  to  meet  its  current  mandate 
as  the  number  of  eligible  patients  increases.  Should  eligibility 
become  less  stringent,  and  it  should,  incremental  changes  in 
the  system  will  be  even  more  costly,  but  are  not  likely  to 
produce  the  quality  of  care  our  elderly  citizens  deserve. 

Manpower  needs  also  should  be  addressed  by  this  interim 
study.  One  or  more  medical  schools,  on  a competitive  basis, 
should  be  funded  to  develop  an  “Institute  of  Aging”  to  encom- 
pass geriatric  and  gerontological  training  programs  of  excel- 
lence with  an  emphasis  that  extends  beyond  the  hospital-based 
geriatric  assessment  unit  to  home  care  and  various  levels  of 
long-term  care.  Medical  school  curricula  must  expand  to  at 
least  provide  undergraduates  with  an  understanding  of  the 
aging  process  and  the  presentation  and  treatment  of  diseases  in 
elders.  We  must  explore  the  appropriate  use  of  certified  geri- 
atric nurse  practitioners,  social  workers,  and  physician  as- 
sistants at  every  level  along  the  continuum  of  care. 
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In  a number  of  senate  hearings,  industry  representatives, 
particularly  from  the  nonprofit  and  privately  owned  nursing 
homes,  stated  that  they  had  difficulty  getting  physicians  to 
come  in  to  see  a patient  with  an  acute  problem.  On-call  ar- 
rangements were  often  described  as  unsatisfactory  and  several 
nursing  homes  complained  that  they  were  cited  by  the  Texas 
Department  of  Health  because  physicians  failed  to  promptly 
address  a patient’s  problem.  These  homes  had,  in  several  in- 
stances, developed  a medical  staff  privileges  concept  not 
unUke  that  found  in  hospitals.  Physicians  “on  staff”  had  obliga- 
Uons  to  provide  high  quality  on-call  support  and  to  participate 
in  quality  assurance  review  and  committee  work.  This  arrange- 
ment could  hamper  patient  choice  because  physicians  who 
only  admit  a few  patients  to  a particular  nursing  home  might 
not  feel  that  they  can  commit  this  amount  of  time  in  order  to 
have  privileges. 

The  use  of  physician  extenders  to  provide  a first-call  re- 
sponse, routine  rounding,  and  quality  assurance  reviews  might 
be  a partial  solution  to  this  dUemma.  This  would  require  a 
meeting  of  the  minds  between  the  Texas  State  Board  of  Medi- 
cal Examiners,  the  Texas  Medical  Association,  the  Texas  Nurses 
Association,  the  Texas  Academy  of  Physicians  Assistants,  the 
Texas  Health  Care  Association,  other  associations  representing 
long-term  care  providers,  and  the  regulatory  agencies  in- 
volved. Meetings  have  been  held  with  a number  of  these 
groups  before,  but  professional  and  territorial  concerns  seem 
to  get  in  the  way  of  the  obvious  need  to  expand  health  man- 
power to  cope  with  the  volume  of  services  that  will  be  re- 
quired when  the  baby  boomers  reach  the  long-term  care 
system. 

The  problem  becomes  even  more  worrisome  in  the  face  of 
significant  reductions  in  both  the  enrollments  in  nursing 
schools  and  applications  to  medical  schools.  The  challenges  re- 
sulting from  past  inattention  as  weU  as  the  challenges  associ- 
ated with  the  increasing  number  of  elderly  persons  must  be 
addressed  even  in  an  economic  downturn.  This  can  be  accom- 
plished if  we  are  willing  to  attack  past  assumptions  and  atti- 
tudes toward  aging  and  the  elderly,  seek  innovation,  and  make 
the  long-term  health  care  system  accountable  for  patient  out- 
come. It  should  not  be  attempted  through  further  reductions 
in  the  quahty  of  care  or  Medicaid  eligibility.  Human  dignity 
need  not  be  compromised;  preventable  human  suffering  need 
tolerated.  V^^e  can  deal  with  the  health  care  needs  of 
our  elderly  only  by  harnessing  the  corporate  strengths  of  both 
the  public  and  private  sectors  in  Texas.  The  Special  Task  Force 
on  the  Future  of  Long-Term  Health  Care  represents  an  impor- 
tant opportunity  to  proceed  in  the  right  direction. 

RON  J.  ANDERSON,  MD 

President  and  Chief  Executive  Officer,  Parkland  Memorial  Hospital,  5201  Harry 
l^es  Blvd,  Dallas,  TX  75235;  Professor  of  Internal  Medicine,  The  University  of 
Texas  Health  Science  Center;  member,  Texas  Board  of  Health;  and  Co-Principal, 
Robert  Wood  Johnson  Foundation  Grant  on  Hospital  Initiatives  in  Lone-Term 
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Do  we  need  the  AMA? 

Do  we  need  the  AMA?  Does  the  AMA  need  us?  I think  the  an- 
swer to  both  of  these  questions  is  a resounding  "Yes.f"  Yet, 
many  physicians  in  Texas  seem  to  feel  otherwise. 

In  the  last  five  years,  the  TMA  has  increased  its  percentage  of 
the  possible  physician  membership  by  5%,  from  76%  to  81%. 
This  has  been  accomplished  because  of  several  factors.  One  is 
a lot  of  hard  work  by  TMA  members  and  staff  to  target  and  ad- 
dress nonmember  needs.  In  addition,  TMA  has  expanded  rep- 
resentation to  other  sectors  of  medicine  such  as  the  Hospital 
Medical  Staff  Section  and  the  Young  Physician  Section.  The 
TMA  is  strong,  but  as  the  face  of  medicine  changes  we  must 
vigorously  continue  our  efforts  to  meet  the  needs  of  current 
members  and  to  attract  new  members  by  responding  to  their 
unique  needs. 

On  the  other  hand,  the  percentage  of  TMA  members  who 
are  also  members  of  AMA  has  fallen  to  58% , from  62%  five 
years  ago.  I ask  myself,  why,  even  though  total  AMA  member- 
ship continues  to  grow,  the  percentage  of  eligible  physicians 
continues  a slow,  steady  decline.  TTiere  are  several  factors,  but 
probably  the  most  significant  is  the  cost  of  AMA  dues  and  phy- 
sicians’ perceptions  as  to  what  their  dues  dollars  are  doing  for 
them.  The  second  is  probably  the  perception  that  either  the 
AMA  does  not  do  much  for  them  at  the  federal  level,  or  that 
the  AMA  can  still  do  all  that  it  needs  to  do  even  without  their 
membership.  After  all,  what  is  $375  to  the  AMA,  which  has 
a yearly  budget  of  8163  million?  The  AMA  expands  and  im- 
proves our  representation  for  the  future  and  does  need  our 
participation  and  our  dues  dollars. 

At  the  AMA  leadership  conference  in  February  this  year. 
Congressman  Dan  Rostenkowski  (Dem-Ill)  gave  one  of  the 
keynote  addresses.  It  was  not  until  that  point  that  I really  real- 
ized the  true  situation  in  this  country  today.  The  national  debt 
is  now  $2  trillion.  Our  government  last  year  spent  11%  of  its 
gross  revenue  on  medical  care,  and  it  is  expected  to  increase 
to  15%  in  the  future.  Canada  spent  9%  and  Japan  7%  of  their 
budgets  for  medical  care.  I realize  there  are  many  good  rea- 
sons why  in  this  country  we  spend  that  much  money  for  medi- 
cal care,  and  I am  not  trying  to  imply  that  the  expenses  are 
unjustified.  But  what  I do  see  is  that  we  have  a tremendous  na- 
tional debt  and  out  of  absolute  necessity,  spending  in  this  coun- 
try will  have  to  change.  This  will  automatically  affect  defense 
spending,  welfare  programs,  and  medicine.  Would  you  have 
ever  imagined  the  day  when  Social  Security  benefits  would  be 
taxed  in  this  country?  Nothing  is  going  to  be  exempted  from 
these  spending  cuts. 

This  is  why  we  need  the  AMA.  Only  an  organization  that  rep- 
resents medicine  at  the  national  level  has  any  chance  of  deal- 
ing with  these  problems  as  they  affect  medicine.  No  other 
medical  organization  in  this  country  has  the  funds,  staff,  or  ex- 
pertise that  the  AMA  already  has. 

It  is  imperative  that  we  work  to  strengthen  the  AMA’s  finan- 
cial and  political  base,  not  weaken  it  by  not  joining  and  par- 
ticipating. Medicine  is  going  to  be  affected  in  a negative  way 
financially  as  we  deal  with  our  country’s  long-term  debt.  It  is 
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just  a matter  of  how  much  and  in  what  way.  The  AMA  won’t 
win  all  the  battles,  but  without  them  we  might  not  win  any  at  a 
national  level  in  Congress,  the  Supreme  Court,  and  with  HCFA. 

The  TMA  may  be  strong  today,  but  with  more  and  more  fed- 
eral legislation  and  constraints,  it  is  only  a matter  of  time  until 
organized  medicine  on  a state  and  county  level  will  be  ad- 
versely affected. 

Those  who  don’t  join  organized  medicine  at  any  level,  or 
who  fail  to  join  the  AMA,  can’t  expect  a free  ride  forever.  At 
some  point  in  the  future  if  we  have  a weak  national  organiza- 
tion, we  will  all  suffer.  It  is  time  to  reverse  this  trend  of  de- 
creased representation  at  the  national  level.  We  must  join  the 
federation  at  all  levels.  We  must  participate,  and  we  must  en- 
courage our  peers,  both  inside  and  outside  of  organized  medi- 
cine, to  do  the  same.  Only  then  can  we  expect  to  have  a 
reasonable  chance  in  representing  our  patients,  our  peers,  and 
our  profession  as  this  country  deals  with  the  significant  finan- 
cial problems  facing  all  of  us  now  and  in  the  future. 

Do  we  need  the  AMA?  You  bet  we  do! 

ROBERT  M.  TENERY,  JR,  MD 

Chairman,  TMA  Committee  on  Membership,  7777  Forest  Lane,  Dallas,  TX  75230. 


Peripheral  neuropathies  due  to 
toxic  exposure 

Toxic  exposures  are  frequently  suspected  as  causes  for  periph- 
eral neuropathies  ( 1 ).  In  this  issue  Schwartz  and  associates  de- 
scribe a missionary  who  had  neuropathy  and  alopecia  due  to 
thallium  while  living  in  Mexico,  No  longer  permitted  as  a ro- 
denticide  in  the  US,  thallium  is  still  used  in  Mexico  and  other 
Latin  American  countries,  and  is  the  only  neurotoxin  associ- 
ated with  major  alopecia. 

However,  causes  of  peripheral  neuropathies  can  be  difficult 
to  determine.  For  instance,  demyelinating  diseases  such  as 
multiple  sclerosis  and  delayed  peripheral  neuropathy  due  to 
organophosphate  insecticide  were  initially  suspected  in  the 
thallium  case.  On  the  other  hand,  a variety  of  new  occupa- 
tional toxic  causes  exist,  in  addition  to  traditional  causes  from 
heavy  metals. 

To  enumerate,  lead,  mercury,  and  arsenic  can  produce  pe- 
ripheral neurotoxicity,  each  with  certain  characteristics  (2-4). 
Peripheral  neurotoxicity  associated  with  lead  is  manifested 
predominately  as  extensor  motor  weakness,  at  times  found 
with  decreased  fine  motor  coordination.  With  arsenic,  the 
neuropathy  has  a sensory  component  and  is  painful.  With  mer- 
cury a fine  tremor  is  present.  Inorganic  metals  more  com- 
monly produce  peripheral  neurotoxicity  in  adults,  while 
affecting  the  central  nervous  system  in  children,  and  organo- 
metallics  such  as  tetraethyl  lead  have  more  strictly  central 
neurotoxicity  ( 5 ).  Typically,  toxic  manifestations  can  be  seen 
in  other  specific  organs  to  characterize  the  illness,  such  as 
microcytic  anemia  in  lead  poisoning. 


Hexacarbon  solvents  such  as  n-hexane  and  MBK  ( methyl 
n-butyl  ketone)*  also  produce  peripheral  neuropathies  in  cases 
where  the  patient  has  had  months  of  percutaneous  or  inhala- 
tion exposure  (6,7).  Preventing  further  exposure  allows  pe- 
ripheral neuropathies  to  improve  spontaneously  and  85% 
totally  disappear  within  18  to  24  months.  Certain  industrial- 
grade  solvents,  such  as  naphtha,  contain  significant  proportions 
of  n-hexane.  Peripheral  neuropathy  associated  with  trichloro- 
ethylene is  usually  central  or  involves  the  cranial  nerves  (8). 

Before  plastics  (eg,  acrylamide,  styrene,  certain  nitrilesf  and 
methyacrylate)  have  hardened,  percutaneous  and  inhalation 
exposure  can  occur,  which  with  significant  exposures  can  in 
time  result  in  neurotoxicity  (9-12).  With  acrylamide  and 
styrene,  neurotoxicity  is  usually  peripheral;  with  nitriles  and 
methyacrylate  it  is  central.  Recently  a new  hexacarbon  catalyst 
for  polyesters  was  found  to  cause  severe  combined  neuro- 
toxicity and  was  withdrawn  from  the  market  (13). 

Among  the  pesticides,  certain  organophosphates,  such  as 
Parathion,  Leptophos  and  EPN  are  associated  with  delayed 
onset  peripheral  neuropathies  that  clinically  behave  much  like 
the  hexacarbon  neuropathies  ( 14).  With  the  solid  organo- 
chlorine  pesticides,  acute  central  neurotoxicity  occurs,  such  as 
with  Lindane  and  in  most  of  the  cyclodiene  group  with  Chlor- 
dane,  chlordecone  (Kepone),  and  others  now  withdrawn  from 
the  market  (15). 

Other  neurotoxins  include  ethylene  oxide  used  as  a gas  ster- 
ilizing agent  in  hospitals,  carbon  disulfide,  and  a herbicide,  2-4, 
dichlorophenoxyacetic  acid  (2,4-D)  (16—18).  A Guillain-Barre 
type  syndrome  can  be  produced  by  tetrodotoxin  found  in  the 
puffer  fish  which  produces  neuromuscular  blockage  (19).  This 
fish  is  known  in  Japan  as  the  fugu  and  consumed  as  gourmet 
food.  Improper  preparation  results  in  over  100  deaths  per  year. 

Don’t  necessarily  jump  to  conclusions  in  diagnosing  neuro- 
toxicity before  toxic  exposure  of  a significant  dose  can  be 
documented.  In  metal  exposures,  quantitative  blood  and  urine 
levels  rather  than  “heavy  metal  screens”  should  be  obtained, 
and  hair  testing  can  be  unreliable.  In  occupational  exposures. 
Material  Safety  Data  Sheets  (MSDS)  which  list  the  ingredients 
of  brand  name  chemicals  can  be  obtained;  industrial  hygiene 
sampling  can  be  performed  to  see  if  typical  work  might 
produce  air  concentrations  above  OSHA  ( Occupational  Safety 
and  Health  Administration ) guidelines. 

In  addition  to  the  pattern  of  symptoms  and  physical  findings, 
a thorough  evaluation  might  include  MRI  scans  of  the  brain 
and  spinal  cord  in  certain  instances,  spinal  fluid  studies,  electro- 
physiologic  studies,  and  biologic  screening  for  collagen- 
vascular  disorders  and  metabolic  problems.  A thorough  family 
history  should  be  pursued,  looking  for  problems  such  as  the 
hereditary  peroneal  neuropathies  (Charcot-Marie-Tooth  dis- 
ease) (20). 

In  general,  toxic  neuropathies  improve  gradually  in  the  first 
year  and  a half  after  the  patient  has  been  removed  from  ex- 
posure. If  the  patient  appears  to  be  getting  worse,  a nontoxic 


•Do  not  confuse  MBK  with  methyl  ethyl  ketone  or  MEK 
tDimethylamine  propionitrile  (DMAPN) 
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etiology  should  be  considered  unless  the  toxic  exposure  has 
been  confirmed. 

THOMAS  L.  KURT,  MD,  MPH 

North  Texas  Poison  Center,  Parkland  Memorial  Hospital,  PO  Box  35926  Dallas 
TX  75235. 
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Read  your  mail! 

A few  weeks  before  I was  installed  as  TMA  president,  a surgeon 
with  whom  1 was  working  asked  me  a question  as  he  was  clos- 
ing the  patient’s  abdomen:  “Val,  what  are  some  of  the  issues 
you  will  be  dealing  with  this  year?” 

Answering  a question  like  that  would  be  like  trying  to  sum- 
marize Red  Storm  Rising  in  a couple  of  sentences.  I countered: 
“Well,  what  have  you  been  reading  in  your  mail  from  TMA 
lately?” 

“I  read  only  first-class  mail,”  he  mused,  intent  on  his  work. 

Almost  no  TMA  mail — TMA  Action,  meeting  notices,  bul- 
letins, etc — is  sent  first-class,  for  obvious  financial  reasons.  But 
if  our  people  don’t  read  it . . . 

At  the  next  meeting  of  the  TMA  Board  of  Trustees,  I told 
about  my  first-class-only  friend,  and  in  jest  I recommended  to 
the  board:  That  all  mail  from  TMA  to  its  members  be  sent  first- 
class — 25«  a pop — and  that  all  important  bulletins  to  mem- 
bers be  sent  certified  mail,  receipt  requested.  Members  would 
then  read  their  TMA  mail  and  no  one  could  then  assert  that 
TMA  does  nothing  for  them.  So  the  extra  mailing  expense 
would  be  cost  effective,  1 told  the  trustees— and  good  business 
practice. 

After  peeling  a couple  of  my  colleagues  off  the  ceiling,  I as- 
sured them  that  the  first  proposal  of  my  term  was  tongue-in- 
cheek.  But  seriously,  my  point  is  this:  If  you  will  read  your 
TMA  mail,  you  will  learn  what  is  being  done  for  you  and  your 
patients.  Look  at  TMA  bulk-rate  mailings  as  fiscal  restraint — 
and  don’t  discount  the  information  enclosed.  If  your  staff  is  in- 
structed to  throw  out  your  bulk  mail,  please  instruct  them  not 
to  trash  your  TMA  mail. 

Read  it! 

VAL  F.  BORUM,  MD,  TMA  President 

1801  N Lamar  Blvd,  Austin,  TX  78701 


for  additional  resources  on  this  topic,  see  the  MORE  ON  THE  SUB- 
JECTS department  in  this  issue. 
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TMA  IN  ACTION 


Sept  17  conference  focuses 
on  key  medical  issues 

Key  medical  issues  related  to  legislation, 
AIDS,  physician-hospital  relationships, 
and  medicine  and  the  law  are  among  pro- 
gram topics  to  be  presented  at  the  Texas 
Medical  Association’s  1988  Fall  Leader- 
ship Conference,  Sept  17,  at  the  Hyatt 
Regency  hotel  in  Austin. 

The  conference  also  offers  special  ses- 
sions, workshops,  and  postgraduate 
courses. 

James  H.  Sammons,  MD,  Chicago, 
executive  vice  president  of  the  American 
Medical  Association,  is  the  keynote 
speaker  for  the  9:30  am  to  12:30  pm  Sat- 
urday program.  Ray  Farabee,  vice  chan- 
cellor and  general  counsel.  The  Uni- 
versity of  Texas  System,  will  present  the 
Philip  R.  Overton  Annual  Lectureship  in 
Medicine  and  Law.  His  topic  is  “The 
Tourniquet  Tightens:  Pressures  of  the  Lia- 
bility System  on  Medical  Care.”  Other 
speakers  include  M.  Roy  Schwarz,  MD, 

Jufnes  H.  Surntnons,  MD,  Chicugo,  executive  vice 
president  of  the  American  Medical  Association  and 
a past  president  of  TMA,  is  the  keynote  speaker  for 
TMA's  1988  Fall  Leadership  Conference 


assistant  executive  vice  president.  Medi- 
cal Education  and  Science,  AMA,  and 
Larry  L.  Mathis,  Houston,  chairman. 

Board  of  Trustees,  Texas  Hospital  Asso- 
ciation, and  president  and  chief  execu- 
tive officer,  Fhe  Methodist  Hospital 
System. 

At  1:45  pm,  following  a luncheon,  are 
two  special  sessions:  “How  to  Stay  Out  of 
the  Courthouse/A  Plaintiff  Attorney’s  Per- 
spective” and  “Ethics  and  Orientation:  A 
TMA  Primer.”  At  3 pm,  a practice  man- 
agement workshop,  “1,  2,  3s  of  Practice 
Development,  ” wiU  be  available. 

Also  in  conjunction  with  the  confer- 
ence, four  postgraduate  courses  will  be 
offered  Saturday  afternoon  and  Sunday 
morning.  Saturday,  from  1 :30  to  5:30  pm, 
is  “Basic  Life  Support  for  Physicians.” 

This  course  costs  members  »50.  On  Sun- 
day, members  may  attend  one  of  three 
courses  from  8 am  to  1 pm:  “New  Drugs 
for  Treatment  of  Coronary  Artery  Dis- 
eases,” “Office  Dermatology,”  and  “Office 
Gynecology:  Management  of  Sexually- 
Transmitted  Diseases.”  Each  course  car- 
ries a registration  fee  of  J75  for 
members. 

The  medical  student  and  resident  phy- 

Ray  Farabee,  Austin,  will  present  the  Philip  R 
Overton  Annual  Lectureship  in  Medicine  and  Law 
during  TMA's  1988  Fall  Leadership  Conference, 
Saturday,  Sept  17,  in  Austin. 


sician  sections  both  will  meet  Saturday 
afternoon. 

The  Texas  Medical  Liability  Trust  will 
sponsor  a reception  at  5 pm  Saturday, 
and  rounding  out  the  evening  is  a foot- 
ball game  between  The  University  of 
Texas  and  New  Mexico  State  University. 

A limited  number  of  tickets  for  the  game 
will  be  available  through  preregistration. 

All  TMA  members  are  welcome  to  at- 
tend the  conference  at  no  cost. 

Further  information  regarding  the  con- 
ference, including  preregistration  materi- 
als and  housing  forms,  is  available  from 
Texas  Medical  Association,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone  (512) 
477-6704.  The  housing  and  preregistra- 
tion deadline  is  Sept  2. 


Task  force  studies  supply 
of  nurses  in  Texas 

Texas  Medical  Association  has  organized 
a Task  Force  on  the  Nursing  Shortage, 
and  in  a related  activity,  the  association  is 
participating  in  a legislative  study  of  the 
issue. 

Task  force  chairman  Margie  B.  Peschel, 
MD,  Fort  Worth,  says  the  group  will  for- 
mulate and  recommend  solutions  to  re- 
lieve the  acute  and  chronic  nursing 
shortage  in  Texas,  including  legislative, 
regulatory,  and  other  indicated  mecha- 
nisms and  approaches.  In  addition  to 
TMA,  the  task  force  includes  represen- 
tatives of  the  Texas  Hospital  Association, 
the  Texas  Health  Care  Association,  and 
nursing. 

During  the  first  meeting  of  the  task 
force,  June  10,  1988,  THA  reported  the 
results  of  the  association’s  hospital  em- 
ployees salary  survey,  which  included  in- 
formation on  nursing  vacancies  in 
hospitals.  The  survey  reported: 

( 1 ) A statewide  vacancy  rate  of  6.6% 
for  licensed  vocational  nurses  (L’VNs). 
Hospitals  in  28  metropolitan  areas  re- 
ported a 7. 1 % vacancy  rate,  and  rural 
hospitals  reported  a 4.8%  vacancy  rate. 

(2)  A statewide  vacancy  rate  of  12.2% 
for  staff  registered  nurses  (RNs),  with  a 
higher  vacancy  rate  in  rural  areas  than  in 
metropolitan  areas,  13  8%  versus  12.1%. 

(3)  A vacancy  rate  of  15.4%  for  critical 
care  RNs  in  metropolitan  areas  and 

1 5.0%  in  rural  areas. 

(4)  A statewide  vacancy  rate  of  3.8% 
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for  head  nurses  (RNs).  llie  rural  vacancy 
rate  was  slightly  higher  than  the  metro- 
politan rate,  4.4%  versus  3-7% , 
respectively. 

In  the  legislature,  the  Special  Commit- 
tee on  Post-secondary  Medical,  Dental, 
and  Allied  Health  Education  has  ap- 
pointed a Nursing  Advisory  Committee 
to  study  the  shortage.  The  advisory  com- 
mittee met  June  23-24  in  Austin  to  hear 
presentations  on  nursing  education,  man- 
power, career  mobility  in  nursing,  con- 
tinuing education,  research  on  nurses’ 
job  satisfaction,  nursing  research,  and 
model  programs  to  relieve  the  shortage. 

In  written  testimony,  TMA  offered  the 
advisory  committee  six  recommenda- 
tions; 

( 1 ) Encourage  the  development  of  a 
central  place  for  information-gathering, 
and  assure  that  the  information  is  acces- 
sible to  agencies  and  organizations  need- 
ing it  for  planning  purposes. 

(2)  Address  the  issue  of  career  mobil- 
ity from  entry  level  to  higher  level  pro- 
fessional positions  within  the  field  of 
nursing.  (At  this  time,  for  example,  it  ap- 
pears that  a licensed  vocational  nurse 
cannot  easily  climb  a “career  ladder” 
without  repeating  academic  courses  pre- 
viously taken  to  obtain  LVN  credentials. 
Likewise,  it  appears  that  actual  clinical 
experience  does  not  lead  to  upward  mo- 
bility in  the  profession. ) 

(3)  Carefully  examine  the  curriculum, 
including  all  levels  of  nursing  education. 
Consider  revising  this  curriculum  to  sup- 
port upward  mobility. 

(4)  Consider  an  array  of  solutions  to 
the  high  stress  environment  faced  by 
nursing  in  all  strata  of  care,  as  well  as 
other  factors  contributing  to  the  serious 
dropout  rate  experienced  by  the  nursing 
profession.  TMA  feels  that  this  area  war- 
rants careful  research  and  close  scrutiny. 

( 5 ) Review  the  applicant  pool  for  nurs- 
ing and  develop  incentives  that  would 
lead  to  recruitment  and  suppKirt  for  indi- 
viduals with  high  scores  on  entrance  ex- 
aminations and  the  essential  qualities  that 
would  benefit  the  profession  and  the 
health  care  of  Texans. 

(6)  Address  the  indication  found  in 
current  scientific  literature,  media  re- 
ports, and  other  sources  that  the  critical 
shortage  of  nurses  appears  to  be  at  the 
bedside. 


Texans  take  AMA  honors, 
win  election  to  offices 

Two  Texas  physicians  were  honored,  and 
four  were  elected  to  office  during  the  an- 
nual meeting  of  the  American  Medical 
Association  House  of  Delegates.  M.T. 
“Pepper”  Jenkins,  MD,  Dallas,  received 
the  Distinguished  Service  Award,  and 
Peter  O.  Kohler,  MD,  San  Antonio,  re- 
ceived the  Dr  William  Beaumont  Award 
in  Medicine.  The  AMA  met  June  26-30  in 
Chicago. 

Sam  A.  Nixon,  MD,  Houston,  was  elec- 
ted to  his  second  three-year  term  on  the 
AMA  Council  on  Medical  Education.  Dr 
Nixon  is  vice  speaker  of  TMA’s  House  of 
Delegates.  Dr  Mario  E.  Ramirez,  a family 
practitioner  from  Rio  Grande  City,  was 
elected  to  his  second  term  on  the  AMA 
Council  on  Medical  Service. 

The  AMA  Council  on  Medical  Educa- 
tion nominated  Dr  Jenkins  for  the  Distin- 
guished Service  Award,  noting  his  invalu- 
able contributions  to  the  profession 
while  serving  as  a member  of  the  council 
(1976-1985)  and  as  its  chairman 
( 1980- 1982).  Dr  Jenkins  joined  the  fac- 
ulty of  The  University  of  Texas  South- 
western Medical  School,  Dallas,  in  1948. 
He  established  the  Department  of  Anes- 
thesiology at  Parkland  Memorial  Hospital 
and  served  as  its  chairman  from  1948  to 


1981.  The  Distinguished  Service  Award 
recognizes  meritorious  service  in  the  sci- 
ence and  art  of  medicine.  It  consists  of  a 
gold  medal,  a $2,500  stipend,  and  a cita- 
tion selected  and  approved  by  the  AMA 
Board  of  Trustees. 

The  Dr  William  Beaumont  Award  in 
Medicine,  which  was  conferred  on  Dr 
Kohler,  was  established  as  an  encourage- 
ment to  younger  physicians.  Physicians 
50  years  of  age  or  under  who  are  US  citi- 
zens and  who  have  distinguished  them- 
selves in  medical  science  are  eligible  for 
the  award.  The  honoree  received  a pla- 
que and  a $2,500  stipend. 

Dr  Kohler,  who  is  professor  of  medi- 
cine and  dean  of  the  School  of  Medicine 
at  The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  has  served  as  a 
consultant  to  Texas  Medical  Association’s 
Council  on  Medical  Education.  In  endors- 
ing Dr  Kohler’s  nomination  for  the  Dr 
William  Beaumont  Award,  UTHSCSA 
president  John  P.  Howe  III,  MD,  wrote, 
“Peter  O.  Kohler,  MD,  epitomizes  the 
younger  physician,  distinguished  in  medi- 
cal science,  with  great  commitment  to 
organized  medicine.  He  is  a role  model 
for  future  physicians  who  aspire  to  this 
award  ....  He  consistently  has  been 
‘ahead  of  his  time’  in  achieving  positions 
of  distinction  in  American  medicine.” 


there  any  chance  this  can  wait  until  tomorrow?  I’m  afraid  Dr  Shalmooth  has  had  about  all  he  can  take  for 
one  day.” 


Volume  84  August  1988 


Council  setting  plans 
for  1989  annual  session 

While  the  dust  has  not  yet  settled  from 
Texas  Medical  Association’s  1988  annual 
session,  the  Council  on  Annual  Session 
and  Scientific  Programming  is  planning 
for  next  year’s  meeting,  which  is  sched- 
uled for  Thursday  through  Sunday,  May 
11-14,  1989,  in  Fort  Worth. 

The  council’s  first  planning  session  for 
the  1989  session  took  place  June  19  in 
the  host  city.  During  the  meeting,  coun- 
cil members  reviewed  coordinators’ 
plans  for  scientific  programs  and  dis- 
cussed general  arrangements.  In  a depar- 
ture from  the  session’s  previous  format, 
the  council  approved  only  one  general 
meeting  luncheon  for  the  1989  session, 
noting  that  the  change  will  allow  spe- 
cialty societies  to  plan  luncheons  that  do 
not  conflict  with  a second  general 
luncheon. 

Coordinators  reported  the  following 
program  plans: 

The  Section  on  Allergy  will  focus  on 
evaluation  of  occupational  allergies, 
while  the  Section  on  Occupational  Medi- 
cine will  address  pulmonary  problems  in 
the  workplace.  The  Section  on  Digestive 
Diseases  will  bring  primary  care  physi- 
cians up  to  date  on  current  practices  in 
gastroenterology,  and  the  Section  on  En- 
docrinology will  present  an  update  on 
endocrinology  and  metabolism.  Endo- 
crinology topics  will  include  the  pa- 
thophysiology of  thyroid  disorders, 
hirsutism,  cholesterol  and  lipid  metabo- 
lism, diabetes,  pituitary  disorders,  os- 
teoporosis, and  calcium  metabolism. 

The  Section  on  Family  Practice  will  re- 
view a variety  of  medical  conditions  that 
have  occurred  in  four  generations  of  one 
family,  including  mild  to  moderate  hyper- 
tension, refractory  hypertension,  demen- 
tia, altered  mental  status,  drug-drug 
interactions,  irritable  bowel  syndrome, 
and  a variety  of  commonly  encountered 
skin  conditions.  The  Section  on  Neuro- 
logy will  focus  on  neurological  complica- 
tions of  heat  stress,  causalgia,  and  sexual 
dysfunction. 

The  Section  on  Oncology  will  gear  its 
program  to  generalists  and  primary  care 
physicians,  as  will  the  Section  on  Urol- 
ogy. Oncology  will  focus  on  advances  in 
prevention  of  and  screening  for  cancer 
and  on  psychosocial  topics  such  as  de- 


pression and  grief.  Planned  topics  for  the 
Section  on  Urology  include  newer  uri- 
nary tract  antibiotics,  detection  of 
urinary  tract  cancers,  and  fertility  evalua- 
tion for  general  practitioners. 

The  Section  on  Ophthalmology  will  in- 
clude discussions  of  macular  function 
determination,  entoptic  imagery,  inter- 
ference fringe  and  potential  acuity  test- 
ing, and  recent  advances  in  the 
management  of  glaucoma  and  cataracts. 
The  Section  on  Otolaryngology  will  focus 
on  indications  and  techniques  for  flexible 
surgery,  chronic  ear  disease,  the  status  of 
inner  ear  fistula  diagnosis  and  surgery, 
and  recent  techniques  in  head  and  neck 
surgery. 

The  program  of  the  Section  on  Pathol- 
ogy will  address  the  use  of  cardiac  bi- 
opsy, fine  needle  aspiration  biopsy, 
microbiological  methods,  flow  cytome- 
try, immunocytochemistry,  and  cyto- 
genetic analysis.  The  Section  on  Physical 
Medicine  and  Rehabilitation  will  feature 
experts  on  low  back  pain  and  soft  tissue 
injury.  The  Section  on  Iftiblic  Health  will 
explore  HfV  infection,  breast  cancer, 
health  effects  of  ozone,  advances  in  im- 
munization, Hepatitis  B prevention,  cur- 
rent international  travel  recommen- 
dations, current  recommendations  on 
tuberculosis  therapy,  and  the  diagnosis 
and  treatment  of  Vibrio  vulnificus. 

The  Committee  on  Liaison  with  the 
State  Bar  of  Texas  plans  a symposium  on 
Medicine  and  the  Law,  which,  due  to  the 
success  of  its  1988  socioeconomic  pro- 
gram, will  address  similar  topics,  such  as 
asset  protection,  wills,  and  trusts.  The 
Council  on  Socioeconomics  plans  a Sym- 
posium on  Physician  Payment  Reform, 
which  will  explore  issues  surrounding 
the  resource-based  relative  value  scale 
and  physician  payment  reform. 

The  Symposium  on  Geriatrics,  spon- 
sored by  the  Committee  on  Aging  and 
Nursing  Homes,  will  address  the  quality 
of  episodic  and  long-term  institutional 
care  for  the  elderly,  the  medical  educa- 
tion of  physicians  and  health  care  person- 
nel on  issues  regarding  the  elderly, 
research  in  the  fields  of  geriatrics  and 
gerontology,  and  promotion  of  profes- 
sional and  public  awareness  concerning 
issues  in  geriatrics.  The  topic  approved 
for  the  1 989  Symposium  on  Blood  Bank- 
ing and  Blood  Transfusion  is  “Autologous 
Transfusion.” 


The  Flying  Physicians  Association, 
Southwest  Region,  will  focus  on  aero- 
space medicine  and  aviation  safety  top- 
ics, while  the  Renal  Physicians  of  Texas 
program  will  address  renal  physiology 
and  its  application  in  clinical  nephrology. 
The  program  of  the  Texas  Dermatological 
Society  will  address  socioeconomic  top- 
ics such  as  Medicare  regulations,  as  well 
as  recent  developments  in  acne  treat- 
ment. The  program  also  will  include  25 
to  30  case  presentations  at  John  Peter 
Smith  Hospital,  Fort  Worth.  The  Texas 
Orthopaedic  Association’s  program  will 
deal  with  physician  reimbursement  and 
reasons  for  the  health  care  crisis. 


HEALTH  UNE 


Statistics  show  Americans  are 
ready  for  organ  transplant  option 

Many  Americans  would  donate  theft- 
organs  and  tissues  for  transplantation  to 
save  the  lives  of  other  people,  according 
to  a 1987  Gallup  survey. 

More  than  50%  are  willing  to  donate 
their  own  organs  and  70%  would  be  will- 
ing to  donate  the  organs  and  tissues  of  a 
family  member.  Currently,  only  about 
10%  of  potential  donors  actually  become 
donors,  but  almost  99%  of  Americans  are 
aware  of  the  importance  of  organ  trans- 
plantation and  about  25%  have  signed 
organ  donor  cards. 

Every  day  in  the  US  more  than  13,000 
people  wait  for  an  organ  transplant. 

About  1 1 ,900  wait  for  a kidney  trans- 
plant, 650  for  a heart,  1 50  for  a heart  and 
lung,  450  for  a liver,  1 5 for  a lung,  and  40 
for  a pancreas. 

Additionally,  about  5,000  people  need 
a cornea  transplant,  200,000  annually 
could  benefit  from  bone  transplants  for 
orthopedic  dysfunction  and  trauma,  and 
another  1 50,000  annually  receive  skin 
grafts  for  major  burn  injury. 

One  out  of  three  of  the  people  waiting 
for  a heart  transplant  will  die  before  a 
heart  is  available.  And  one  out  of  three 
waiting  for  a liver  transplant  will  die; 
most  of  these  are  children. 

In  1987  the  lives  of  thousands  of 
Americans  were  saved  or  prolonged  by 
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TABLETS 

ciprofloxacin  HCI/ Miles 


00  mg  BJ,D,  for  most  infections; 

SO  mg  BJ,D,  for  severe  or  complicated  infections. 


CONVENIENia/.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  B.I.D. 

Severe/Complicated 

750  mg  B.I.D. 

Urinary  Tract' 

Mild/Moderate 

250  mg  B.I.D. 

Severe/Complicated 

500  mg  B.I.D. 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D. 

BRIEF  SUMMARY 

^ NSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

d INDICATtONS  AND  USAGE 

indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
■ :s  in  the  conditions  listed  below 

I Iwpiratory  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
nirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
■ pneumoniae 

i Skin  Structure  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae, 
mirabilis.  Proteus  vulgaris.  Providencia  stuartii.  Morganella  morganii.  Citrobacter  freundii. 
was  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains).  Sta- 
tus epidermidis.  and  Streptococcus  pyogenes 

nd  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 

sa 

Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
sns.  Proteus  mirabilis.  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
heudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
us  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
I for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
priate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
le  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 

* iidly  during  treatment  with  ciprofloxacin.  Culture  and  susceptibility  testing  performed  periodically  during 
will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

t of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
les  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

OXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
I loxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  joints 
! dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin, 
floxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
NATION) 

PRECAUTIONS 

[other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
'restlessness,  lightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
:e,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
rerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
DNS) 

• als  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  m the 
laboratory  animals.  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
jrine  is  usually  acidic.  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
be  avoided.  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
iry  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
lESCRIBING  INFORMATION) 

teractions 

iBnt  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
rlline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
: reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
adjustments  made  as  appropriate 

cids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
xacin.  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
jrofloxacin  should  be  avoided 

enecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
xacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
ceptible  organisms.  Repeated  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
al.  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
ition  for  Patients 

!s  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals.  The  preferred  time  ot  dosing  is 
urs  after  a meal  f^tienis  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
Slum  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
adedness.  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
hinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
)genesis.  Mutagenesis.  Impairment  of  Fertility 

1 vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
almonella/Microsome  Test  (Negative) 
coll  DNA  Repair  Assay  (Negative) 

^ouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Ihinese  Hamster  V79  Cell  HGPRT  Test  (Negative) 

iyrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

iaccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

'yaccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 
lat  Hepatocyte  DNA  Repair  Assay  (Positive) 

[woof  the  eight  tests  were  positive,  but  the  following  three  in  vivo  lest  systems  gave  negative  results 
lat  Hepatocyte  DNA  Repair  Assay 
Jicronucleus  Test  (Mice) 
bminant  l ethal  Test  (Mice) 

erm  carcinogenicity  studies  in  animals  have  not  yet  been  completed 
incy-  Pregnancy  Category  C 

faction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
we  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
ng  in  maternal  weight  loss  and  an  increased  incidence  of  abortion  No  teratogenicity  was  observed  at 
dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
bryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS,  CAUSES  ARTHROPATHY  IN 
IMMATURE  ANIMALS,  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers 

It  IS  not  known  whether  ciprofloxacin  is  excreted  in  human  milk,  however,  it  is  known  that  ciprofloxacin  is 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this, 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  should 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  the 
mother. 

Pediatric  Use 

Ciprofloxacin  should  not  be  used  m children  because  it  causes  arthropathy  m immature  animals  (SEE 
WARNINGS). 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2,799  patients  received  2,868  courses  of 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7.3%  of  courses,  possibly 
related  in  9 2%,  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  in 
3 5%  ot  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0  6%),  and  central  nervous  system 
(0  4%), 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5.2%),  diarrhea  (2  3%).  vomiting 
(2.0%).  abdominal  pain/discomfort  (1  7%),  headache  (1  2%),  restlessness  (1 1%).  and  rash  (1 1%). 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation, 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness,  hghtheadedness.  insomnia,  nightmares,  hallucina- 
tions. manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness, 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY.  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chills, 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta- 
tion,  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights), 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding, 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy,  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxis,  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm. 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  was 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged  by 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  with 
ciprofloxacin 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship. 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%),  AST  (SGOT)  (1  7%).  alkaline  phosphatase  (0  8%),  LDH  (0  4%). 
serum  bilirubin  (0  3%). 

Hematologic  - eosinophilia  (0.6%),  leukopenia  (0  4%).  decreased  blood  platelets  (0 1%),  elevated  blood 
platelets  (0 1%).  pancytopenia  (0.1%). 

Renal  - Elevations  of  Serum  creatinine  (1 1%).  BUN  (0  9%) 

CRYSTALLURIA,  CYLINDRURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  01%  of  courses  were  Elevation  ot  serum  gammaglutamyl  transferase, 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia, 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  be 
emptied  by  inducing  vomiting  or  by  gastric  lavage.  The  patient  should  be  carefully  observed  and  given  supportive 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactrons  from  overdosage, 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  renal 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  with 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treated 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours. 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50.  and  in 
Unit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


* Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888. 

COMMITTED  TO  THERAPEUTIC  EFFICIENCY 
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A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

■ Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


MILES 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 

Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Informafion. 
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organ  transplantation.  According  to  the 
United  Network  of  Organ  Sharing,  35,000 
people  had  corneal  transplants,  1,368 
had  heart  transplants,  8,976  had  kidney 
transplants,  924  received  a liver,  1 30  re- 
ceived a pancreas,  and  50  people  had 
heart/lung  transplants. 

At  least  two  thirds  of  those  receiving  a 
life  saving  organ  transplant  will  live  for 
at  least  one  year.  Many  live  for  much 
longer.  The  one-year  survival  rates  for 
the  major  types  of  organ  transplant  pa- 
tients are:  cornea — 95% ; kidney — 90% ; 
heart — 80%;  heart/lung — 75%;  liver — 
65-70% ; and  pancreas — 40% . 

NCPIE  targets  prescription  drug 
misuse  in  older  Americans 

The  National  Council  on  Patient  Informa- 
tion and  Education  (NCPIE)  has  devel- 
oped a special  education  campaign  to 
address  a major  public  health  problem — 
prescription  drug  misuse  by  older  Ameri- 
cans. Materials  from  the  campaign  are 
available  for  use  by  physicians,  clinics, 
and  hospitals  seeking  ways  to  reach  this 
important  group. 

According  to  NCPIE  Executive  Direc- 
tor Bob  Bachman,  “Poor  communication 
between  older  patients  and  their  health 
care  providers — doctors,  pharmacists, 
and  nurses — is  a key  factor  in  drug  mis- 
use. To  address  that  problem,  NCPIE  de- 
veloped a variety  of  educational  materials 
for  older  patients  that  teaches  them  what 
they  need  to  know  about  their  medi- 
cines, and  what  to  ask  their  health  care 
provider.” 

The  educational  materials  can  be  per- 
sonalized with  a sponsoring  institution’s 
name  and  address  and  used  in  marketing 
or  patient  outreach  programs.  Items 
av^able  to  promote  the  message,  “Be- 
fore You  Take  It,  Talk  About  It,”  include  a 
brochure  targeted  to  older  consumers,  a 
countertop  brochure  holder,  a poster, 
copies  of  TV  and  radio  public  service  an- 
nouncements that  can  be  tagged  with  the 
name  of  a sponsoring  organization,  and  a 
30-page  report  on  medication  misuse  in 
older  Americans. 

NCPIE  has  already  placed  profes- 
sionally produced  public  service  an- 
nouncements with  400  television 
stations  and  1,000  radio  stations 
nationwide. 


For  a free  brochure  on  available  mate- 
rials write  NCPIE,  666  1 1th  St  NW,  Suite 
810,  Washington,  DC  20001,  or  call 
202-347-6711  for  more  information. 


PBS  to  air  television  series 
on  history  of  surgery 

A special  four-part  television  series  called 
Pioneers  of  Surgery  will  focus  on  the  rise 
of  modern  surgery.  The  series  is  a part  of 
NOVA,  public  television’s  science  docu- 
mentary series. 

The  series  premiere,  “The  Brutal 
Craft,”  airs  Sept  6 at  8 pm  (check  local 
listings).  It  deals  with  the  early  days  of 
surgery  when  pain,  infection,  and  blood 
loss  were  the  primary  obstacles  to  suc- 
cessful surgery.  The  program  traces  the 
development  of  anesthesia,  antiseptics, 
and  blood  transfusions. 

On  Sept  1 3,  “Into  the  Heart”  will  re- 
count the  history  of  heart  surgery.  It  will 
include  mention  of  key  events  such  as 
the  first  successful  surgery  to  remove 
shell  fragments  from  still-beating  hearts 
during  World  War  II,  the  first  successful 
open-heart  operation,  and  the  first  human 
heart  transplant. 

The  replacement  of  a diseased  organ 
with  one  transplanted  from  another  hu- 
man is  the  subject  of  the  third  NOVA 
program,  “New  Organs  for  Old,”  airing 
Sept  20. 

The  final  program  in  the  series,  “Be- 
yond the  Kndfe,”  airs  Sept  27,  and  looks  at 
some  recent  changes  in  surgical  proce- 
dures, such  as  the  reduction  in  the  use  of 
radical  mastectomy  for  breast  cancer,  and 
artificial  heart  transplants. 

NIH  panel  issues  report 
on  magnetic  resonance  imaging 

A National  Institutes  of  Health  (NIH) 
consensus  development  statement  on 
magnetic  resonance  imaging  is  available 
from  the  NIH  Office  of  Medical  Applica- 
tions of  Research. 

The  report  was  prepared  by  a panel  of 
experts  who  considered  scientific  evi- 
dence presented  at  a Consensus  Develop- 
ment Conference  at  NIH.  It  contains 
recommendations  and  conclusions  con- 
cerning magnetic  resonance  imaging. 
Four  questions  are  addressed  in  the  re- 


port; Are  there  contraindications  to  or 
risks  of  MRI?  What  are  the  technological 
advantages  and  limitations  (disadvan- 
tages) of  MRI?  What  are  the  clinical  in- 
dications for  MRI,  and  how  does  it 
compare  to  other  diagnostic  modalities? 
What  are  the  directions  for  future  re- 
search in  MRI? 

At  NIH,  consensus  conferences  bring 
together  researchers,  practicing  physi- 
cians, representatives  of  public  interest 
groups,  consumers,  and  others  to  carry 
out  scientific  assessments  of  drugs,  de- 
vices, and  procedures  in  an  effort  to 
evaluate  their  safety  and  effectiveness. 

Free,  single  copies  of  the  report  may 
be  obtained  from  Michael  J.  Bernstein, 
Office  of  Medical  Applications  of  Re- 
search, NIH,  Building  1,  Room  216, 
Bethesda,  MD  20892. 


TMA  House  calls  for  study 
of  tanning  parlor  regulation 

TMA’s  House  of  Delegates,  meeting  in 
San  Antonio  May  12-13,  adopted  a reso- 
lution calling  for  TMA  to  endorse  FDA 
findings  about  the  hazards  of  UVA  tanning 
booths,  but  to  study  the  problems  of 
local  and  state  regulation  of  tanning  par- 
lor activities. 

As  originally  submitted  by  the  Harris 
County  Medical  Society,  the  resolution 
called  for  TMA  to  support  appropriate 
local  and  state  regulatory  activities  re- 
garding tanning  parlors.  After  considering 
the  possibility  that  TMA  support  of 
tanning  parlor  regulation  could  be  mis- 
construed to  mean  that  TMA  was  sup- 
porting tanning  parlors,  the  House  voted 
to  ask  TMA’s  Council  on  Public  Health  to 
study  the  problems  of  tanning  parlor 
regulation. 

The  original  resolution  also  called  for 
TMA  to  undertake  an  educational  cam- 
paign regarding  the  health  and  aging  haz- 
ards of  UVA  exposure.  After  hearing 
testimony  praising  existing  educational 
campaigns,  the  House  voted  to  endorse 
campaigns  such  as  those  sponsored  by 
the  American  Cancer  Society  and  the 
American  Academy  of  Dermatology. 

The  resolution  noted  that  laboratory 
findings  of  a recent  FDA  study  on  long- 
term threat  of  skin  damage  and  neo- 
plasms from  UVA  exposure  support  the 
American  Academy  of  Dermatology’s 
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Photobiology  Task  Force  1983  finding 
that  injury  from  UVA  augments  skin  aging 
at  a faster  rate  than  chronological  aging, 
rhe  FDA  study  warned  Americans  that 
UVA  tanning  booths  and  sunbeds  pose 
potentially  significant  health  risks  to 
users  and  should  be  discouraged. 


MEDICAL  ECONOMICS 


TMA  supports  expansion 
of  Medicaid  benefits 

Texas  Medical  Association  has  voiced 
support  for  making  Medicaid  benefits 
! available  to  more  children  and  pregnant 
women.  At  the  same  time,  the  association 
has  urged  the  Texas  Board  of  Flealth  to 
assure  access  to  care  by  increasing  physi- 
cian reimbursement  under  the  program. 

The  Senate  Select  Committee  on  Medi- 
caid and  Family  Services  has  proposed 
that  the  state  ease  Medicaid  eligibility 
guidelines,  which  currently  allow  bene- 
fits for  people  at  or  below  34%  of  the 
poverty  level,  and  extend  benefits  to 
people  at  100%  of  the  poverty  level.  If 
enacted,  the  change  would  add  approxi- 
mately 70,000  children  and  pregnant 
women  to  Medicaid  roles. 

The  Board  of  Human  Services  was  ex- 
pected to  take  action  on  the  proposal  in 
July  after  studying  questions  related  to 
funding.  According  to  press  reports,  the 
expansion  would  cost  approximately 
SI  14.1  million  the  first  year,  with  $48.2 
million  coming  from  the  state  and  the  re- 
mainder from  the  federal  government. 

Family  physician  Antonio  Falcon,  MD, 
Rio  Grande  City,  represented  TMA  when 
the  Texas  Board  of  Human  Services  heard 
testimony  regarding  the  proposal.  Dr 
Falcon  is  a regional  quality  assurance 
committee  chair  for  the  Texas  Medical 
Foundation.  He  informed  the  committee 
that  South  Texas’  Starr  County,  where  he 
practices,  has  a 50%  poverty  rate,  and 
35%  of  the  pregnant  women  in  the 
county  receive  late  or  no  prenatal  care. 
“The  people  of  my  county  simply  do  not 
have  the  resources  to  purchase  health 
care  insurance  or  to  pay  for  medical  ser- 
vices,” he  said.  “The  expansion  of  Medi- 
caid eligibility  to  100%  of  poverty  for 


pregnant  women  and  children  would 
provide  needed  health  care  coverage  for 
many  of  those  in  my  county,  as  well  as  in 
the  rest  of  the  state,  who  now  have  none. 
The  expansions  would  also  bring  to 
Texas  federal  (matching  funds)  that  are 
now  going  to  other  states.” 

Dr  Falcon  urged  the  board  to  take 
steps  to  insure  Medicaid  recipients’  ac- 
cess to  health  care,  which  is  impeded  by 
the  liability  problem  and  a low  reimbuse- 
ment  rate  for  physicians.  “TMA  data  indi- 
cate that  provider  participation  levels, 
particularly  in  obstetrical  care,  are  de- 
clining,” he  said.  “The  reasons  cited  are 
fear  of  increasing  liability  exposure  and 
liability  premiums,  combined  with  an  in- 
adequate reimbursement  level.” 

He  reminded  the  board  that  Medicaid 
pays  physicians  an  average  of  $518  for 
complete  obstetrical  care,  compared  to  a 
national  median  charge  of  $1,201.  “Ex- 
panded eligibility  will  not  meet  our  ex- 
pectations for  improving  the  health  of 
pregnant  women  and  children  if  fewer 
and  fewer  physicians  are  accepting  Medi- 
caid patients,”  he  warned. 

He  asked  the  board  to  increase  physi- 
cian reimbursement  by  10%,  the  amount 
of  a temporary  reduction  that  has  re- 
mained in  effect  for  two  years. 


AMA  projects  22%  increase 
in  physicians  by  year  2000 

Present  trends  indicate  that  the  number 
of  active  physicians  in  the  United  States 
will  increase  by  2 1 .9%  by  the  year  2000, 
according  to  a new  report  from  the 
American  Medical  Association’s  Center 
for  Health  Policy  Research. 

The  report,  entitled  Physician  Supply 
and  Utilization:  Trends  and  Projections, 
projects  that  the  active  physician  popula- 
tion will  increase  from  519,400  in  1986 
to  633,200  by  the  year  2000.  Center  offi- 
cials note  that  1986  is  the  most  recent 
year  for  which  physician  population  data 
is  available. 

Female  physicians  will  increase  their 
ranks  by  9 1 9%  by  the  year  2000,  com- 
pared with  just  a 9.2%  increase 
projected  for  their  male  counterparts. 
There  were  79,606  female  physicians  and 
439,805  males  in  1986.  These  numbers 
are  expected  to  increase  to  152,700  fe- 
male and  480,400  male  physicians  by  the 


year  2000.  Although  women  made  up 
only  15.3%  of  physician  ranks  in  1986, 
they  will  account  for  24.1%  by  the  year 
2000,  the  report  says. 

General  internal  medicine  is  projected 
to  remain  the  most  heavily  populated 
specialty  by  the  year  2000.  Growing  at  a 
rate  of  28.7% , this  specialty  is  projected 
to  include  92,500  physicians  in  2000. 
Given  this  scenario,  general  internists 
will  make  up  14.6%  of  the  physician 
population  in  2000,  compared  with 
13.8%  in  1986. 


Doctor-owned  companies  insure 
172,000  practicing  physicians 

The  nation’s  42  doctor-owned  medical 
malpractice  insurance  companies  now  in- 
sure more  than  half  of  the  practicing  phy- 
sicians in  the  United  States,  Douglass 
Phillips,  Raleigh,  NC,  president  of  the 
Physician  Insurers  Association  of  Amer- 
ica, says. 

“We  insure  more  than  172,000  practic- 
ing physicians.  We  have  assets  in  excess 
of  $7.5  billion  with  a surplus  of  almost 
$900  million.  In  1988  we  will  write  in 
excess  of  $2  billion  in  premiums.  There 
is  no  doubt  that  we  are  now  a formidable 
force  and  a powerful  player  in  the  profes- 
sional liability  market,”  Phillips  told  a 
gathering  of  1 ,000  members  of  PIAA, 
meeting  in  San  Diego,  May  26—28. 

Other  speakers  at  the  meeting  dis- 
cussed AIDS,  legal  challenges  to  claims- 
made  policies,  and  the  need  for  a brain 
injury  data  bank. 

Rising  numbers  of  suits  are  being 
brought  against  physicians  and  hospitals 
by  patients  suffering  from  AIDS  or  carry- 
ing the  HIV  virus,  creating  a tangle  of 
medical,  ethical,  moral,  and  legal  prob- 
lems for  physicians.  Attorney  Duncan 
Barr,  San  Francisco,  an  AIDS  litigation  ex- 
pert, said  the  conflict  between  laws  and 
good  medicine  must  be  resolved  in  the 
courts.  Barr  advised  physicians  not  to  let 
fear  of  lawsuits  interfere  with  practicing 
good  medicine.  “Do  what  is  right,”  he 
advised. 

“There  is  a very  real  possibility  that 
the  courts  may  declare  all  claims-made 
policies  to  be  occurrence  policies.  If  that 
happens,  most  of  the  doctor-companies 
will  be  severely  underfunded,”  warned 
Sharyl  Bales,  underwriting  manager  for 
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Medical  Insurance  Company  of  Arizona. 
“We  would  have  to  collect  one  and  a half 
to  two  times  the  annual  premium  volume 
just  to  catch  up.  Claims-made  coverage  is 
crucial  to  the  survival  of  the  doctor- 
companies.” 

She  told  doctor-companies  to  review 
their  policies  regularly,  clarify  definitions 
so  there  can  be  no  misunderstandings  or 
ambiguities,  and  even  consider  changing 
the  term  “claims-made”  to  “medical  inci- 
dent” or  “medical  incident  reporting” 
policies. 

Roger  Kaufman,  legal  counsel  for  the 
Arizona  doctor-company  urged  PIAA  to 
take  the  lead  in  encouraging  scientific 
studies  in  academic  settings  on  longevity 
of  brain  injured  and/or  paralyzed  indi- 
viduals. “There  is  absolutely  no  scientific 
quantification  of  life  expectancy  in  such 
cases,  so  trial  lawyers  have  free  rein  in 
persuading  juries  about  what  awards 
should  be  without  scientific  basis,”  Kauf- 
man said.  He  cited  three  cases  in  which 
brain-injured  individuals  were  awarded 
millions  of  dollars  each  for  future  care 
based  on  arbitrarily  uncontested  life  ex- 
pectancy estimates.  All  died  in  less  than 
one  year  of  the  awards,  but  payouts  con- 
tinue for  years. 


Can  you  help  when  your  patients  have 
mental  health  problems? 

Coming  next  month  in 
TEXAS  MEDICINE: 

Seven  articles  on 

MENTAL  HEALTH 
PROBLEMS 

• Anxiety 

• Alcohol  abuse 

• Eating  disorders 

• Crack  and  cocaine 

• Office  psychotherapy 

• Psychiatric  disorders  and  HfV 

• Attention  deficit-hyperactivity  disorder 

Myron  F.  Weiner,  MD,  guest  editor 


CAPITAL  COMMENTS 


Public  is  dissatisfied 
with  Texas  Supreme  Court 

A recent  public  opinion  poll  reveals 
widespread  dissatisfaction  with  the  Texas 
Supreme  Court  and  strong,  bipartisan 
support  for  ousting  some  of  the  court 
justices.  On  a related  issue,  respondents 
expressed  dissatisfaction  with  the  court’s 
action  in  overturning  the  cap  on  physi- 
cians’ financial  liability  in  malpractice 
lawsuits. 

Sixty-two  percent  of  602  “likely” 
voters  in  Texas  agreed  that  “the  Texas 
Supreme  Court  should  be  reformed  and 
some  of  the  judges  on  the  Court  should 
be  replaced.”  Seventy  percent  agreed 
that  the  Court  “would  be  better  if  it  had 
a balance  of  views,  including  some  Re- 
publicans as  well  as  Democrats.”  Forty- 
three  percent  disagreed  that  “most  of  all 
the  judges  on  the  Texas  Supreme  Court 
are  fair  and  ethical,”  and  only  25% 
agreed  that  the  court  “has  been  unfairly 
criticized.” 

Other  results  of  the  survey  are: 

( 1 ) Half  the  voters  polled  thought 
“judges’  decisions  on  the  Texas  Supreme 
Court  are  influenced  by  large  campaign 
contributions  from  lawyers.”  Only  16% 
disagreed  with  the  statement. 

( 2 ) The  Court’s  overall  job  perfor- 
mance rating  was  34%  positive,  46% 
negative,  20%  undecided,  and  only  4% 
excellent. 

( 3 ) Demands  for  the  restoration  of  in- 
tegrity on  the  Texas  Supreme  Court  have 
a clear  bipartisan  base. 

(4)  Sixty-nine  percent  answered  "Yes” 
when  asked,  “Do  you  think  there  should 
be  a cap  or  legal  limit  on  the  amount  of 
money  a court  might  award  in  a malprac- 
tice lawsuit?” 

( 5 ) Seventy-one  percent  agree  with  At- 
torney General  Jim  Mattox’s  claims  that 
Texas  insurance  companies  intentionally 
raised  insurance  premiums  and  denied 
coverage  in  order  to  force  state  govern- 
ment to  pass  laws  limiting  their  liability 
in  lawsuits. 

Shipley  & Associates,  Inc,  conducted 
the  poll  the  last  week  in  May  1988.  It 
was  the  third  in  a privately  financed  se- 


ries of  studies  measuring  attitudes  about  I 
Texas  government.  i 


Legislature  studies  activities 
of  medical  examiners 

The  Texas  Legislature  is  studying  the  ac-  i 
tivities  of  the  Texas  State  Board  of  Medi- 
cal Examiners  and  measuring  the  effect 
of  legislation  enacted  in  1987  to  properly! 
fund  the  board  and  improve  the  board’s 
administrative  and  disciplinary  perfor-  ! 
mance.  , 

During  a recent  hearing  of  the  Senate  j 
Health  and  Human  Services  Committee,  i 
legislators  considered  an  attorney  gen- 
eral’s opinion  regarding  disclosure  of 
information  regarding  claims  against 
physicians  and  statistics  on  the  board’s 
enforcement  program.  At  the  same  gath- 
ering, Texas  Medical  Association  pro- 
posed a model  for  evaluating  licensing 
boards. 

Cindy  Jenkins,  a consumer  member  of 
the  TSBME,  criticized  an  attorney  gen- 
eral’s opinion  issued  last  spring  that  re- 
quires the  board  to  release  to  hospitals 
and  other  medical  institutions  informa- 
tion about  any  complaints  lodged  against 
physicians  during  the  time  they  have 
held  a Texas  license.  She  noted  that  the 
board  opens  a file  on  every  complaint 
without  regard  to  its  merit.  “I’m  not  sure 
it’s  right  to  (release  this  information),” 

Ms  Jenkins  said.  “I  don’t  see  where  any- 
body gains  from  this.” 

On  the  subject  of  evaluating  the  activi- 
ties of  the  TSBME,  TMA  consultant  Lolly 
Beaird,  PhD,  RN,  advised  against  relying 
solely  on  the  volume  of  investigations.  In 
a written  proposal.  Dr  Beaird  suggested. 

In  addition  to  volume  of  investigations 
for  the  board,  the  (evalutions)  model 
should  take  into  account  the  complaint 
detection  system,  the  nature  of  and  varia- 
tions in  investigative  activity,  the  options 
available  for  resolving  identified  prob- 
lems, and  the  appropriateness  of  taking 
or  not  taking  disciplinary  action.” 

Paul  Gavia,  director  of  enforcement  for 
the  state  board,  presented  a report  show- 
ing  that  during  the  1 2-month  period  end- 
ing May  31,1 988,  the  board  received 
1,304  complaints  and  completed  1,153 
investigations.  During  the  same  time  the 
board  approved  1 0 cancellations  of  medi- 
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cal  licenses,  4 suspensions,  74  restric- 
tions, and  4 1 reprimands. 

In  a separate  action  relating  to  the 
Texas  State  Board  of  Medical  Examiners, 
Texas  Medical  Association  President  Val 
F.  Borum,  MD,  Fort  Worth,  wrote  a letter 
to  the  members  of  the  Texas  Legislature 
updating  them  on  the  significant  progress 
the  board  has  made  since  the  1987  legis- 
lature expanded  the  board’s  funding  and 
authority.  Board  members  “are  expedit- 
ing cases  before  them,  virtually  eliminat- 
ing their  backlog,  and  are  taking  tough, 
quick  action  on  physicians  not  compe- 
tent to  remain  in  practice,”  Dr  Borum 
noted. 

The  May  2 1 letter  also  expressed  con- 
cern that  “the  board  continues  to  be  frus- 
trated with  district  courts  that  reinstate 
physicians  that  (the  board  members) 
have  sanctioned  . ..” 

“Despite  their  improvements,  we  real- 
ize that  the  board  will  continue  to  be  a 
political  football,”  Dr  Borum  wrote.  He 
pinpointed  media  reports  that  assume 
“bad  doctors”  are  the  root  cause  of 
Texas’  malpractice  crisis.  “This  is  utter 
nonsense,  however  seductive  and  appeal- 
ing the  logic  may  seem,”  Dr  Borum  wrote. 
“It  is  not  the  ‘bad  doctor’  who  gets  sued 
most  frequently — it  is  the  most  highly 
skilled  specialists — neurosurgeons, 
obstetricians/gynecologists,  orthopaedic 
surgeons,  etc.” 

He  added,  “We  support  and  share  your 
concern,  and  the  concerns  of  your  con- 
stituents, that  ‘bad  doctors’  be  identified 
and  removed  from  practice.  However,  a 
‘good  doctor’  can  make  a mistake  that 
can  be  corrected,  the  patient  compen- 
sated, and  the  doctor  probated,  rehabili- 
tated, and  ultimately  returned  to  com- 
petent practice.  The  board’s  progress 
should  be  measured  in  terms  of  its  effi- 
ciency in  making  those  determinations 
promptly.” 

Dr  Borum’s  status  update  noted  that 
while  the  board’s  investigation  case  load 
has  not  been  significantly  reduced  in 
total,  the  age  of  investigations  has  been 
shortened.  Approximately  96%  of  the  in- 
vestigations are  two  years  of  age  or 
newer.  There  are  no  investigations  over 
four  years  old;  only  four  are  three  years 
of  age,  and  these  are  being  expedited. 

The  majority  of  investigations  now 
focus  on  clinical  competence  rather  than 
nontherapeutic  prescribing,  he  wrote. 


During  the  three-week  period  ending 
March  21,  1988,  the  board  opened  123 
investigations.  I’he  three  largest  catego- 
ries of  investigations  were  practice  in- 
consistent with  public  health  and 
welfare,  peer  review  disciplinary'  action, 
and  disciplinary'  action  by  another  state. 

Dr  Borum  also  told  the  legislators  that 
since  Sept  1,  1987,  the  board  has  re- 
ceived 793  requests  for  information  con- 
cerning physicians  that  previously  had 
been  confidential.  The  information  is 
available  to  health  care  entities  that  are 
considering  physicians’  applications  for 
hospital  privileges. 

TMA  requests  information 
on  professional  liability  cases 

Texas  Medical  Association’s  Board  of 
Trustees  and  Council  on  Legislation,  as 
well  as  the  TEXPAC  Board,  and  county 
medical  society  executives  have  been 
asked  to  apprise  the  association’s  Public 
Affairs  Division  of  liability  cases  and  judg 
ments  in  their  communities  whenever 
possible. 

The  division  will  use  the  information 
to  help  document  the  magnitude  of  the 
professional  liability  crisis  in  Texas  and 
its  effects  on  the  deUvery  of  health  care. 
Information  should  be  directed  to  Texas 
Medical  Association,  Division  of  Public 
Affairs,  1801  N Lamar  Blvd,  Austin,  TX 
78701. 


Texan  heads  AMA  auxiliary 
legislation  committee 

Texas  Medical  Association  Auxiliary’s 
past  president  Mary  Lynn  Smith,  Athens, 
assumed  the  duties  of  national  legislation 
chairman  during  the  recent  meeting  of 
the  American  Medical  Association 
AuxiUary. 

Mrs  Smith  notes  that  the  AMAA  will 
work  actively  to  “apprise  the  grass  roots 
of  what  is  happening  in  Washington”  dur- 
ing the  coming  year.  Key  to  that  effort  is 
the  auxiliary’s  legislative  alert  system  of 
phone  banks.  Mrs  Smith  also  will  travel 
to  county  medical  society  auxiliaries  to 
participate  in  legislative  workshops  and 
develop  a strong,  effective  network  of 
state  auxiliary  legislation  committees. 

The  wife  of  Athens  surgeon  Joe  Ed 


Smith,  MD,  Mrs  Smith  has  been  involved 
in  auxiliary  activities  since  her  husband 
was  in  medical  school.  She  has  been 
president  of  the  Henderson  County 
Medical  Society  three  times.  At  the  state 
level,  Mrs  Smith  has  served  as  a member 
of  numerous  committees  and  as  record- 
ing secretary  and  regional  vice  president. 
She  also  has  been  liaison  to  the  TMA 
Council  on  Communication  and  cochair- 
man of  the  TMA  Committee  on  Student 
Loans.  She  currently  serves  on  the  board 
of  the  Texas  Medical  Political  Action 
Committee  (TEXPAC). 


RON  J.  ANDERSON,  MD,  president  and 
chief  executive  officer  of  Parkland  Me- 
morial Hospital  in  Dallas,  has  won  the 
James  E.  Peavy  Memorial  Award,  the 
Texas  Public  Health  Association’s  highest 
honor,  for  his  contributions  to  public 
health  programs.  Dr  Anderson  was  nomi- 
nated for  the  award  because  of  his 
achievements,  which  include  successful 
support  of  Texas  legislation  that  bans  im- 
proper hospital-to-hospital  transfer  of  pa- 
tients based  on  their  ability  to  pay. 

D.  CLIFEORD  BURROSS,  MD,  and  J.  PAT- 
RICK O’LEARY,  MD,  were  recently  elec- 
ted to  four-year  terms  as  members-at- 
large  of  the  National  Board  of  Medical 
Examiners.  Dr  Burross,  a former  TMA 
president,  is  a Wichita  Ealls  family  practi- 
tioner. Dr  O’Leary  is  a general  surgeon  in 
Dallas. 

Four  medical  alumni  of  The  University  of 

Texas  Medical  Branch  (UTMB)  at  Gal-  

veston  recently  received  Ashbel  Smith 
Distinguished  Alumnus  Awards.  The  re- 
cipients are  W.  KEMP  CLARK,  MD,  a 
neurosurgeon  with  the  UT  Southwestern 
Medical  School  at  Dallas;  SYDNEY  M. 

EINEGOLD,  MD,  an  internist  with  the 
Veterans  Administration  and  the  Univer- 
sity of  California  at  Los  Angeles;  DAVID 
C.  MIESCH,  MD,  a Paris,  Tex,  internist 
and  current  president  of  the  UTMB 
School  of  Medicine  Alumni  Association; 
and  RICHARD  S.  RUIZ,  MD,  an  ophthal- 
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Postgraduale 
Courses 


September 
17and 18 


TEXAS  MIDICAl  ASSOCIATION 

lEADERSHIP^ 

CONFERENCE. 


during  the  1988 
Fall  Leadership  Conference 
in  Austin 


Saturday,  Sept.  1 7,  1 :30  to  5:30  pm 

Basic  Life  Support  for  Physicians 

Paul  Begnoche,  Bergstrom  Air  Force  Base 
Fee:  member, $50;  nonmember,  $55 


Sunday,Sept.  18,8am  to  1 pm 

New  Drugs  for  Treatment  of  Coronary 
Artery  Diseases 

Addison  A.  Taylor,  MD,  PhD,  Baylor  College  of 
Medicine,  Houston 

Fee:  member,  $75;  nonmember,  $80 

Office  Dermatology 

Sharon  S.  Raimer,  MD,  The  University  of  Texas 

Medical  Branch,  Galveston 

Fee:  member,  $75;  nonmember,  $80 

Office  Gynecology — Management  of 
Sexually-Transmitted  Diseases 

David  L.  Hemsell,  MD,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas 
Fee:  member,  $75;  nonmember,  $80 


A//  courses  scheduled  at  Four  Seasons 
Hotel,  Austin 

For  more  information  and  for  registration  and 
housing  forms,  call  TMA  Department  of  Annual 
Session  and  Scientific  Proqrammina 
512/477-6704. 


~vicodini_ 


(hvd'ocodone  Bilailiale  5 mg  IWorning  Mov  Be  hcBil  lormrngl 
and  oceJaminophen  500  mg) 


roll's, USACE:  For  the  relief  of  moderate  to  moderately  severe  pain 
to  acetaminophen  or  hydrocodone. 

WARNINGS^ 

Allergic-Type  Reaction:  VICODIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allerqic-type  reactions  induding  anaphylactic  symptoms  and  life- 
mreatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people. 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknt^  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
maticthan  non-asthmatic  people. 


Respiratory  Depression:  At  high  doses  or  in  sensitive  patients,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  reyiratory  centers,  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
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naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression) 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant 
etfe(y  of  narcotic  and  their  capacity  to  elevate  cerebrospinal  fluid  pressure 

mav  hp  marlroHIu  AvannAratArl  in  .al  _ ' . 
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mav  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  Int'racra: 
nial  lesions  or  a preexisting  increase  in  intracranial  pri 


— w.  w ^/lccAlJllny  inucdjc  III  iMUdcrdniai  pressure.  Furthermore 
narcotic  produce  adverse  reactions  which  may  obscure  the  cliniul  course  of 
patients  with  head  injuries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure 
toe  diagnosis  or  clinical  course  of  patients  with  acute  abdominal  conditions 

PnECAunONS: 

Special  tok  l>atients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prMatic  hy^rtrophy  or  urethral  stricture.  The  usual  precautions  should  be 
o^rved  and  the  pMibility  of  respiratory  depression  should  be  kept  In  mind, 
h**"  t'^rcotio,  ma^  impair  the  mental 
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and/or  physital  abilities  required  for  the  performance  of  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotics 
caution  should  be  exercised  when  VICODIN  is  used  postoperatiyely  and  iri 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesia,  antipsychotia, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi: 
tantly  with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibltoa  or  tricydic  antidepressants  with  hydrocodone  prep- 
^ations  may  inaeasc  toe  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  antichollnergla  with  hydrocodone  may  produce  para- 

Osage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose, 
adequate  and  well-controlled  studies  in  pregnant  women 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  risk  to  the  fetus. 

MonteWogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  pnor  to  delivery  will  be  physically  dependent.  The  withdrawalsigns 
include  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  inaeased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
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intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  o 
matenal  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  o' 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/kg  q6h,  and  paregoric ; 
to  4 drops/kg  a4h.  have  been  used  to  treat  withdrawal  symptoms  in  infants 
me  durahon  of  therapy  is4  to  28  days,  with  the  dosage  decreased  as  tolerated. 
Ubor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respirators 
depr^ion  in  the  newborn,  espeoally  if  higher  doses  are  used. 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  exaeted  in  human  milk. 
Because  marw  drugs  are  exaeted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nursing  or  to  discontinue  the  drug  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

^iatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psyditc  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 
r^uired  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinarv 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  ^D  ADMINISTRATION:  Dosage  should  be  adjusted  according  to  the 
sewrity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
eftects  IS  dose  related. 

toe  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  houa  as  needed 

tor  pain,  toe  total  24  hour  dose  should  not  exceed  8 tablets. 


Revised  June,  1987 
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Knoll  Pharmaceuticals 

A Unit  of  BASF  K&F  Corporation 
Whippany,  New  Jersey  07981 
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from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 
medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975, 
2;  379-92  and  Reuler  JB,  et  al.  The  chronic  pain  syndrome:  misconceptions  and 
management.  "Ann  Intern  Med"  1980;  93;  588-96. 

♦ Vicodin  offers;  less  nausea,  less  sedation,  less 
constipation. 

...and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 


♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4 to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1.  Hopkinson  JH  III;  Curr  TherRes  24;  503-516,  1978 

2.  Seay/er,WT  Arch  Intern  Med,  141;293-300.  1981. 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg. 


The  original  hydrocodone  analgesic. 


Please  see  adjacent  page  for  brief  summary  of  prescribing  information. 


COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL 

DEPENDENCE 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 
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mologist  with  UT  Medical  School,  UT 
Health  Science  Center  at  Houston. 

The  Sept  9-11,  1988,  meeting  of  the 
Texas  Pediatric  Society  will  be  dedicated 
to  CHARLES  W.  DAESCHNER,  JR,  MD, 
who  is  retiring  after  28  years  as  chairman 
of  the  Department  of  Pediatrics  at  The 
University  of  Texas  Medical  Branch  at 
Galveston.  Dr  Daeschner  will  be  honored 
at  a luncheon  Sept  10.  He  is  a former 
chairman  of  the  Editorial  Committee  of 
Texas  Medicine. 

HERBERT  L.  DuPONT,  MD,  has  been  ap- 
pointed the  first  holder  of  the  Mary  W. 
Kelsey  Professorship  in  the  Medical  Sci- 
ences at  The  University  of  Texas  Health 
Science  Center  at  Houston.  Currently,  Dr 
DuPont  is  professor  and  interim  chair- 
man of  the  Department  of  Internal  Medi- 
cine at  the  UT  Medical  School. 

JERE  MITCHELL,  MD,  Dallas,  received 
the  1988  Honor  Award  from  the  Ameri- 
can College  of  Sports  Medicine  in  recog- 
nition of  his  research  and  leadership  in 
the  study  of  the  mechanism  of  cardio- 
vascular regulation  during  exercise.  Dr 
Mitchell  is  professor  of  medicine  and 
physiology  and  director  of  the  Pauline 
and  Adolph  Weinberger  laboratory  for 
cardiopulmonary  research  as  well  as  the 
Harry  S.  Moss  Heart  Center  at  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  in  DaUas. 

JOSEPH  M.  PERLMAN,  MD,  Houston,  was 
chosen  as  one  of  five  physicians  to  ac- 
company the  US  Summer  Olympic  team 
to  Seoul,  Korea.  He  will  serve  as  the  pri- 
mary doctor  to  the  athletes  in  boxing, 
women’s  basketball,  and  men’s  and 
women’s  water  polo.  Additionally,  he  is 
the  drug-testing  crew  chief 

KELLY  SANDERFORD,  MD,  of  San  Angelo, 
received  four  major  awards  when  he 
graduated  recently  from  The  University 
of  Texas  Medical  Branch  (UTMB)  at  Gal- 
veston. He  was  presented  the  prestigious 
Gold-Headed  Cane  award,  given  annually 
to  the  graduate  who  best  exemplifies  the 
ideals  of  patient  care.  He  also  won  the 
William  L.  Marr  award  in  medicine,  given 
to  a student  who  has  achieved  excel- 
lence in  internal  medicine;  the  Edward 
Randall  Medal,  given  to  the  eight  stu- 


dents with  the  highest  scores  on  Parts  1 
and  II  of  the  National  Board  Examination 
for  medicine;  and  the  Hermann  Barnett 
Memorial  Award,  given  to  students  who 
have  evidence  of  scholarly  performance 
in  undergraduate  preparation  and  who 
demonstrate  proficiency  in  the  fields  of 
anesthesiology  and  surgery.  Dr  Sander- 
ford  has  been  accepted  as  a resident  in 
orthopedic  surgery  at  UTMB. 

CHARLES  C.  SPRAGUE,  MD,  was  honored 
by  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas  with  the  ground- 
breaking of  the  Charles  C.  Sprague 
Clinical  Science  Building.  Dr  Sprague  is 
the  former  president  of  UT-Southwestern. 

J.  KENT  TRINKLE,  MD,  a thoracic  sur- 
geon from  San  Antonio,  has  been  elected 
president  of  the  American  Heart  Associa- 
tion’s San  Antonio  division.  He  is  pro- 
fessor of  cardiothoracic  surgery  at  The 
University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio  and  head  of  Medical 
Center  Hospital’s  heart  transplant  team. 
RANDAL  WHITE,  MD,  a San  Antonio  car- 
diologist, was  chosen  president-elect. 

PEDRO  VERGNE  MARINI,  MD,  Dallas, 
has  been  elected  president  of  the  Texas 
Transplantation  Society.  Dr  Vergne,  who 
is  director  of  transplant  services  with 
Dallas  Nephrology  Associates  and  chair- 
man of  nephrology  and  medical  director 
of  transplantation  at  Methodist  Medical 
Center  Dallas,  also  will  serve  on  the 
program  and  finance  committees  of 
the  American  Society  of  Transplant 
Physicians. 
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ROBERT  N.  BARTELS,  MD,  retired 
Temple  general  surgeon.  Died  April 
1988;  age  76.  Dr  Bartels  was  a 1936 
graduate  of  the  University  of  Iowa,  Col- 
lege of  Medicine.  He  served  an  intemshipj 
at  Cincinnati  (Ohio)  General  Hospital, 
and  residencies  at  the  University  of 
Iowa’s  University  Hospitals. 

JAMES  THYRON  (TY)  BOYD,  MD,  re- 
tired Jacksonville  internist.  Died  May  5, 
1988;  age  75.  Dr  Boyd  graduated  in  1939 
from  The  University  of  Texas  Medical 
Branch  at  Galveston.  After  an  internship 
at  St  Paul’s  Hospital  in  Dallas,  he  served  a 
residency  at  Nan  Travis  Memorial  Hospi- 
tal in  Jacksonville.  He  served  as  a flight 
surgeon  in  the  US  Army  Air  Force  during 
World  War  11. 

JAMES  FRANKLIN  CAMBPELL,  MD,  re- 
tired Fort  Worth  dermatologist.  Died  May 
30,  1988;  age  85.  In  1928  he  graduated 
from  the  University  of  Oklahoma  Medical 
School  in  Oklahoma  City.  Dr  Campbell 
interned  at  Parkland  Memorial  Hospital 
in  Dallas. 

V.  SAMUEL  CHRISTOPHER,  MD,  general 
practitioner  in  Booker.  Died  June  1988; 
age  4 1 . Dr  Christopher  graduated  in 
1970  from  Kurnool  Medical  College  in 
India  and  served  an  internship  at  Govern- 
ment General  Hospital  in  Kurnool. 

ISADORE  DRAVIN,  MD,  retired  Amarillo 
internist.  Died  May  21,  1988;  age  67.  Dr 
Dravin  was  a 1944  graduate  of  Tulane 
University  School  of  Medicine  in  New 
Orleans.  He  served  an  internship  at 
Cedars  of  Lebanon  Hospital  in  Los  An- 
geles. Following  one  year  of  active  duty 
with  the  US  Naval  Reserves,  he  com- 
pleted a postgraduate  course  in  internal 
medicine  at  Cornell  University  Medical 
College.  He  served  residencies  at  Nichols 
VA  Hospital  in  Louisville,  Ky,  and  the  VA 
Hospital  in  New  Orleans.  Dr  Dravin  com- 
pleted his  military  service  in  1952  and 
1953. 

FRED  COLLINS  HODGES,  JR,  MD,  Hous- 
ton diagnostic  radiologist.  Died  June  9, 
1988;  age  49.  Dr  Hodges  was  a 1965 
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graduate  of  The  University  of  Texas 
Medical  Branch  at  Galveston.  After  an 
internship  at  Hermann  Hospital  in  Hous- 
ton, he  returned  to  Galveston  for  a resi- 
dency in  radiology.  He  had  served  in  the 
US  Air  Force  Reserves  since  1965. 

f-ANG  FLOYD  HOLLAND,  MD,  retired 
Austin  internist.  Died  June  1,  1988;  age 
79.  Dr  Holland  graduated  from  Tulane 
University  School  in  Medicine,  New  Or- 
leans, in  1939.  He  served  his  internship 
at  Jersey  City  Medical  Center  in  New 
Jersey  and  his  residency  at  Charity  Hospi 
tal  in  New  Orleans.  Dr  Holland  was  a life 
member  of  Texas  Medical  Association. 

RALPH  GRANT  JOHNSON,  MD,  retired 
family  practitioner  in  New  Gulf.  Died 
May  10,  1988;  age  80.  In  1936  he  grad- 
uated from  Vanderbilt  University  School 
of  Medicine.  He  interned  at  Davidson 
County  Tuberculosis  Hospital  in  Nash- 
ville, and  served  a residency  at  Nashville 
General  Hospital.  Dr  Johnson  was  a life 
member  of  Texas  Medical  Association. 

JACK  H.  KAMHOLZ,  MD,  retired  Dallas 
obstetrician  and  gynecologist.  Died  May 
19,  1988;  age  71.  Dr  Kamholz  graduated 
from  the  University  of  Pennsylvania 
School  of  Medicine  in  1942.  He  interned 
at  Graduate  Hospital  in  Philadelphia  and 
served  residencies  at  Sibley  Memorial 
Hospital  in  Washington,  DC,  and  at  Albert 
Einstein  Medical  Center  in  Philadelphia. 
He  served  in  the  US  Army  during  World 
War  11.  Dr  Kamholz  was  a life  member  of 
Texas  Medical  Association. 

KARLJ.  KARNAKY,  MD,  retired  Houston 
gynecologist.  Died  May  29,  1988;  age  80. 
In  1933  Dr  Karnaky  graduated  from  The 
University  of  Texas  Medical  Branch  at 
Galveston.  He  served  his  internship  and 
residency  at  Jefferson  Davis  Hospital  in 
Houston.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

DOMAN  KENT  KEELE,  MD,  professor  of 
pediatrics  at  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 
Died  May  6,  1988;  age  64.  Dr  Keele  was  a 
1953  graduate  of  The  University  of  Texas 
Southwestern  Medical  School  at  Dallas. 

He  completed  an  internship  at  the  Uni- 
versity of  Minnesota,  a residency  at  Chil- 
dren’s Medical  Center  in  Dallas,  and  a 


fellowship  in  pediatric  endocrinology  at 
the  University  of  Pittsburgh.  He  served  in 
the  US  Navy  during  World  War  11. 

WILLIAM  M.  LEAVENWORTH,  MD,  re- 
tired Dickinson  radiologist.  Died  May  31, 
1988;  age  73.  In  1946  Dr  Leavenworth 
received  his  medical  degree  from  Case 
Western  Reserve  University  School  of 
Medicine.  After  an  internship  at  Queens 
General  Hospital  in  New  York,  he  served 
a residency  at  Doctors,  Emergency,  and 
Garfield  Memorial  Hospitals  in  Washing- 
ton, DC.  Dr  Leavenworth  was  in  the  US 
Air  Force  from  1951  to  1953. 

LEONARD  DALE  McLIN,  MD,  Austin  fam- 
ily practitioner  affiliated  with  The  Univer- 
sity of  Texas,  the  Texas  Drivers  Ucense 
Medical  Review  Board,  and  the  Texas  Re- 
habilitation Center.  Died  April  23,  1988; 
age  63.  Dr  McLin  received  his  degree 
from  Washington  University  School  of 
Medicine  in  St  Louis  in  1948.  His  intern- 
ship was  at  St  Louis  City  Hospital,  and  his 
residency  was  at  Brooke  Army  Hospital 
in  San  Antonio.  He  spent  20  years  in  mili- 
tary service  as  a flight  surgeon,  retiring 
from  the  US  Air  Force  with  the  rank  of 
full  colonel. 

ROBERT  E.  PACE,  JR,  MD,  Wichita  Falls 
orthopedic  surgeon.  Died  April  30,  1988; 
age  66.  A 1945  graduate  of  Tulane  Uni- 
versity School  of  Medicine,  he  served  an 
internship  at  Charity  Hospital  in  New  Or- 
leans and  a residency  at  Confederate  Me- 
morial Hospital  in  Shreveport.  Dr  Pace 
was  a US  Navy  veteran  of  World  War  11. 

RICHARD  DEAN  PRICE,  MD,  San  Antonio 
neurosurgeon.  Died  May  21,  1988;  age 
65.  Dr  Price  graduated  in  1946  from  the 
University  of  Oklahoma  School  of  Medi- 
cine. His  internship  was  at  Kansas  City 
General  Hospital,  where  he  also  served  a 
three-month  neurosurgery  residency.  Fol- 
lowing two  years  of  service  in  the  US 
Army  as  chief  of  neurosurgery  at  Brooke 
General  Hospital,  Dr  Price  completed  a 
four-year  residency  in  neurosurgery  at 
the  Mayo  Clinic. 

FRANK  A.  SELECMAN,  MD,  retired  Dallas 
general  surgeon.  Died  May  21,  1988;  age 
86.  Dr  Selecman  graduated  in  1927  from 
Baylor  University  College  of  Medicine. 

He  served  his  internship  at  Wesley  Me- 


morial Hospital  in  Atlanta.  Dr  Selecman 
was  an  honorary  Texas  Medical  Associa- 
tion member. 

JOSEPH  A.  SHUGART,  MD,  retired  El  Paso 
anesthesiologist.  Died  May  1988;  age  72. 
Dr  Pace  was  a 1941  graduate  of  Indiana 
University  School  of  Medicine.  He  served 
an  internship  and  residency  at  St  Vin- 
cent’s Hospital  in  Indianapolis.  He  served 
in  the  US  Army  from  1953-1956. 

GUME  ROBERTO  SOLIS,  MD,  retired 
Port  Arthur  general  surgeon.  Died  May 
12,  1988;  age  74.  Dr  Solis  graduated  in 
1947  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  His  internship 
was  at  St  Louis  City  Hospital  and  his  resi- 
dency was  at  Atchison,  Topeka,  Santa  Fe 
Hospital  in  La  Junta,  Colo.  He  served  in 
the  US  Army  during  World  War  11.  He 
was  a life  member  of  Texas  Medical 
Association. 

WILLIAM  EDWARD  VICKERS,  MD,  Texas 
City  general  surgeon.  Died  May  5,  1988; 
age  58.  Dr  Vickers  received  his  medical 
degree  in  1954  from  the  University  of 
Alabama  at  Birmingham.  After  an  intern- 
ship at  Los  Angeles  County  Hospital,  he 
served  residencies  at  Robert  B.  Green 
Memorial  Hospital  in  San  Antonio,  the 
Lahey  Clinic  in  Boston,  and  The  Univer- 
sity of  Texas  MD  Anderson  Cancer  Cen- 
ter. From  1955  to  1957  he  served  with 
the  US  Army  in  Korea. 

EDWIN  PURDY  VIRGIN,  MD,  retired  fam- 
ily practitioner  in  Bonham  and  Alice  who 
had  moved  to  Fort  Worth.  Died  April  19, 
1988;  age  73-  Dr  Virgin  was  a 1950 
graduate  of  the  CoUege  of  Medical  Evan- 
gelists in  Los  Angeles.  He  served  his 
internship  at  Hermann  Hospital  in 
Houston. 

WILLIAM  McVICKER  WALLIS,  MD,  re- 
tired Houston  general  practitioner.  Died 
June  6,  1988;  age  73.  Dr  WaUis  received 
his  medical  degree  from  The  University 
of  Texas  Medical  Branch  at  Galveston  in 
1942.  After  an  internship  at  Hermann 
Hospital  in  Houston,  he  served  in  the  US 
Army  from  1943  to  1946. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


R.N.  BARTELS 

Temple,  1911-1988 

R.G.  JOHNSON 

New  Gulf,  1907-1988 

R.D.  PRICE 

San  Antonio,  1922-1988 

J.T.  BOYD 

Jacksonville,  1913-1988 

J.H.  KAMHOLZ 

Dallas,  1917-1988 

F.A.  SELECMAN 

Dallas,  1901-1988 

j.F.  CAMPBELL 

Fort  Worth,  1903-1988 

K.J.  KARNAKY 

Houston,  1907—1988 

J.A.  SHUGART 

El  Paso,  1915-1988 

V.S.  CHRISTOPHER 
Booker,  1 947 - 1 988 

D.K.  KEELE 

Dallas,  1923-1988 

G.R.  SOLIS 

Port  Arthur,  1914-1988 

1.  DRAVIN 

Amarillo,  1920-1988 

W.M.  LEAVENWORTH 
Dickinson,  1914-1988 

W.E.  VICKERS 

Texas  City,  1929-1988 

F.C.  HODGES,  JR. 

Houston,  1938-1988 

L.D.  McLIN 

Austin,  1924-1988 

E.P.  VIRGIN 

Bonham,  1914-1988 

L.F.  HOLLAND 

Austin,  1 909—  1 988 

R.E.  PACE,  JR. 

Wichita  Falls,  1922—1988 

W.M.  WALLIS 

Houston,  1915-1988 

The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 
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.♦.the  Cornerstone 
of  Our  Professions 


times  your  caring 
attitude  goes  further  in  healing 
a patient  than  all  the  pills  and 
bandages  ever  could.  Your 
patient  senses  that  genuine 
concern  you  have  for  him- 
concern  manifested  in  the 
often  herculean  efforts  you 
make  to  aid  him  in  recovery. 
After  all,  caring  is  the 
cornerstone  of  your  practice. 

Occasionally  a company 
appears  with  the  same  caring 
approach  whose  purpose  is  to 
serve  the  doctor.  In  the  field  of 
professional  liability  insurance, 
that  company  is  Insurance 
Corporation  of  America.  Like 
you,  we  make  caring  for  our 
insured  the  cornerstone  of  our 
stable  and  successful  business. 
And  our  ongoing  efforts  to 
cure  malpractice  ills  are 
unmatched  in  the  industry. 

If  you’re  tired  of  dealing 
with  an  insurance  company 
who’s  more  concerned  with 
your  premium  than  with  your 


practice  and  reputation,  call 
ICA.  You’ll  receive  the  kind  of 
care  you  deserve. 


INSURANCE 
CORPORATION 
OF  AMERICA 


People  Who  Care 

713 (871-8100) 
Houston,  Texas 
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rrjJ^’VtO*  Physicians  who  prefer 
medicine  to  paperwork. 


We  are  looking  for  dedicated  physi- 
cians, physicians  who  want  to  be,  not 
salesmen,  accountants,  and  lawyers, 
but  physicians.  For  such  physicians, 
we  offer  a practice  that  is  practically 
perfect.  In  almost  no  time  you  experi- 
ence a spectrum  of  cases  some  physi- 
cians do  not  encounter  in  a lifetime. 
You  work  without  worrying  whether 
the  patient  can  pay  or  you  will  be 
paid,  and  you  prescribe,  not  the  least 
care,  nor  the  most  defensive  care,  but 
the  best  care. 

If  that  is  what  you  want,  join  the 

Army  Medicine: 
The  practice  that’s 


physicians  who  have  joined  the 
Army.  Army  Medicine  is  the  perfect 
setting  for  the  dedicated  physician. 
Army  Medicine  provides  wide-rang- 
ing opportunities  for  the  student, 
the  resident,  and  the  practicing 
physician. 

Army  Medicine  offers  fully  accred- 
ited residencies  in  virtually  every 
specialty.  Army  residents  generally 
receive  higher  compensation  and 
greater  responsibility  than  do  their 
civilian  counterparts  and  score 


you  are  currently  in  a residency 
program  such  as  Orthopedics,  Neuro- 
surgery, Urology,  General  Surgery, 
or  Anesthesiology,  you  may  be  eligi- 
ble for  the  Army’s  Sponsorship 
Program. 

Army  Medicine  offers  an  attractive 
alternative  to  civilian  practice.  As  an 
Army  Officer,  you  receive  substan- 
tial compensation,  extensive  annual 
paid  vacation,  a remarkable  retire- 
ment plan,  and  the  freedom  to  prac- 
tice without  endless  insurance  forms, 
malpractice  premiums,  and  cash 
flow  worries. 


higher  on  specialty  examinations.  If 


practically  all  medicine. 


AMEDD  Personnel  Counselor 
Dallas,  Texas  (214)  767-0818 
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Challenges  of  our 
success:  a national 
perspective  on  geriatric 
health  care 


The  proportion  of  the  over-age-65  population  in 
the  US  has  increased  significantly  since  1990  and 
will  continue  to  increase  until  around  2050.  As 
people  retire,  their  income  generally  decreases 
while  their  health  tends  to  deteriorate,  resulting  in 
more  health  service  and  care  needs  when  they  can 
least  afford  them,  even  with  the  help  of  Medicare 
and  private  health  insurance  coverage.  Govern- 
mental efforts  to  contain  medical  costs  through 
the  Prospective  Payment  System  have  resulted  in 
reduced  hospital  stays  and  more  frequent  readmis- 
sions with  a resultant  loss  of  potential  savings  for 
the  elderly.  The  authors  discuss  several  innova- 
tions in  elder  care,  the  role  of  drug  therapy,  chal- 
lenges facing  geriatric  medical  education,  and 
ethical  guidelines  for  both  physicians  and  policy 
makers. 

KEY  WORDS:  HEALTHCARE  POLICY,  DEMOGRAPHICS,  GERI- 
ATRIC ASSESSMENT  TEAM,  CONTINUUM  OF  (::ARE,  ON  LOK 
MODEL,  ADVERSE  DRUG  REACTIONS,  MEDICAL  EDUCATION 


Since  the  turn  of  this  century,  every  passing 
week  has  added  two  days  to  the  life  expec- 
tancy of  the  average  US  citizen.  There  has  been 
an  eightfold  increase  in  the  over-age-65  population 
since  1900,  compared  to  a threefold  rise  for  the 
general  population.  Placed  in  perspective,  of  all  the 
aged-65  people  ever  living  in  this  country,  half  are 
living  today  ( 1 ).  In  1980,  the  over-age-65  popula- 
tion represented  1 1.2%  (24.9  million)  and  the  over- 
age-75 population  4.2%  (9.4  million)  of  the  general 
US  census  (2).  Over  the  next  half  century,  these  age 
groups  will  represent  the  fastest  growing  segment 
of  our  general  population  so  that  by  the  year  2030, 
18.3%  (55  million)  will  be  over  age  65,  and  7.7% 
(23.2  milhon)  will  be  over  age  75  (2). 

Demographically,  the  elderly  are  not  a homoge- 
neous population.  The  significant  differences  be- 
tween races  in  life  expectancy  at  birth  does  not 
exist  in  years  of  life  expectancy  for  those  who  sur- 
vive to  age  65  (3).  A disproportionate  number  of 
women  do  survive  into  advanced  age,  the  “old-old” 
(over  age  75)  and  the  “extreme-old”  (over  age  85) 
where  the  likelihood  of  physical  dependency  in- 
creases markedly. 

Clearly,  the  health  of  the  aged  is  not  as  good  as 
that  of  younger  adults,  but  contrary  to  commonly 
held  impressions,  most  older  people  enjoy  active, 
functional,  if  not  healthful  lives.  Seventy  percent  of 
the  elderly  report  their  health  as  good  or  excellent 
(4).  Community-based  elders  nonetheless  still  have 
3.5  important  disabilities  per  person,  compared  to 
six  for  hospitaUzed  elders  (5,6).  Only  5%  to  6%  of 
the  elderly  are  institutionalized  on  a given  day  ( 3,7 ). 

On  the  basis  of  fiscal  dependency,  nearly  one 
sixth  of  the  elderly  live  under  the  federal  poverty 
level.  This  stark  reality  becomes  even  more  prob- 


lematic for  unmarried  women,  one  third  of  whom 
live  below  the  federal  poverty  level.  Race  is  an  im- 
portant factor  in  this  subpopulation;  over  two  thirds 
of  black  and  Hispanic  older  women  live  at  or  below 
the  federal  poverty  level  ( 3 ) 

ITie  elderly  of  this  country  will  soon  have  to  pay 
more  out  of  pocket  to  reduce  federal  outlays  for 
Medicare  even  before  consideration  for  higher  pre- 
miums to  cover  “catastrophic”  medical  care  costs. 
Already  nearly  one  half  of  the  elderly’s  health  care 
costs  are  outside  the  Medicare  program  with  other 
coverage  coming  from  Medicaid,  “medigap  ’ insur- 
ance products,  and  “out-of-pocket”  expenditures. 
Medigap  and  out-of-pocket  expenses  for  health  care 
represent  a larger  proportion  of  total  living  costs  for 
the  elderly  than  before  Medicare  was  enacted.  Medi- 
caid, a principal  funding  mechanism  for  the  provi- 
sion of  long-term  custodial  care,  requires  a “spend- 
down”  to  the  poverty  level  before  it  will  provide  as- 
sistance. The  Catastrophic  Illness  Insurance  Pro- 
gram passed  this  summer  does  not  impact  the 
provision  of  these  services.  However,  it  does  im- 
prove coverage  for  drugs.  Drugs  have  been  the  sec- 
ond highest  out-of-pocket  expense  for  the  elderly. 
Under  the  catastrophic  insurance  plan  Medicare 
would  pay  50%  of  outpatient  drug  costs,  after  a 
$600  annual  deductible,  starting  in  1991.  Medicare 
would  pay  60%  the  following  year  and  80%  in  1993 
and  thereafter  with  the  deductible  to  be  indexed  to 
the  rising  drug  cost.  Because  of  the  high  cost  associ- 
ated with  long-term  custodial  care,  passage  of  such 
an  entitlement  is  not  likely  in  the  near  future.  As  the 
population  over  age  65  and  below  federal  poverty 
level  increases,  a new  formidable  structural  poverty 
class  in  this  country  is  being  created  even  with  the 
new  expanded  catastrophic  Medicare  coverage  (8). 

Health  care  resource  utilization  by  the  elderly 

Presently,  the  elderly  consume  one  third  of  all 
health  care  dollars,  36%  of  acute  care  hospital  days, 
and  more  than  81%  of  extended  care  facility  days 

(9) .  In  1984,  the  over-65  age  group  consumed  an 
estimated  $4,202  per  capita  for  personal  health  care 
services,  a 3.4  to  1 ratio  for  the  under-65  age  group 
(3).  The  over-age-65  population  consumes  25%  of 
all  prescriptions  annually,  and  they  represent  the 
largest  user  group  of  over-the-counter  remedies 

(10) .  The  utilization  of  physician  visits  also  in- 
creases significantly  with  advancing  age  ( 3 ). 

The  Medicare  program  has  improved  the  elderly’s 
access  to  physicians.  However,  there  is  little  to  sug- 
gest that  their  services  are  overutilized.  One  of  the 
reasons  is  a significant  tendency  on  the  part  of  many 
elders  to  explain  away  symptoms  of  serious  illness 
and  treatable  diseases  as  “just  getting  old”  (5,1 1 ). 
Other  factors  that  tend  to  decrease  utilization  in- 
clude cognitive  impairment;  fear  of  the  nature  of 
the  underlying  or  undiagnosed  illness;  fear  of  the 
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loss  of  independence;  fear  of  the  unpleasantness  of 
hospitalization,  evaluation,  or  treatment;  and  struc- 
tural barriers  such  as  costs,  transportation,  or  lack  of 
social  and  family  support  (12). 

In  a given  year,  about  10%  of  the  US  population  is 
hospitalized,  whereas  18%  of  the  population  over 
age  65  requires  hospitalization.  The  elderly  have  a 
longer  length  of  stay  than  younger  patients  ( 10.7  vs 
7.3  days  in  the  1980  pre-DRG  era),  but  this  has  de- 
creased nationally  by  1 1%  since  the  implementa- 
tion of  the  Prospective  Payment  System  ( 13).  A 
worrisome  trend  is  also  emerging  in  some  hospitals. 
With  an  increasing  emphasis  on  day  surgery  and  am- 
bulatory care,  fewer  Medicare  admissions  are  occur- 
ring, but  those  patients  who  are  admitted  tend  to  be 
more  severely  ill  and  often  are  discharged  “quicker 
and  sicker”  than  in  the  past  (14).  Frequent  admis- 
sion of  more  seriously  ill  patients  within  a DRG  can 
be  associated  with  increased  costs  and  hospital 
under-reimbursement.  The  failure  to  recognize 
severity  of  illness  is  a serious  flaw  in  the  DRG  re- 
imbursement system.  Horn  and  associates  (15  ) 
evaluated  the  ability  of  the  DRG  classification  sys- 
tem to  account  for  severity  of  illness  and,  by  im- 
plication, for  the  costs  of  medical  care  in  six  hos- 
pitals, three  university  teaching  hospitals,  two 
community  teaching  hospitals,  and  one  community 
hospital.  Within  each  DRG,  substantial  differences 
were  found  in  the  distribution  of  severity  of  illness 
between  different  hospitals.  A wide  range  of  sever- 
ity within  each  DRG  also  occurs  within  the  same 
hospital  (16,17).  The  increased  costs  of  caring  for  a 
disproportionate  number  of  charity  and  low-income 
patients  in  certain  hospitals  has  now  been  recog- 
nized by  Congress,  but  increased  funding  has  been 
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achieved  primarily  by  a simultaneous  reduction  in 
teaching  adjustments. 

Recently,  Anderson  and  Steinberg  (18)  pointed 
out  that  a small  percentage  (23%  ) of  Medicare  pa- 
tients with  multiple  discharges,  two  to  five  over 
three  years,  accounted  for  80%  of  all  inpatient  ex- 
penditures. These  authors  assessed  the  frequency 
with  which  270,266  randomly  selected  Medicare 
beneficiaries  were  readmitted  after  hospital  dis- 
charges between  1974  and  1977.  Twenty-two  per- 
cent of  Medicare  discharges  were  followed  by 
readmission  within  60  days,  costing  the  Medicare 
program  S2.5  billion  per  year  (24%  of  all  inpatient 
Medicare  expenditures).  In  1987  dollars  this  cost 
would  exceed  88  billion.  Premature  discharges, 
aside  from  unnecessary  human  suffering  and  sacri- 
ficed quality  of  care,  can  lead  to  higher  readmission 
rates  resulting  in  the  loss  of  any  potential  savings. 
More  needs  to  be  done  to  address  readmissions  as  a 
quality  of  care  issue. 

Innovations  in  elder  care  that  merit  further 
study 

Initially  sponsored  by  a Robert  Wood  Johnson  ini- 
tiative, the  Geriatric  Assessment  Team  (GAT)  is 
made  up  of  physicians,  nurse  practitioners,  and  geri- 
atric social  workers  at  Parkland  Memorial  Hospital 
in  Dallas.  The  GAT  identifies  high-risk  and  frail 
elderly  patients  and  assists  in  the  development  of  a 
care  plan  to  link  the  patient  to  appropriate  out-of- 
hospital supports  that  maximize  function  and,  it  is 
hoped,  decrease  the  need  for  readmission.  Parkland 
also  serves  as  the  hub  of  a continuum  of  care  made 
up  of  other  public  and  nonprofit  providers  based  in 
the  community  (Elder  Abuse,  Access  Centers  for 
the  Elderly  [ACE],  home  health  care  associations,  a 
visiting  nurse  association/Parkland  Home  Hospice 
Program,  Meals-On-Wheels,  nutrition  centers,  Area 
Agency  on  Aging  [AAA],  and  the  Southwest  Center 
for  Long  Term  Care,  etc)  (Fig  1 ). 

Working  together  as  a network,  this  group  helps 
to  provide  appropriate  intervention  strategies  to  im- 
prove, maintain,  or  maximize  independence  and 
avoid  inappropriate  nursing  home  placement.  Be- 
cause there  is  an  urgent  need  for  “level  4”  skilled 
care  beds  in  DaUas,  particularly  for  Medicaid  pa- 
tients, a “nursing  home  coordinator”  has  recently 
been  added  to  the  network  to  assist  in  the  appropri- 
ate disposition  for  the  more  seriously  ill  patients  re- 
quiring long-term  care.  These  case  management 
activities  are  not  reimbursed  by  Medicare  or  Medi- 
caid. Such  interventions  seem  to  improve  patient 
satisfaction,  but  require  further  study  to  determine 
whether  they  save  dollars. 

While  no  clear  economic  savings  have  been  es- 
tablished for  the  GAT,  clinical  research  at  the 
Sepulveda  Veterans  Administration  Medical  Center 
has  demonstrated  the  value  of  a geriatric  assessment 
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[unit.  Rubenstein  and  coauthors  (19)  demonstrated 
the  value  of  a geriatric  evaluation  unit  ( GEIJ ) where 
[individual  patients’  needs  and  potential  for  indepen- 
dent living  or  rehablitation  can  be  assessed  in  order 
to  develop  a tailored  treatment  and  discharge  plan, 
i This  intervention  produced  significantly  longer  sur- 
vivals, lower  utilization  of  acute  care  and  long-term 
institutional  services  compared  to  matched  elderly 
controls.  The  savings  created  by  the  avoidance  of 
i acute  re-hospitalization  and  nursing  home  place- 
ment during  the  first  year  of  follow-up  “more  than 
recouped”  the  costs  of  additional  days  of  intermedi- 
ate level  hospital  care  during  patients’  initial  stays  in 
the  GEU.  These  authors  estimated  that  such  GEUs 
could  cut  nursing  home  admissions  by  200,000 
yearly  while  resulting  in  a higher  quality  of  care  and 
better  patient  outcomes. 

Rubenstein  et  al  ( 20 ) have  gone  on  to  suggest 
that  prospective  classification  ( after  one  week  of 
hospitalization)  of  all  inpatients  age  65  and  over 
into  five  clinical  subgroups  using  specific  diagnostic, 
prognostic,  and  functional  criteria  could  be  useful 
in  planning  new  intervention  programs  for  high-risk, 
frail  elderly  patients.  Their  five  subgroups  were 
(a)  “geriatric  evaluation  unit  candidate,”  (b)  “se- 
verely demented,”  (c)  “medical,”  (d)  “terminal,” 
and  (e)  “independent.”  Each  subgroup  had  a dis- 
tinctive pattern  of  survival,  living  location,  and  use 
of  institutional  services  during  the  follow-up  period. 
As  before,  the  specific  GEU  intervention  proved 
very  effective  in  reducing  mortality,  increasing  pa- 
tient functioning,  improving  placement,  and  de- 
creasing use  of  institutional  services.  Specific 
treatment  and  intervention  strategies  appropriate 
for  each  of  the  other  subgroups  ( eg,  hospital-based 
home  care,  hospice,  respite,  and  day  treatment  pro- 
grams ) also  became  more  evident.  These  latter  ser- 
vices are  not  universally  available,  nor  are  they 
clearly  cost  effective,  which  also  makes  their  further 
study  imperative. 

Research  on  incentives  and  the  financing  of  long- 
term care  is  essential.  Under  DRGs,  the  Medicare 
program  has  virtually  no  incentive  to  help  hospitals 
achieve  more  timely  dispositions  for  patients  re- 
quiring long-term  care.  The  whole  method  of  reim- 
bursement for  long-term  care  needs  revamping. 
Currently,  there  are  serious  financial  disincentives 
to  the  admission  of  heavy-care  patients  because  the 
payment  system  does  not  recognize  different  levels 
of  complexity  in  patient  care  needs  (21).  The  lack 
of  incentives  to  produce  positive  outcomes,  includ- 
ing discharge  to  lower  levels  of  care  when  appropri- 
ate, is  a recognized  problem  of  the  current  nursing 
home  reimbursement  policy  in  many  states. 

A sophisticated  system  of  elder  care  provided  by 
the  On  Lok  model  in  San  Francisco  through  a Medi- 
caid waiver  seems  worthy  of  further  study.  This  so- 
cial/health maintenance  organization  provides  high 


quality  health  and  human  services  to  its  elderly  par- 
ticipants, one  half  of  which  are  Chinese -American, 
at  a significantly  lower  cost  than  traditional  pro- 
viders, but  with  higher  consumer  satisfaction.  This 
is  accomplished  through  case  management  to  match 
patient  needs  with  the  proper  level  of  resource  uti- 
lization along  a comprehensive  continuum  of  care. 

As  a spin-off,  patient  outcome  information,  not  just 
utilization  statistics,  is  generated  to  guide  future 
management  decisions.  This  program  holds  great 
promise  if  it  can  be  replicated  in  other  localities  or 
in  other  ethnic  groups. 

Serious  quality  of  care  issues  and  fiscal  mis- 
management have  recently  come  to  light  through 
investigations  by  HCFA  of  several  Medicare  HMOs. 
Many  nonprofit  HMOs  have  opted  not  to  participate 
in  the  Medicare  waiver  program  because  of  what 
they  perceive  as  low  reimbursement  and  excessive 
risk  sharing.  The  value  of  managed  health  care  sys- 
tems in  a Medicare  population  cannot  be  fully  ap- 
preciated as  yet,  but  any  innovation  started  pri- 
marily as  a cost  containment  tool  for  the  federal 
government  should  be  somewhat  suspect. 

The  development  of  innovative  health  care  sys- 
tems for  the  elderly  should  proceed  in  parallel  with 
an  increased  emphasis  on  both  clinical  and  basic  re- 
search on  such  topics  as  the  physiology  of  aging,  the 
special  pharmacology'  and  pharmacokinetic  prob- 
lems of  the  elderly,  and  the  pathophysiology  of  such 
catastrophic  illnesses  as  Alzheimer’s  disease.  Re- 
search may  prove  to  be  the  best  expenditure  of 
scarce  resources  over  the  longer  haul,  but  few 
medical  schools  are  investing  in  the  development  of 
specific  research  components  dedicated  to  geriatric 
medicine  and  aging. 

Drug  therapy — friend  and  foe  in  the  elderly 

A lot  is  already  known  about  the  complexities  of 
drug  therapy  in  the  elderly,  but  to  date  insufficient 
policy  attention  has  been  directed  to  this  area.  Ad- 
verse drug  reactions  ( ADRs ) are  another  source  of 
hospital  admissions,  readmissions,  and  excessive 
medical  costs  for  the  elderly  and  perhaps  could  be 
reduced.  Admission  rates  from  drug-induced  illness 
in  over-age -60  patients  were  1 5 times  higher  than  in 
younger  patients  in  a hospital-based  study  that  also 
revealed  an  admission  rate  of  3%  from  ADRs  (23). 

In  1976,  it  was  estimated  that  such  admissions  cost 
$3  billion  per  year  (over  S8  billion  in  1986  dollars) 
( 24  ).  While  in  the  hospital,  ADRs  occur  in  1 0%  to 
18%  of  patients  (25),  with  the  elderly  again  being 
at  highest  risk.  In  one  survey  of  700  hospitalized  pa- 
tients, drug-induced  illness  was  found  in  25%  of  pa- 
tients older  than  80  years  compared  to  1 2%  in 
patients  during  their  fifth  decade  of  life  ( 26 ).  Simi- 
larly another  large  hospital  survey  revealed  a preva- 
lence of  ADRs  of  12%  to  17%  in  70-  to  90-year-old 
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patients,  compared  to  3%  in  those  from  10  to  30 
years  old  (27). 

Despite  the  fact  that  elders  are  well  represented 
as  a high-risk  group  for  ADRs,  they  are  usually 
underrepresented  in  new  drug  trials.  Drugs  that 
have  an  acceptable  margin  of  safety  in  young  sub- 
jects may  be  much  more  dangerous  in  elderly  pa- 
tients. Premarket  testing  of  drugs  intended  for 
geriatric  patients  should  follow  systematic  guide- 
lines concerning  the  age  of  subjects. 

Hospital-based  clinical  pharmacy  services  need  to 
be  directed  at  the  identification  and  prevention  of 
ADRs.  Just  as  a small  reduction  in  readmission  rates 
justifies  the  salaries  of  geriatric  social  workers  and 
nurse  practitioners  on  a geriatric  assessment  team, 
the  prevention  of  ADRs  can  decrease  hospital  length 
of  stay,  improve  quality  of  care,  and  at  the  same 
time  lower  costs.  Under  prospective  payment,  many 
hospitals  have  cut,  not  expanded,  pharmacy  ser- 
vices. Consultative  pharmacy  services  in  nursing 
homes  by  and  large  are  directed  toward  regulatory 
compliance  issues  and  not  professional  services  for 
patients.  Again  there  is  no  reimbursement  incentive 
to  encourage  innovation  in  this  context.  Clinical 
pharmacy  consultation  can  be  provided  to  elders  or 
to  their  physicians  in  the  hospital,  clinic,  nursing 
home,  or  even  at  local  nutrition  centers  to  identify 
potential  drug  problems  or  compliance  barriers. 
Clinical  pharmacists  can  develop  purchasing  strate- 
gies to  help  fixed-income  elderly  people  maximize 
their  resources.  It  does  very  little  good  to  diagnose, 
prescribe,  and  develop  a treatment  plan  if  patients 
cannot  acquire  their  prescriptions.  Limiting  pre- 
scription coverage  in  the  Medicare  and  Medicaid 
programs  is  counterproductive  to  the  rest  of  the  pa- 
tient’s therapeutic  program. 

The  challenge  to  medical  education 

In  1982,  William  Butler,  MD,  the  first  director  of  the 
National  Institute  on  Aging,  reported  that  less  than 
half  of  our  nation’s  medical  schools  offered  an  elec- 
tive in  geriatrics  (28).  Worse  yet,  only  2.596  of 
medical  students  actually  took  advantage  of  these 
electives.  Election  hardly  seems  the  fair  approach  to 
our  current  students,  the  generation  of  physicians 
that  will  face  the  medical  challenges  of  an  aging  so- 
ciety head  on. 

Currently,  medical  students  present  the  octo- 
genarian on  rounds  in  much  the  same  fashion  as 
they  would  a 25-year-old  patient,  paying  remarkable 
attention  in  the  history -gathering  process,  to  ge- 
netic illnesses  in  remote  relatives,  or  to  queries 
about  high  cholesterol,  while  ignoring  the  need  to 
evaluate  the  extent  of  social  and  economic  supports 
available  to  the  patient  upon  discharge. 

Within  traditional  postgraduate  medicine  training 
programs,  the  wide  spectrum  of  interactions  be- 
tween normal  aging  processes  and  disease  often  are 


not  appreciated.  The  disease -oriented  model  with 
its  bias  toward  definitive  diagnoses  and  cure  is  more 
comfortable  than  a model  that  emphasizes  “mainte- 
nance of  functional  capacity”  (29).  The  house  staff 
officer  who  fails  to  do  a “complete  work  up”  on  an 
elderly  patient  may  be  judged  as  lazy,  callous,  uncar- 
ing, or  incompetent  by  peers  and  faculty  alike  (30). 
The  proper  faculty  role  model  is  critical  to  the 
house  staff  officer’s  development  of  clinical  judg- 
ment in  balancing  the  risks  against  the  benefits  (util- 
ity ) of  diagnostic  interventions  in  regard  to  func- 
tional status.  Stated  another  way,  each  investigative 
decision  should  be  based  on  the  “principle  of  mini- 
mal interference”  (31). 

A healthier,  longer  life,  capped  by  a compression 
period  of  morbidity,  is  a worthwhile  goal,  if  thera- 
peutic priorities  can  be  reordered  during  the  pre- 
death period  from  cure  to  care  (32,33).  If,  as  some 
argue,  morbidity  will  not  decline  parallel  to  the  re- 
ductions of  mortality  in  the  “old-old”  and  “extreme- 
old”  populations  (34,35),  health  care  needs  and 
costs  may  dramatically  increase. 

Teaching  the  “principle  of  minimal  interference” 
(balancing  each  step)  requires  a great  effort  and 
commitment  on  the  part  of  an  attending  physician 
so  that  the  young  house  staff  officer  will  not  inter- 
pret it  as  a veiled  argument  for  rationing.  If  the  at- 
tending physician  “role  models”  as  an  advocate  for 
each  individual  elderly  patient,  house  staff  will  be 
less  likely  to  fall  prey  to  the  “human-capital”  argu- 
ments against  the  allocation  of  resources  for  the 
elderly. 

A thorough  body  of  knowledge  concerning  the 
care  of  the  elderly  should  be  incorporated  into 
medical  school  curricula.  This  should  include  socio- 
economic and  psychosocial  issues  in  addition  to 
biomedical  topics  that  include  theories  of  aging,  cel- 
lular morphology,  immunology,  pharmacology, 
physiology,  and  nutrition,  to  name  a few. 

Clinical  skills  including  history  taking,  physical 
examination,  medical  management,  clinical  phar- 
macology and  drug  therapy,  patient  and  family  edu- 
cation, and  functional  assessment  of  the  elderly 
patient  should  be  emphasized  (36).  Beyond  the 
undergraduate  and  house  staff  level  there  has  been 
progress  in  delineating  program  requirements  for 
developing  high  qualify  fellowship  training  in  geri- 
atrics from  either  an  internal  medicine  or  family 
medicine  residency  background.  An  ad  hoc  commit- 
tee of  the  American  Geriatrics  Society  has  recently 
published  guidelines  for  such  programs  (37). 

The  ethical  basis  for  reform 

There  are  many  possible  solutions  to  consider  in 
meeting  the  challenges  of  elder  care  in  America,  but 
the  means  of  achieving  defined  goals  are  as  impor- 
tant as  the  goals  themselves.  Freedom  rights,  such  as 
the  right  to  vote  or  the  right  of  self-expression,  can- 
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not  be  exercised  by  individuals  with  debilitating 
hunger,  by  the  homeless,  or  by  individuals  compro- 
mised by  pain,  suffering,  and  inadequate  access  to 
an  acceptable  level  of  health  care.  The  so-called 
“need  fulfillment  rights”  are  based  on  a moral,  not 
legal,  foundation  and  are  a necessary  prerequisite 
for  the  full  expression  of  freedom  rights.  America  is 
the  only  industrialized  free  nation  that  has  yet  to  le- 
gally recognize  this  principle.  Nevertheless,  from  an 
ethics  perspective,  equal  access  to  a socially  defined 
level  of  care  for  all  citizens  regardless  of  age  is  a 
right,  not  a privilege. 

Secondly,  society  has  a responsibility  to  ensure  just 
access  to  health  care  that  does  not  depend  on  one’s 
ability  to  pay.  And  thirdly,  the  nation’s  health  care 
structure  and  explicit  policies  should  be  based  upon 
sound  ethical  principles.  The  ethical  guidelines  for 
physicians  can  be  adapted  and  used  as  a yardstick  to 
guide  policymakers  and  providers  as  they  address 
needed  reforms  in  health  care  delivery  ( 38 ). 

Briefly,  policymakers  should  expect  providers 
within  the  long-term  health  care  system  to  be  pro- 
fessionally competent.  Every  effort  should  be  made 
to  maximize  the  autonomy  of  individual  patients. 

The  reimbursement  methodologies  should  first  do 
no  harm  (malfeasance)  and  should  in  fact  promote 
beneficence.  In  other  words,  there  needs  to  be  an 
ability  to  measure  outcomes  and  assess  the  impact 
of  policy  changes.  Finally,  attention  should  be  di- 
rected at  promoting  social  justice  that  is  a fair,  not 
necessarily  equal,  distribution  of  resources. 

Certainly,  there  is  and  always  will  be  disagree- 
ment over  the  mechanics  of  financing  and  deliver- 
ing health  care  for  the  elderly  or  the  poor.  If  these 
basic  principles  serve  as  the  foundation  for  policies 
and  programs,  it  is  more  likely  that  a high  quality, 
accessible,  and  affordable  health  care  system  will 
evolve  for  all  of  our  citizens.  If  we  ignore  these 
principles,  we  could  enter  a period  characterized  by 
economic  ageism  and  rationing  of  health  care  to  the 
elderly  or  a period  characterized  by  less  attention 
to  the  needs  of  the  poor  who  may  be  less  vocal  and 
less  likely  to  vote  than  their  elder  counterparts.  Nei- 
ther scenario  would  serve  Americans  well  in  the 
long  run. 
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A case  of  a mature  teratoma  of  the  fallopian  tube 
presenting  as  a free-floating  pelvic  tumor  is  re- 
ported. To  the  best  of  our  knowledge,  a case  such 
as  this  has  not  been  previously  reported.  The  pa- 
tient was  an  otherwise  healthy  22-year-old  tvoman 
who  is  now  asymptomatic  three  months  after  ex- 
cision of  the  tumor.  Only  45  benign  salpingian 
teratomas  have  been  previously  described.  Signifi- 
cant features  of  these  cases  are  reviewed  and  pos- 
sible mechanisms  of  development  are  discussed. 

KEV'  WORDS:  OVIDUCT,  FALLOPIAN  TLIBE,  PRIMARY  TUMOR, 
TERATOMA,  BENIGN  TUMOR,  GERM  CELL  TUMOR 


Neoplasms  of  the  fallopian  tube  are  the  rarest 
tumors  of  the  female  reproductive  system 
( 1 ).  From  1865  to  1972  only  45  benign 
teratomas  of  the  oviduct  have  been  reported.  A 
Medline  computer  search  failed  to  show  any  re- 
ported cases  between  1972  and  1986.  We  report  a 
mature  teratoma  of  the  fallopian  tube  in  a 22-year- 
old  woman.  This  case  is  unusual  in  that  the  tumor 
was  found  to  be  free-floating  in  the  pelvis,  a feature 
not  previously  reported. 

Case  report 

This  22-year-old  white  woman,  gravida  1,  para  0, 
abortus  1 , had  an  “enlarged  ovary”  at  the  time  of 
elective  abortion,  and  birth  control  pills  were  pre- 
scribed. There  was  no  change  in  the  size  of  the  mass 
I.  Solid  mature  months.  The  birth  control  pills 

teratoma  of fallopian  were  discontinued  and  an  ultrasound  examination 

tube  origin  seen  from  showed  a 1 5 X 1 1-cm  complex  pelvic  mass  with 
the  surface  of 
attachment 


apparently  cystic  and  solid  components.  The  dif- 
ferential diagnosis  included  hematoma  of  ectopic 
pregnancy,  ovarian  hematoma,  and  dermoid  cyst  of 
the  ovary. 

At  exploratory'  laparotomy,  a free-floating  pelvic 
mass  was  removed.  The  previous  point  of  attach- 
ment was  marked  by  a bleeding  site  at  the  distal  end 
of  the  left  fallopian  tube.  Presumably,  the  pedicle 
had  undergone  torsion  and  detachment  during  the 
operative  procedure.  A small  area  of  endometriosis 
was  found  in  the  anterior  cul-de-sac,  and  three 
hydatids  of  Morgagni  were  seen  on  the  left  tube  and 
one  on  the  right  tube.  The  hydatids  and  focal  areas 
showing  endometriosis  were  excised.  No  other 
abnormalities  were  seen  in  the  pelvic  or  abdomi- 
nal organs,  including  both  ovaries.  The  patient  was 
asymptomatic  after  three  months  of  follow-up. 

The  specimen  (Fig  1 ) was  a 17  x 15  x 6-cm,  480 
gm,  multilobed,  smooth,  off-white  mass.  All  lobes 
converged  at  a common  2 x 2-cm  area  which  was 
free  of  peritoneum  and  was  the  point  of  attachment 
to  the  fallopian  tube.  Internally,  all  lobulations  were 
homogenous,  light  yellow,  spongy  and  compressible 
but  not  actually  cystic,  with  fine  fibrous  bands  run- 
ning through  the  spongy  tissue.  The  cut  surface 
oozed  a moderate  amount  of  clear  colorless  serous 
fluid.  The  central  region  was  solid  and  heterogenous 
with  firm  light-yellow  areas,  soft  off-white  regions, 
and  scattered  ill-defined  dark  red-brown  portions. 

Microscopically,  the  lobulations  (representing 
over  90%  of  the  tumor)  were  composed  of  a large 
number  of  thin-walled,  endothelial-lined  lymphatic 
vessels  that  varied  in  size.  TTie  stroma  was  col- 
lagenized  fibrous  tissue  that  varied  from  less  than 
10%  to  over  50%  of  the  sections.  The  central  het- 
erogenous area  was  composed  of  several  small  foci 
of  normal  mature  tissues  in  a fibrous  stroma.  The 
mature  tissue  included  several  foci  of  mature  kera- 
tinizing stratified  squamous  epithelium  with  se- 
baceous glands,  pseudo-stratified  ciliated  columnar 
respiratory  epithelium  adjacent  to  one  of  the  foci  of 
skin,  mucosae  with  both  respiratory  epithelium  and 
intestinal  epithelium  that  were  sharply  demarcated 
from  one  another,  normal  salivary  gland  tissue, 
hyaline  cartilage,  bone,  and  a single  focus  of  mature 
brain  tissue  (Fig  2).  After  extensive  microscopic 
examination,  no  ovarian  tissue  was  seen  and  no  im- 
mature elements  were  present.  The  tumor  was  diag- 
nosed as  a mature  teratoma. 

Discussion 

The  first  two  cases  of  benign  fallopian  tube  tera- 
tomas were  reported  in  1865  by  Eden  and  Lockyer 
(2)  and  by  Ritchie  (3).  Since  that  time  43  additional 
cases  have  been  reported.  Of  the  total  45  cases,  35 
have  been  luminal,  nine  were  external  and  pedun- 
culated, one  was  intramural,  and  most  were  cystic 
(4—6).  There  has  been  no  previous  report  of  a 
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2.  A variety  of  well- 
differentiated  tissues 
were  seen  in  the 
teratoma.  (A) 
Lymphangiomatous 
component  is  the 
predominant  feature 
of  this  tumor.  (B) 
Gastrointestinal  ( top) 
and  respiratory 
epithelium  (bottom) 
are  sharply 
demarcated  (C) 
Salivary  gland  tissue 
(top)  and  hyaline 
cartilage  (botton).  (D) 
Mature  brain  tissue 
(top)  is  lined  by 
respiratory  epithelium 
(bottom). 

Hematoxylin  and 
eosin  stain  was  used 
for  each  of  the 
specimens  Original 
magnification  was  at 
80,  reduced  slightly  for 
publication 
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fallopian  tube  teratoma  presenting  as  a free-floating 
pelvic  mass.  The  lymphangiomatous  component 
was  the  predominant  feature  of  the  present  case. 
Only  three  cases  are  reported  to  contain  endothelial 
proliferation  (6).  The  age  range  of  the  patients  was 
20  to  60  years,  and  most  of  the  women  were  in 
their  30s  and  40s.  The  sizes  range  from  less  than 
1 cm  up  to  20  cm.  Seven  cases  were  of  comparable 
size  to  the  one  presented  here  (6).  Five  cases  have 
been  bilateral.  A single  case  was  reported  as  a struma 
salpingii  and  contained  only  adult  thyroid  tissue 
( 7 ).  One  case  of  benign  teratoma  and  ectopic  preg- 
nancy occurring  in  the  same  fallopian  tube  has  been 
reported  (8). 

There  are  several  possible  mechanisms  of  origin 
of  benign  fallopian  tube  teratomas.  During  develop- 
ment of  the  paramesonephric  (mullerian)  duct,  an 
abnormal  zygote  of  undifferentiated  embyronic 
tissue  (blastomere)  may  become  implanted  into  the 
wall  and  later  develop  into  a teratoma  (9).  Green 
( 1 ) notes  that  primordial  germ  cells  may  be  ar- 
rested during  migration  to  the  ovary  and  be  incor- 
porated into  the  developing  fallopian  tube,  lliese 
misplaced  germ  cells  may  later  become  activated, 
even  without  sperm  penetration  (parthenogenesis) 
(10).  Shirley  (10)  and  Grimes  (5)  point  out  that  an 
impregnated  egg  giving  rise  to  a fetal  inclusion 
within  a fetus  cannot  be  ruled  out  as  a mechanism 
of  development. 
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Thallium  is  an  extremely  toxic  substance.  Inges- 
tion of  only  0.2  to  I gm  of  this  odorless,  tasteless 
powder  can  be  lethal  Rodenticides  and  depilatory’ 
agents  that  contain  thallium  are  now  restricted  in 
the  United  States,  but  isolated  cases  of  thallo- 
toxicosis  continue  to  appear  in  this  country.  We 
present  a case  of  thallium  poisoning  in  a 45-venr- 
old  Baptist  missionary  from  Durango,  Mexico.  Be- 
cause of  the  rarity  of  this  type  of  poisoning  and 
the  paucity  of  toxicology  laboratories  that  perform 
an  assay  for  thallium,  suspicion  of  this  agent  in 
any  case  of  unexplained  acute  neuropathy  is 
fundamental;  the  diagnosis  is  almost  certain  if 
sudden  alopecia  is  a conspicuous  feature  of  the 
patient's  disorder. 

KEY'  WDRDS;  POISONING,  THALLIUM,  ACUTE  NEUROPATED' 
ALOPECIA,  INSECTICIDES,  THALLOTOXICOSIS 


Thallium  poisoning  is  one  of  the  most  com- 
plex and  serious  toxicities  known  to  man. 
ITie  fact  that  thallium  is  odorless  and  taste- 
less has  led  to  its  use  as  a homicidal  poison,  and  it 
has  been  said  to  be  100%  fatal  ( 1 ). 

Thallium  was  discovered  in  1861  by  William 
Crookes  when  he  was  preparing  selenium  from  the 
flue  dust  of  a sulfuric  acid  factory  ( 2 ).  ITiallium’s  in- 
nate toxicity  was  recognized  shortly  after  its  discov- 
ery ( 3 ). 

During  the  late  1880s,  thallium  sulfate  was  used 
as  a medicinal  treatment  for  syphilis,  gonorrhea, 
gout,  dysentery,  and  the  night  sweats  of  tubercu- 
losis, Unpleasant  side  effects,  however,  precluded  its 
wide  acceptance  as  a therapy  for  these  disorders  ( 1 ). 

In  the  1920s  thallium  was  introduced  to  derma- 
tology as  a treatment  for  ringworm  of  the  scalp  (3). 
Frequent  reports  of  neuropathy  and  gastroenteritis 
following  this  medicinal  use  of  thallium  sulfate  led 
to  its  temporary  discontinuance  ( 2 ).  Buschke  later 
reintroduced  thallium  sulfate  for  dermatologic  use, 
but  in  reduced  dosage  ( 3 );  however,  cases  of  poison- 
ing and  death  as  a result  of  thallium  sulfate  treatment 
continued  to  occur.  By  1940,  the  dermatologic  use 
of  thallium  sulfate  had  been  generally  abandoned  in 
the  United  States  (4). 

In  1920  thallium  was  successfully  introduced  as 
an  insecticide  and  rodenticide  in  the  United  States; 
since  that  time  numerous  cases  of  thallium  toxicity 
have  been  reported  (5,6).  It  was  not  until  1957  that 
the  United  States  issued  a restriction  for  the  use  of 
thallium  as  a pesticide  ( 5 );  by  1965  thallium  use 
was  totally  prohibited  in  the  United  States  (4). 

In  1964  Hausman  et  al  (6)  investigated  thallium 
found  in  accidental,  suicidal,  and  homicidal  poison- 
ings in  San  Antonio,  Tex.  Fifty-two  cases  of  thallium 
toxicity  were  pulled  from  the  records  of  five  major 
hospitals  in  the  city  from  1956  to  1963.  Our  case 


represents  an  excellent  example  of  a now  rare  diag- 
nosis— one  easily  missed  despite  characteristic 
symptomology,  unless  it  is  considered  in  the  differ- 
ential diagnosis  and  vigorously  investigated. 

Report  of  a case 

A 45-year-old  white  male  Baptist  missionary  from 
Durango,  Mexico,  was  admitted  with  a one-month 
history  of  a 35-lb  weight  loss,  poor  appetite,  and 
upper  abdominal  cramping  pain  that  radiated  to  his 
back.  Abdominal  ultrasound  revealed  cholelithiasis, 
and  a cholecystectomy  was  performed.  The  abdomi- 
nal sonogram  also  revealed  a heterogenous  pattern 
of  the  right  lateral  lobe  of  the  liver  consistent  with 
an  abscess.  A CT  scan  showed  a 6 x 1 -cm  cystic 
mass.  Fine-needle  aspiration  revealed  hepatocytes 
and  histiocytes.  No  neutrophils  or  organisms  were 
present.  Amoeba  serology  was  negative.  A local 
medical  doctor  performed  a drainage  of  a large  liver 
hematoma  and  the  patient  returned  to  Mexico. 

Four  months  later,  the  patient  was  readmitted  to 
the  hospital  where  he  described  the  insidious  onset 
of  stinging,  burning  pain  in  the  big  toes  and  on  the 
soles  and  medial  aspects  of  both  feet.  The  pain  radi- 
ated up  and  down  the  backs  of  the  lower  legs.  The 
patient  also  reported  an  altered  sensation  of  his 
fingertips  (bilaterally)  and  scalp.  He  developed  a fa- 
cial rash  with  pustules  involving  the  perioral  and 
perinasal  regions.  His  right  upper  quadrant  abdomi- 
nal pain  had  worsened. 

Numerous  serologies,  all  of  which  yielded  nega- 
tive results,  were  performed;  anti-DNA,  toxo- 
plasmosis, mycoplasma,  leptospirosis.  Brucella, 
Francisella  tularensis,  RPR  (rapid  plasma  reagin), 
toxocariasis,  antinuclear  antibody,  herpes.  Serum  B,j 
and  folate  levels  were  normal. 

The  motor  examination  findings  were  normal,  as 
was  an  electromyography. 

The  patient  had  a history  of  psychiatric  problems, 
according  to  his  wife.  Because  of  the  patient’s  mis- 
sionary work,  he  had  had  some  difficulties  with  the 
local  Mexican  government  and  reportedly  had  been 
shot  and  stabbed  as  a result.  He  suspected  that  some 
of  his  health  problems  may  have  resulted  from  at- 
tempts to  poison  him. 

Results  of  a urine  heavy  metal  screen  (for  mer- 
cury, antimony,  arsenic,  bismuth,  and  selenium) 
were  negative.  Hair  and  nail  samples  were  sent  for 
arsenic  identification,  but  results  were  negative. 

After  the  patient  had  been  hospitalized  for  1 V2 
months,  he  stated  that  he  remembered  spreading  rat 
poison  and  spraying  “Shelltox”  roach  killer  just  be- 
fore noticing  the  onset  of  burning  dysthesia.  Also 
described  was  some  acute  hair  loss  during  the  same 
period  ( Fig  1 ).  The  certified  regional  poison  center 
was  contacted.  Because  of  the  patient’s  history  of 
living  in  Mexico,  alopecia,  and  a peripheral  neu- 
ropathy, thallium  poisoning  was  suspected. 
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/ Diffuse  alopecia 
following  thallium 
ingestion 


Samples  of  the  patient’s  urine  and  serum  were 
sent  for  thallium  detection.  Quantitative  determina- 
tions of  thallium  were  performed  by  atomic  absorp- 
tion spectrophotometry;  results  showed  a urine 
thallium  level  of  1,257  fr-g/dL  (61.5  pmol/L)  and 
a serum  thallium  level  of  8.5  pg/dL  (0.4  pmol/L) 

(Fig  2). 

The  patient  was  treated  with  Prussian  blue  ob- 
tained from  a local  chemical  company  (4  gm  in  50 
mL  mannitol  via  nasogastric  tube ) every  six  hours 
for  1 2 days  until  his  serum  and  urine  levels  of 
thallium  had  decreased  to  normal  ranges.  Prussian 
blue  is  not  an  FDA-approved  drug,  and  informed 
consent  by  the  patient  was  necessary  before  treat- 
ment was  begun. 

The  patient  has  recovered  with  the  appearance  of 
new  hair  growth,  marked  resolution  of  the  burning 
pain  in  both  lower  legs,  and  ability  to  bear  weight 
and  walk. 

Pathology 

A biopsy  of  the  left  sural  nerve  was  performed  19 
days  after  admission  to  the  hospital.  Following  over- 
night fixation  in  20%  unbuffered  formalin,  longitu- 
dinal and  cross  sections  of  nerve  were  submitted  for 
paraffin  and  staining  by  routine  and  special  stains. 
Microscopic  examination  of  sections  stained  by 
hematoxylin-eosin/luxol-fast-blue  showed  mild  to 
moderate  demyelination,  with  focal  “beading”  of 
myelin  along  individual  fibers,  representing  myelin 
breakdown.  Cross  sections  of  nerve  revealed  infre- 
quent, although  striking,  axonal  dilatations.  The 
Sevier-Munger/Bodian  stains  showed  this  axonopa- 
thy  to  advantage,  with  reduced  numbers  of  axons 
and  prominent  fusiform  dilatations  (Fig  3)  in  re- 
maining axons.  Blood  vessels  and  endoneurial  tissue 
were  unremarkable,  and  there  was  no  inflammatory 
cell  infiltrate.  These  histologic  findings  are  similar  to 
those  previously  described  in  cases  of  thallium  tox- 
icity (7). 


2.  Thallium  levels  found  in  a 45  year-old  man  with  symptoms  of 
thallium  poisoning.  Atomic  absorption  was  used  to  determine 
thallium  levels 


Days  After  Instigation 
of  Prussian  Blue  Therapy 

Specimen  Source 

Thallium  Value 

(xg/dl 

/amol/L 

0 

Urine 

1257 

(61.5) 

0 

Serum 

8,5 

(0.4) 

1 

Urine 

341 

( 16.6) 

1 

Serum 

1.9 

(0  1) 

6 

Urine 

22 

(1.1) 

6 

Serum 

None 

(None) 

12 

Urine 

7.2 

(0.3) 

12 

Serum 

None 

(None) 

Normal  ranges:  Serum  <2  jug/dL:  (<.09  /amol/L) 

Urine  <10  /ag/dL(<0.49  frmol/L) 

Occupational  threshold  <20  /a.g/dL(<0.98  /xmol/L) 
Lower  limit  of  detection  <0.6/j,g/dL(<0  03  jitmol/L) 


3-  Sural  nerve  showing 
prominent  fusiform 
dilatations  (arrows) 

( Set  ’ier-M  u nger/B  odian 
stains,  original 
magnipcation  x 400). 
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Poisoning  from  thallium 


Differential  diagnosis 

The  etiologies  for  axonal  neuropathies  are  numer- 
ous. All  medications  producing  a peripheral  neu- 
ropathy may  produce  an  axonal  neuropathy  (ie, 
isoniazid,  ethionamide,  hydralazine,  nitrofurantoin, 
chloramphenicol,  phenytoin,  etc).  Alcohol  abuse, 
glue-snif&ng,  and  n -hexane  sniffing,  all  produce 
axonal  neuropathy  as  do  occupational  and  hobby- 
related  exposure  to  the  fiimes  of  various  plastics, 
solvents,  and  lacquers.  Organophosphate  (insec- 
ticides) poisoning,  heavy  metals  (arsenic,  lead, 
mercury,  and  thallium)  poisoning,  paraneoplasic 
polyneuropathy,  and  several  vitamin  deficiencies 
(vitamin  B,2,  pellagra)  all  have  axonal  degeneration 
as  the  main  feature  (8). 

Shell tox  (DuPont)  has  not  been  manufactured  in 
the  United  States  for  ten  years,  but  it  can  still  be 
easily  obtained  in  Mexico.  It  contains  only  a small 
amount  (0.5%  ) of  dimethyl  divinyl  phosphate 
(DDVP)  (an  organophosphate)  and  was  not  thought 
to  be  the  cause  of  our  patient’s  symptoms. 

Comment 

Thallotoxicosis  should  be  considered  in  the  differ- 
ential diagnosis  of  peripheral  neuropathies  when- 
ever suggestive  signs  and  symptoms  are  elicited. 
Symptoms  of  toxicity  include  gastrointestinal  distur- 
bances, neuropathy  with  pain  in  the  limbs,  ptosis,  fa- 
cial paralysis,  and  retrobulbar  neuritis.  Deposition  of 
thallium  in  the  brain  may  lead  to  psychological  dis- 
turbances, convulsions,  and  coma,  and  death  may 
occur  from  cardiac  arrest  or  respiratory  failure  (9). 
The  most  notable  feature  of  thallium  poisoning  is  al- 
opecia which  characteristically  occurs  15  to  20 
days  after  ingestion.  The  coexistence  of  alopecia 
and  a “burning”  peripheral  neuropathy  is  character- 
istic of  but  a few  specific  (but  widely  divergent) 
etiologic  possibilities  and  should  suggest  considera- 
tion of  thallium  poisoning  ( 1 ).  A single  dose  can  be 
fatal  within  one  to  two  days,  but  smaller  repeated 
doses  are  cumulatively  toxic,  with  symptoms  usu- 
ally appearing  over  several  weeks.  The  extent  and 
time  course  for  recovery  is  not  well  documented, 
but  permanent  deficits  in  sensation  are  not  uncom- 
mon. Although  thallium’s  use  as  a rodenticide  and 
insecticide  has  been  prohibited  in  this  country,  it  is 
still  employed  for  both  purposes  in  many  less  devel- 
oped countries,  including  Mexico. 

Because  of  our  city’s  close  association  with  Mex- 
ico and  the  fact  that  much  of  our  patient  population 
is  Mexican-American,  thallium  poisoning  should  be 
considered  more  frequently  in  the  differential  diag- 
nosis of  a peripheral  neuropathy. 

Thallium  is  not  detected  by  routine  heavy  metal 
screens  or  other  routine  toxicologic  determina- 
tions. Thallium  must  be  sought  specifically;  mea- 
surement by  atomic  absorption  spectrophotometry 
is  the  method  of  choice.  As  thallium  poisoning  is 


now  rare  in  this  country,  the  vast  majority  of  well- 
equipped  toxicology  laboratories  do  not  test  for 
thallium,  and  therefore  the  clinician’s  index  of  sus- 
pecion  must  remain  high  for  this  elusive  type  of 
poisoning. 
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For  additional  resources  on  this  topic,  see  the  MORE  ON 
THE  SUBJECTS  department  in  this  issue. 
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Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from  your 
equipment  to  make  your  monthly  lease  payment. 

With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser  to 
“use”  or  lease  equipment,  a depreciating  asset,  rather  than  to  “own”  it. 
And  recognizing  that  your  time  is  valuable.  Bell  Atlantic  TriCon  makes 
the  leasing  process  easy  for  you. 

Now  you  can  share  in  leasing’s  benefits  at  special,  low  TMA  member 
rates.  For  program  details  or  a comparative  lease  quote,  contact  the 
medical  leasing  specialists  at  Bell  Atlantic  TriCon. 
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Effective  once-nightly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 

for  better  patient  compliance 


AXID® 

nizatidine  capsules 

Brief  Summary.  Consult  the  package  Insert  tor  prescribing  information. 
Indications  and  Usage:  Axid  is  indicated  tor  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h s after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions:  General— ^ Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subjects 

Laboratory  Tests  — False-positive  tests  for  urobilinogen  with  Multistix'*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions  — No  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide.  lorazepam,  lidocaine,  phenytoin.  and  warfarin 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— ^ two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  60 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect.  There  was  a dose  related  increase  in  the  density  of 
enterochromaffin-iike  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  Female  mice  given  the  high  dose  of  Axid  (2.000  mg/kg/day. 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups  The  rate  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  in)ury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  360  mg/kg/ 
day,  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 
Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 
In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 
Pregnancy-Teratogenic  Effecis-Pregnancy  Category  C-Oral  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but,  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mothers  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers 
Pediatric  t/se-Safety  and  effectiveness  in  children  have  not  been  established 
Use  in  Elderly  Patients— \i\cei  healing  rates  in  elderly  patients  are  similar  to 
those  in  younger  age  groups.  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  impoilant  factor  in  the  disposition  of  nizatidine  Elderly 
patients  may  have  reduced  renal  function. 

Adverse  Reaetlons:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  In  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0.5%  vs  <0  01%),  and  somnolence 
(2  4%  vs  1 3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 
Axid*  (nizatidine.  Lilly) 


determine  whether  these  were  caused  by  nizatidine 
Hepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST],  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine  In  some  cases,  there  was  marked 
elevation  of  SGOT,  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance,  SGPT  was  greater  than  2.000  lU/L  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular— \n  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocr/ne— Clinical  pharmacology  studies  and  controlled  clinical  trials 
showed  no  evidence  of  anliandrogenic  activity  due  to  Axid  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred 
Hematologic -Fatal  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  Hj-receptor  antagonist  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs 
/nfegumenra/— Sweating  and  urticaria  were  reported  significantiy  more 
frequently  in  nizatidine  than  in  placebo  patients  Rash  and  exfoliative  dermatitis 
were  also  reported 

Ofher— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdossge:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  lavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation.  salivation,  emesis,  miosis,  and  diarrhea 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal  Intravenous  LD50  values  in  the  rat  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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ROSALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  Medicine  and  Dre\ 
University  of  Medicine  and  Science,  Los  Angeles 

Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

EDUCATION  Rensselaer  Polytechnic  Institute,  Troy  NY,  B.S. 
Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

RESIDENCY  Boston  University  School  of  Medicine  (Cardiovas 
cular);  Saint  Vincent’s  and  St.  Claire’s  Hospitals,  New  York  City 
(General  Surgery) 

EELLO^A/SHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  ACHIEVEMENTS  Author  of  numerous 

articles,  including  “Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon— Davi 
of  a New  Era,”  chapter  in  A Century  of  Black  Surgeons— The  US.  A. 
Experience;  Board  of  Directors,  Association  of  Black  Cardiologists; 
Secretary  Drew  Society 


/#  The  caliber  of  physicians  you  meet  in  the  Arm 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserv 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  ne 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steriing'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity to  practice  in  prestigious  Army  medical 
centers. 

“Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs, 
call  toll-free  1-800-USA-ARMY. 
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M ore  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  uriting  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 

NATIONAL  PERSPECTIVE  ON  GERIATRIC  HEALTH  CARE 
Journal  Articles 

Ford  AB,  Folmar  SJ,  Salmon  RB,  et  al:  Health  and  function  in 
the  old  and  very  old.  J Am  Geriatr  Soc  36(3):  187—197,  1988. 

Kapp  MB-  Interprofessional  relationships  in  geriatrics;  ethical 
and  legal  considerations.  Gerontologist  27(5):547— 552,  1987. 

National  Institutes  of  Health  Consensus  Development  Con- 
ference Statement:  geriatric  assessment  methods  for  clinical 
decision-making.)  Am  Geriatr  Soc  36(4); 342-347,  1988. 

Solomon  DH:  Geriatric  assessment:  methods  for  clinical  deci- 
sion making.  JAMA  259(16); 2450— 2452,  1988. 

Solomon  DH,  Judd  HL,  Sier  HC,  et  al:  New  issues  in  geriatric 
care.  Ann  Intern  Med  108(5): 718-732,  1988. 

Tangalos  EG,  Freeman  PI:  Assessment  of  geriatric  patients — 
spreading  the  word  (editorial).  Mayo  Clin  Proc  63(3); 
305-307,  1988. 

Audiovisuals 

Acute  Presentations  in  the  Geriatric  Patient,  NCME  Tape  #499; 
50  min  VHS  video.  New  York,  Network  for  Continuing  Medical 
Education,  1986. 

Ages:  A Multidisciplinary  Approach  to  the  Ambulatory  Older 
Patient,  NCME  Tape  #478;  49  min  VHS  video.  New  York,  Net- 
work for  Continuing  Medical  Education,  1986. 

Geriatrics;  Aging  Norms  and  Their  Problems,  NCME  Tape 
#461;  50  min  VHS  video.  New  York,  Network  for  Continuing 
Medical  Education,  1985. 

Staying  Active;  Wellness  After  Sixty;  28  min  l6mm  film.  Carls- 
bad, CA,  Spectrum,  1985. 


LONG-TERM  HEALTH  CARE  IN  TEXAS 
Journal  Articles 

Champlin  L:  Long-term  care,  protecting  the  elderly  from  going 
broke.  Geriatrics  43(4):96— 102,  1988. 


Coons  DH,  Reichel  W;  Improving  the  quality  of  life  in  nursing 
homes.  Am  Fam  Physician  37(2): 241  — 248,  1988. 

Feinberg  AW;  Financing  long-term  care:  the  need  for  a national 
health  plan  (editorial).  Ann  Intern  Med  108(2):295— 296, 

1988. 

Financing  long-term  care.  Health  and  Public  Policy  Committee. 
American  College  of  Physicians.  Ann  Intern  Med  1 08(  2 ) : 279— 
288,  1988. 

Garber  AM:  Cost-containment  and  financing  the  long-term  care 
of  the  elderly.)  Am  Geriatr  Soc  36(4):355— 361,  1988. 

Heidemann  EG:  Bridging  the  gaps  in  long-term  care.  Dimens 
Health  Serv  64(7):  14- 16,  1987. 

Jennings  B,  Callahan  D,  Caplan  AL:  Ethical  challenges  of  chronic 
illness.  Hastings  Cent  Rep  18(1)  suppl : 1 — 16,  1988. 

Rohrer  JE,  Levey  S:  Strategic  planning  for  long-term  care.  J Pub- 
lic Health  Policy  8(3): 359-368,  1987. 


PERIPHERAL  NEUROPATHIES  DUE  TO  TOXIC 
EXPOSURES 

Journal  Articles 

Kuncl  RW,  Duncan  G,  Watson  D,  et  al:  Colchicine  myopathy 
and  neuropathy.  N Engl)  Med  316(25):  1562— 1568,  1987. 

Moody  L,  Arezzo  J,  Otto  D:  Screening  occupational  populations 
for  asymptomatic  or  early  peripheral  neuropathy.  J Occup  Med 
28(10):  975-986,  1986. 

Senanayake  N:  Karalliedde  L:  Neurotoxic  effects  of  organo- 
phosphorus  insecticides.  An  intermediate  syndrome.  N Engl  J 
Med  316(13):761-763,  1987. 

Singer  R,  Valciukas  JA,  Rosenman  KD:  Peripheral  neurotoxicity 
in  workers  exposed  to  inorganic  mercury  compounds.  Arch 
Environ  Health  42(4):  181  — 184,  1987. 


POISONING  FROM  THALLIUM 
Journal  Articles 

Aoyama  H,  Yoshida  M,  Yamamura  Y:  Acute  poisoning  by  inten- 
tional ingestion  of  thallous  malonate.  Hum  Toxicol  5(6):  389- 
392,  1986. 

Insley  BM,  Grufferman  S,  Ayliffe  HE:  Thallium  poisoning  in  co- 
caine abusers.  Am)  Emerg  Med  4(6):545— 548,  1986. 

Thallium  poisoning:  an  epidemic  of  false  positives — George- 
town, Guyana.  MMWR  36(29):  48 1—482,  487—488,  1987. 
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E)ach  capsule  contains  5 mg  cblordiazepoxide  HCiand  2.3  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  cofitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction:  hypersensitivity  to  cblordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (eg , operating  machinery,  driving). 

l}sa%e  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnant^  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  aD  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  p^chotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants,  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  cblordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Sjmcope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  cblordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  i.e.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habittiation  and 
dependence. 

P.l.  0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


Texas  Mediant 


o-V>< 

o^'  C" 

<£/ 


When  it's  brain  versus  bowel, 
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In  irritable  bowel  syndrome,*  intestinal 
discomfort  wiU  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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Please  see  summary  of  prescribing  information  on  adjacent  page. 


Information  for  fiuthors 


Texas  Medicine  has  two  purposes:  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 
1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(s)  undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub 
lished  by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.  ” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  of  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW:  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  lange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 
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References  to  scientific  publications  should  be  listed  in  numerical  order 
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Olinical  fkhstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library’  each  month. 


The  clinical  usefulness  and  limitations  of  tumor  mark- 
ers. Michael  H.  Torosian,  MD.  (The  American  College  of  Sur- 
geons), 5Mrgen',  Gynecology  & Obstetrics,  vol  166,  1988, 
pp  567-579. 

This  state-of-the-art  review  identifies  the  clinical  usefulness  and 
limitations  of  currently  available  tumor  markers.  The  role 
of  specific  tumor  markers  in  screening,  assessing  extent  of 
disease,  and  monitoring  the  response  of  the  tumor  to  anti- 
neoplastic therapy  is  discussed.  Recent  technologic  advances, 
including  monoclonal  antibodies  and  genetic  analysis,  may 
identify  additional  tumor  markers  and  provide  insight  into  the 
developmental  process  of  neoplasia  by  characterizing  the  bio- 
logic changes  associated  with  malignant  disease. 

Snakebites.  Guidelines  for  practical  management.  Clifford 
C.  Snyder,  MD,  and  Robert  P.  Knowles,  DVM.  (McGraw-Hill), 
Postgraduate  Medicine,  vol  83,  no  6,  May  1,  1988,  pp  52-60, 
65-68,71-73,75. 

A “bite  of  apple”  may  have  started  it  all,  but  regardless  of  the 
genesis,  people  have  been  “fanging”  one  another  over  the 
proper  therapy  for  snakebite  since  Noah  harbored  the  snakes 
from  the  flood.  In  this  important  article,  two  renowned  snake- 
bite authorities  examine  the  current  concepts  and  controver- 
sies in  snakebite  management  and  set  forth  practical  guidelines 
for  emergency  and  medical  therapy. 

Current  concepts  in  the  pathogenesis  and  management 
of  brain  abscesses  in  children.  Christian  C.  Patrick,  MD, 

PhD,  and  Sheldon  L.  Kaplan,  MD.  (WB  Saunders  Co),  Pediatric 
Clinics  of  North  America,  vol  35,  no  3,  June  1988,  pp 
625-636. 

Brain  abscesses  are  the  most  common  form  of  an  intracranial 
suppurative  process  in  children.  These  abscesses  can  arise 
from  contiguous  anatomic  locations  or  via  distant  sites  by 
hematogenous  spread.  The  use  of  computerized  tomography 
(CT)  scanning  has  revolutionized  the  diagnosis  and  manage- 
ment of  this  clinical  entity.  Furthermore,  the  appreciation  of 
the  significant  role  played  by  anaerobic  bacteria  has  led  to 
more  effective  antimicrobial  coverage.  The  therapy  for  brain 
abscesses  classically  has  been  surgical  drainage  combined  with 
aggressive  antibiotic  therapy.  This  approach  recently  has  been 
modified.  In  selected  patients,  medical  management  alone  is 
sufficient.  Still,  the  morbidity  and  mortality  of  brain  abscesses 
remain  substantial.  This  review  will  update  our  understanding 
of  brain  abscesses  in  children. 


Vaginal  birth  after  cesarean  section:  results  of  a multi- 
center study.  Bruce  L.  Flamm,  MD,  On  W.  Lim,  MD,  Charles 
Jones,  MD,  et  al.  (CV  Mosby  Co),  American  Journal  of 
Obstetrics  & Gynecology,  vol  158,  1988,  pp  1079-1084. 

Cesarean  section  is  now  the  most  frequently  performed  major 
operation  in  the  United  States.  Nearly  one  out  of  every  four 
American  babies  is  delivered  by  this  operation.  “Elective  re- 
peat” has  become  the  most  common  indication  for  cesarean 
section.  Although  the  safety  of  vaginal  birth  after  cesarean  sec- 
tion has  been  documented  in  several  recent  publications,  auto- 
matic repeat  cesarean  section  remains  the  rule  in  this  country. 
The  authors  present  one  of  the  largest  series  of  trial  labor  ever 
reported.  Of  57,533  live  births,  4,929  (8.6%  ) were  of  women 
with  prior  cesarean  sections.  Among  1 ,776  patients  who  un- 
derwent a trial  of  labor,  1,314  (74%  ) delivered  vaginally. 

There  was  no  maternal  or  perinatal  mortality  related  to  uterine 
scar  rupture.  Thus  during  the  study  period  1,314  major  opera- 
tions were  avoided.  We  conclude  that,  for  the  vast  majority  of 
women,  allowing  a trial  of  labor  is  a safe  alternative  to  auto- 
matic elective  repeat  cesarean  section. 


Comparative  evaluation  of  aloe  vera  in  the  management 
of  bum  wounds  in  guinea  pigs.  Miguel  Rodriguez-Bigas, 
MD,  Norma  I.  Cruz,  MD,  and  Albert  Suarez,  MD.  (Williams  & 
Wilkins),  Plastic  and  Reconstructive  Surgery,  vol  81,  no  3, 
March  1988,  pp  386-389. 

An  experimental  study  was  designed  using  Hartley  guinea  pigs, 
who  received  full-thickness  burns  covering  3%  of  their  body 
surface  area  by  direct  contact  with  a hot  plate.  A total  of  40 
animals  were  equally  divided  among  four  modalities  of  closed 
burn  wound  management  as  follows:  group  I:  silver  sulfa- 
diazine (Silvadine);  group  IF  aloe  vera  gel  extract  (Carrington 
Dermal  Wound  Gel);  group  III:  salicyclic  acid  cream  (aspirin); 
and  group  fV:  plain  gauze  occlusive  dressing  only.  The  dress- 
ings were  changed  daily,  and  the  size  and  appearance  of  each 
burn  wound  were  recorded  until  complete  healing.  On  the 
sixth  postburn  day,  quantitative  burn  wound  cultures  were 
made.  The  average  time  to  complete  healing  in  the  control 
group  was  50  days,  and  the  only  significant  difference  was 
found  in  the  aloe  vera-treated  animals,  which  healed  in  an 
average  of  30  days  (p<0.02).  Wound  bacterial  counts  were 
effectively  decreased  by  silver  sulfadiazine  (p=0.015)  and  by 
aloe  vera  extract  (p=0.015).  From  the  authors’  data  it  appears 
that  aloe  gel  extracts  permit  a faster  healing  of  burn  wounds. 
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Releases  and  arbitration 
agreements  between  patients 
and  physicians 

In  efforts  to  deal  with  the  medical  professional  liability  in- 
surance crisis,  there  has  been  speculation  concerning  man- 
agement of  liability  risks,  including  suggestions  that  prior  to 
treatment,  physicians  obtain  patients’  written  releases  from 
liability  and/or  agreements  to  arbitrate  disputes.  This  article 
discusses  the  statutory  and  case  law  concerning  such  ap- 
proaches. It  highlights  the  pitfalls  of  relying  on  such  contracts 
and  outlines  the  criteria  for  validating  such  agreements. 

In  general,  persons  may  not  contract  against  the  effect  of  their 
future  negligence.  Agreements  that  attempt  to  do  so  generally 
are  invalid  because  (a)  the  interest  of  the  public  requires  the 
performance  of  services  with  due  care  as  a matter  of  law,  or 
(b)  they  are  contracts  of  adhesion,  in  which  the  parties  are  not 
equal,  and  the  weaker  party  has  no  choice  but  to  submit  to  the 
release  ( 1 ).  The  doctrine  that  prevents  persons  from  contract- 
ing against  liability  for  their  own  negligence  has  been  applied 
in  cases  involving  negligence  of  common  carriers,  public  utili- 
ties, innkeepers,  and  others  who  deal  with  the  general  public 
and  whose  businesses  are  affected  by  the  public  interest  ( 2 ). 

Releases 

Agreements  that  release  physicians  and  hospitals  from  liability 
have  been  litigated  in  relatively  few  instances.  Although  no 
modem  Texas  cases  involving  patient  releases  executed  in 
favor  of  physicians  or  hospitals  can  be  found  (3),  cases  have 
been  reported  in  other  states.  These  cases  indicate  that  such 
releases  are  invalid  ( 1 ).  In  a Kentucky  case,  the  patient  signed 
an  agreement  that  she  would  assume  risks  that  could  result 
from  her  attending  a rehabUitation  center  and  from  diagnosis 
and  treatment.  Additionally,  she  agreed  not  to  assert  any  claim 
that  resulted  from  unintentional  acts  or  conduct  by  the  center, 
its  employees,  or  its  volunteers.  The  court  found  the  release  to 
be  against  public  policy  and  refused  to  enforce  it  (4).  The 
court  reasoned  that  public  policy  prohibits  persons  from  con- 
tracting against  the  effect  of  their  own  negligence. 

Texas  cases 

Texas  courts  have  reviewed  releases  with  jaundiced  eyes, 
focusing  on  the  relationship  of  the  parties  to  determine  dis- 
parity of  bargaining  power.  In  Crowell  v Housing  Authority  of 
the  City  of  Dallas,  a 1973  case  (5),  suit  was  brought  to  re- 
cover for  the  death  of  the  plaintiffs  father,  who  allegedly  died 
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as  a result  of  carbon  monoxide  poisoning  caused  by  a defec- 
tive gas  heater.  The  heater  was  in  an  apartment  leased  from  the 
housing  authority.  The  lease  had  a provision  releasing  the  land- 
lord from  responsibility  for  any  damage  to  person  or  property 
that  might  result  from  the  condition  of  the  premises.  The 
Texas  Supreme  Court,  citing  decisions  in  other  states,  con- 
cluded that  it  is  contrary  to  public  policy  to  allow  a housing 
authority  to  exempt  itself  by  contract  from  liability  to  its  own 
tenants  for  negligence  in  light  of  its  legal  duty  to  provide  safe 
and  sanitary  housing  for  persons  of  low  income. 

The  court  stated: 

Agreements  exempting  a party  from  future  liability  for 
negligence  are  generally  recognized  as  valid  and  effective 
except  where,  because  of  the  relationship  of  the  parties,  the 
exculpatory  provision  is  contrary  to  public  interest.  If  the 
contract  is  between  private  persons  who  bargain  from  posi- 
tions of  substantially  equal  strength,  the  agreement  is  or- 
dinarily enforced  by  the  courts.  The  exculpatory  agreement 
will  be  declared  void,  however,  where  one  party  is  at  such 
disadvantage  in  bargaining  power  that  he  is  practically  com- 
pelled to  submit  to  the  stipulation  ...  (5). 

Examples  given  by  the  court  in  which  releases  were  held  to 
be  void  because  they  were  against  public  policy  included  pub- 
lic utilities,  innkeepers,  public  warehousemen,  and  other  pro- 
fessional bailees  such  as  garagemen  and  owners  of  parking  lots 
and  parcel  checkrooms.  “These  bailees  are  under  no  public 
duty,  but  they  deal  with  the  public  and  the  indispensable  need 
for  their  services  deprives  the  consumer  of  any  real  bargaining 
power”  ( 5 ). 

Here,  the  court  noted  that  the  terms  of  the  lease  with  the 
public  housing  authority  were  dictated  by  the  authority.  The 
prospective  tenant,  eligible  for  the  housing  due  to  low  income, 
had  no  choice  but  to  accept  the  lease  as  written  if  he  and  his 
family  were  to  enjoy  decent  housing  accommodations. 

In  a 1974  case.  Allright,  Inc  v Elledge,  (6)  the  Texas  Su- 
preme Court,  citing  Crowell,  defined  disparity  of  bargaining 
power  as  being  “.  . .when  one  party  has  no  real  choice  in  ac- 
cepting an  agreement  limiting  the  liability  of  another.”  In  this 
case,  suit  was  brought  by  the  owner  of  an  automobile  after  it 
had  been  stolen  from  a parking  garage.  The  owner  rented 
space  on  a month-to-month  lease.  In  spite  of  the  dicta  in 
Crowell  that  parking  lot  owners  cannot  limit  their  tort  liability, 
the  court  found  no  “hint  of  the  absence  of  bargaining  power” 
on  the  part  of  the  automobile  owner  in  this  case.  The  owner 
had  signed  the  written  agreement  and  there  was  no  evidence 
presented  that  showed  a deprivation  of  his  “freedom  of 
choice.”  Hence,  the  court  enforced  the  agreement  limiting 
liability. 

In  a 1985  case,  a Texas  appellate  court  refused  to  enforce  a 
limitation  of  liability  provision  in  a contract  to  provide  Yellow 
Page  advertising,  citing  court  decisions  in  other  states  finding 
such  a limit  to  be  contrary  to  the  public  good  (7).  The  court 
refused  to  allow  the  Yellow  Pages  publisher  to  limit  liability  for 
negligence  to  the  price  of  the  ad  when  it  failed  to  publish  an 
ad  as  contracted. 

Finally,  in  the  1987  case  of  Melody  Homes  Manufacturing 
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Co  V Bames,  the  Texas  Supreme  Court  refused  to  allow  a 
manufacturer  and  its  agent  to  avoid  liability  for  faulty  repairs 
by  including  “small  print  in  a contract”  (8).  The  court  pro- 
nounced public  policy  that  repairmen  imply  that  their  services 
will  be  performed  in  a good  and  workman  like  manner.  This 
implied  warranty  may  not  be  limited  by  a preprinted,  standard 
form  disclaimer,  the  court  said. 

When  disclaimers  are  permitted,  adhesion  contracts — 
standardized  contract  forms  offered  to  consumers  of  goods 
and  services  on  an  essentially  take  it  or  leave  it’  basis  which 
limit  the  duties  and  liabilities  of  the  stronger  party — become 
commonplace. 

Stating  that  upholding  such  disclaimers  encourages  shoddy 
workmanship,  the  court  refused  to  enforce  the  limitation  on 
liability. 

Future  directions  in  Texas 

In  analyzing  these  and  other  Texas  cases  with  respect  to 
whether  patients  can  execute  valid  releases  in  favor  of  physi- 
cians prior  to  diagnosis  and  treatment,  the  Texas  courts  have 
closely  inspected  the  bargaining  power  of  the  parties.  If  there 
is  no  disparity,  such  agreements  may  be  valid.  Are  there  cir- 
cumstances in  which  physicians  and  patients  have  relatively 
equal  bargaining  power,  which  would  justify  a limit  on  legal  re- 
dress? In  Madden  v Kaiser  Foundation  Hospitals,  a California 
court  allowed  an  arbitration  provision  to  stand.  The  theory 
that  the  patients’  employer  was  in  an  equal  bargaining  position 
with  the  HMO  and  the  patient  had  an  opportunity  to  reject 
the  HMO  arbitration  plan  in  favor  of  another  was  persuasive  to 
the  court  in  its  conclusion  that  this  was  not  an  adhesion  con- 
tract (9). 

Does  the  physician-patient  relationship  lend  itself  to  agree- 
ments to  limit  liability?  Since  physicians  are  fiduciaries  in  their 
dealings  with  patients,  can  physicians  limit  their  liability  to 
their  patients?  Physicians  owe  an  even  higher  duty  of  care  to 
their  “customers”  than  do  business  owners  and  repairmen.  The 
Texas  Supreme  Court  has  not  addressed  these  issues  to  date. 
However,  the  court  favors  expanded  liability  for  defendants  in 
its  decisions  week  after  week.  In  the  recently  decided  Lucas  v 
United  States  case  ( 10),  the  Texas  Supreme  Court  found  1977 
statutory  caps  on  damages  unconstitutional  under  the  Texas 
“open  courts”  provision,  which  guarantees  access  to  the 
courts.  If  the  court  will  not  respect  a legislative  enactment  of  a 
cap  on  awards  based  upon  legislative  findings  and  public  pol- 
icy decisions,  we  can  anticipate  that  this  same  court  will  void 
attempts  by  physicians  and  hospitals  to  contractually  limit  lia- 
bility for  injuries  to  patients. 

Arbitration  a^eements 

There  is  no  Texas  case  law  on  arbitration  between  physicians 
and  patients.  The  dearth  of  cases  involving  physician-patient 
arbitration  probably  is  the  result  of  the  way  Texas  law  operates 
regarding  arbitration. 

Under  Texas  law,  there  are  two  bases  for  valid  arbitration 
proceedings.  First,  to  encourage  and  facilitate  arbitration,  the 
legislature  has  enacted  the  Texas  General  Arbitration  Act  (11). 


Second,  common  law  arbitration  agreements  are  available  as  a 
substitute  for  or  an  alternative  to  the  agreements  contem- 
plated by  the  statutes.  Common  law  agreements  are  based  on 
Texas  case  law,  which  has  permitted  arbitration  agreements  to 
occur,  but  also  aUows  either  party  to  withdraw  from  the  agree- 
ment anytime  before  the  award  (12).  Article  224  of  the  Texas 
General  Arbitration  Act  states: 

A written  agreement  to  submit  any  existing  controversy 
to  arbitration  or  a provision  in  a written  contract  to  submit 
to  arbitration  any  controversy  thereafter  arising  between  the 
parties  is  valid,  enforceable  and  irrevocable,  save  upon  such 
grounds  as  exist  at  law  or  in  equity  for  the  revocation  of  any 
contract.  A court  shall  refuse  to  enforce  an  agreement  or 
contract  provision  to  submit  a controversy  to  arbitration  if 
the  court  finds  it  was  unconscionable  at  the  time  the  agree- 
ment or  contract  was  made.  Provided,  however,  that  none  of 
the  provisions  of  this  act  shall  apply  to:  . . . any  claim  for  per- 
sonal injury  except  upon  the  advice  of  counsel  to  both  par- 
ties as  evidenced  by  a written  agreement  signed  by  counsel 
to  both  parties.  A claim  for  workers’  compensation  shall  not 
be  submitted  to  arbitration  under  this  Act  (12). 

Thus,  in  order  to  have  a truly  binding  agreement  to  arbitrate 
between  physician  and  patient,  the  agreement  must  be  valid 
under  the  Texas  General  Arbitration  Act.  To  have  such  an 
agreement  valid,  the  statute  requires  that  counsel  to  both  par- 
ties sign  the  agreement. 

There  are  no  reported  physician-patient  arbitration  cases 
construing  the  Texas  General  Arbitration  Act.  Several  Texas  ap- 
pellate courts  have  refused  to  enforce  arbitration  agreements 
failing  to  meet  attorney  signature  requirements  as  it  applies  in 
actions  not  involving  patients  (13)- 

Neither  is  there  case  law  construing  physician-patient  ar- 
bitration agreements  under  common  law.  Perhaps  the  reason  is 
that  in  Texas  any  party  to  a common  law  agreement  to  arbi- 
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trate  may  withdraw  his  or  her  agreement  any  time  before  an 
award  is  made. 

Conclusion 

Physicians  who  seek  releases  of  liability  from  their  patients 
should  expect  close  scrutiny  of  the  facts  and  circumstances 
surrounding  the  release  in  disputes  before  the  court.  The  pa- 
tient s lack  of  bargaining  power  with  respect  to  the  release  and 
adherence  to  the  Arbitration  Act  will  be  the  critical  factors  the 
court  considers  in  deciding  whether  the  liability  limit  should 
be  enforced.  Legal  advice  is  recommended  if  such  a course  is 
attempted. 

Physicians  who  ask  their  patients  to  agree  to  arbitrate  future 
claims  can  anticipate  that  without  the  required  sig- 
natures by  the  counsels  for  the  parties,  the  arbitration  agree- 
ment will  not  be  enforced. 

DONALD  P.  “ROCKY  ” WILCOX,  JD 

TMA  General  Counsel 
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It  means  dependability"  in  almost  any  language 

* Based  on  worldwide  sales  data  on  file,  CIBA  Pharmaceutical  Company. 

Capsule  or  tablet  slow-release  potassium  chloride  preparations  should  be  reserved  for  patients 
who  cannot  tolerate,  refuse  to  take,  or  have  compliance  problems  with  liquid  or  effervescent 
potassium  preparations  because  of  reports  of  intestinal  and  gastric  ulceration  and  bleeding 

with  slow-release  KCI  preparations. 

Before  prescribing,  please  consult  Brief  Prescribing  Information  on  next  page. 
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potassium  chloride 
slow-release  tablets  8mEq(6ooms) 
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*The  most  common  adverse  reactions  to  potassium  salts  are  gastrointestinal  side  effects. 
tPooled  mean  serum  potassium  following  oral  administration  of  30  mEq  K-Tab 
compared  to  24  mEq  Slow-K  in  diuretic-treated  hypertensives  (n  - 20)  over  8 weeks. 
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potassium  chloride  USP 
Slow-Release  Tablets 
8 mEq  (600  mg) 


BRIEF  SUMMARY  (FOR  FULL  PRESCRIBING  INFORMATION  SEE 
PACKAGE  INSERT) 


INDICATIONS  AND  USAGE 

BECAUSE  OF  REPORTS  OF  INTESTINAL  AND  GASTRIC  ULCERATION  AND 
BLEEDING  WITH  SLOW-RELEASE  POTASSIUM  CHLORIDE  PREPARA- 
TIONS, THESE  DRUGS  SHOULD  BE  RESERVED  FOR  THOSE  PATIENTS 
WHO  CANNOT  TOLERATE  OR  REFUSE  TO  TAKE  LIQUID  OR  EFFERVES- 
CENT POTASSIUM  PREPARATIONS  OR  FOR  PATIENTS  IN  WHOM  THERE 
IS  A PROBLEM  OF  COMPLIANCE  WITH  THESE  PREPARATIONS. 

1 For  therapeutic  use  in  patients  with  hypokalemia  with  or  without  meta- 
bolic  alkalosis;  in  digitalis  intoxication  and  in  patients  with  hypokalemic 
familial  periodic  paralysis 

2 For  prevention  of  potassium  depletion  when  the  dietary  intake  of  potas- 
sium is  inadequate  in  the  following  conditions  patients  receiving  digitalis 
and  diuretics  for  congestive  heart  failure,  hepatic  cirrhosis  with  ascites, 
states  of  aldosterone  excess  with  normal  renal  function:  potassium-losing 
nephropathy;  and  certain  diarrheal  states 

3 The  use  of  potassium  salts  m patients  receiving  diuretics  for  uncompli- 
cated essential  hypertension  is  often  unnecessary  when  such  patients  have 
a normal  dietary  pattern  Serum  potassium  should  be  checkecf  periodically, 
however,  and  if  hypokalemia  occurs,  dietary  supplementation  with  potas- 
sium-containing foods  may  be  adequate  to  control  milder  cases.  In  more 

su^lementation  with  potassium  salts  may  be  indicated 


Potassium  supplements  are  contraindicated  in  patients  with  hyperkalemia, 
since  a further  increase  in  serum  potassium  concentration  in  such  patients 
can  produce  cardiac  arrest.  Hyperkalemia  may  complicate  any  of  the  follow- 
ing conditions:  chronic  renal  failure,  systemic  acidosis  such  as  diabetic 
acidosis , acute  dehydration , extensive  tissue  breakdown  as  in  severe  burns , 
adrenal  insufficiency,  or  the  administration  of  a potassium-sparing  diuretic 
(e  Q , spironolactone,  triamterene)  (see  OVEROOSAGE). 

All  solid  dosage  forms  of  potassium  supplements  are  contraindicated  in 
any  pahent  in  whom  there  is  cause  for  arrest  or  delay  in  tablet  passage 
through  the  gastrointestinal  tract.  In  these  instances,  potassium  supple- 
mentation should  be  with  a liquid  preparation  Wax-matrix  potassium  chlo- 
nde  preparations  have  produced  esophageal  ulceration  in  certain  cardiac 
PJf'ents  with  esophageal  compression  due  to  an  enlarged  left  atrium 


Hyperkalemia  (See  OVERDOSAGE). 

In  pahents  with  impaired  mechanisms  for  excreting  potassium,  the  admin- 
istration of  potassium  salts  can  produce  hyperkalemia  and  cardiac  arrest 
This  occurs  most  commonly  m patients  given  potassium  by  the  intravenous 
route  but  may  also  occur  in  patients  given  potassium  orally  Potentially  fatal 
hyperkalemia  can  develop  rapidly  and  be  asyn'ptomatic 
The  use  of  potassium  salts  in  patients  with  chronic  renal  disease,  or  any 
other  condition  which  impairs  potassium  excretion,  requires  particularly 
careful  monitoring  of  the  serum  potassium  concentration  and  appropriate 
dosage  adjustment 


Interaction  With  Potassium-Sparing  Diuretics 

Hypokalemia  should  not  be  treated  by  the  concomitant  administration  of 
potassium  salts  and  a potassium-sparing  diuretic  (e  g , spironolactone  or 
triamterene),  since  the  simultaneous  administration  of  these  agents  can 
produce  severe  hyperkalemia. 

Gastrointestinal  Lesions 

Potassium  chloride  tablets  have  produced  stenotic  and/or  ulcerative  lesions 
of  the  small  bowel  and  deaths.  These  lesions  are  caused  by  a high  localized 
concentration  of  potassium  ion  in  the  region  of  a rapidly  dissolving  tablet, 
which  injures  the  bowel  wall  and  thereby  produces  obstruction,  hemor- 
rhage. or  perforation  Slow-K  is  a wax-matrix  tablet  formulated  to  provide  a 
controlled  rate  of  release  of  potassium  chloride  and  thus  to  minimize  the 
possibility  of  a high  local  concentration  of  potassium  ion  near  the  bowel 
wall  While  the  reported  frequency  of  small-bowel  lesions  is  much  less  with 
wax-matrix  tablets  (less  than  one  per  100,000  patient-years)  than  with 
enteric-coated  potassium  chloride  tablets  (40-50  per  100.000  patient- 
years)  cases  associated  with  wax-matrix  tablets  have  been  reported  both  in 
foreign  countries  and  in  the  United  States  In  addition,  perhaps  because  the 
wax-matrix  preparations  are  not  enteric-coated  and  release  potassium  in  the 
stomach,  there  have  been  reports  of  upper  gastrointestinal  bleeding  asso- 
ciated with  these  products  The  total  number  of  gastrointestinal  lesions 
remains  approximately  one  per  100.000  patient-years  Slow-K  should  be 
discontinued  immediately  and  the  possibility  of  bowel  obstruction  or  perfo- 
ration considered  if  severe  vomiting,  abdominal  pain,  distention,  or  qastro- 
intestinal  bleeding  occurs. 

Metabolic  Acidosis 

Hypokalemia  in  patients  with  metabolic  acidosis  should  be  treated  with  an 
alkalinizing  potassium  salt  such  as  potassium  bicarbonate,  potassium  ci- 
trate, or  potassium  acetate 

PRECAUTIONS 

General: 

The  diagnosis  of  potassium  depletion  is  ordinarily  made  by  demonstrating 
hypokalemia  in  a patient  with  a clinical  history  suggesting  some  cause  for 
potassium  depletion  In  interpreting  the  serum  potassium  level,  the  physi- 
cian should  bear  in  mind  that  acute  alkalosis  perse  can  produce  hypokale- 
mia in  the  absence  of  a deficit  in  total  body  potassium , while  acute  acidosis 
per  se  can  increase  the  serum  potassium  concentration  into  the  normal 
range  even  in  the  presence  of  a reduced  total  body  potassium 
Information  tor  Patients 

Physicians  should  consider  reminding  the  patient  of  the  following 
To  take  each  dose  without  crushing,  chewing,  or  sucking  the  tablets. 

To  take  this  medicine  only  as  directed.  This  is  especially  important  if  the 
patient  is  also  taking  both  diuretics  and  digitalis  preparations 
To  check  with  the  physician  if  there  is  trouble  swallowing  tablets  or  if  the 
tablets  seem  to  stick  in  the  throat. 

To  check  with  the  doctor  at  once  if  tarry  stools  or  other  evidence  of 
gastrointestinal  bleeding  is  noticed 

Laboratory  Tests 

Regular  serum  potassium  determinations  are  recommended  In  addition 
during  the  treatment  of  potassium  depletion,  careful  attention  should  be 
paid  to  acid-base  balance,  other  serum  electrolyte  levels,  the  electrocardio- 
gram, and  the  clinical  status  of  the  patient,  particularly  in  the  presence  of 
cardiac  disease,  renal  disease,  or  acidosis 
Drug  Interactions 

Potassium-spannq  diuretics:  see  WARNINGS 
Carcinogenesis.  Mutagenesis,  Impairment  of  Ferliiity 
Long-term  carcinogenicity  studies  in  animals  have  not  been  performed 
Pregnancy  Category  C 

Animal  reproduction  studies  have  not  been  conducted  with  Slow-K.  It  is  also 
not  known  whether  Slow-K  can  cause  fetal  harm  when  administered  to  a 
pregnant  woman  or  can  affect  reproduction  capacity  Slow-K  should  be 
given  to  a pregnant  woman  only  if  clearly  needed 

Nursing  Mothers 

The  normal  potassium  ion  content  of  human  milk  is  about  13  mEq/L  It  is  not 
known  If  Slow-K  has  an  effect  on  this  content  Caution  should  be  exercised 
when  Slow-K  is  administered  to  a nursing  woman 


Pediatric  Use 

Safe^  and  effectiveness  in  children  have  not  been  established 

ADVERSE  REACTIONS 

One  of  the  most  severe  adverse  effects  is  hyperkalemia  (see  CONTRAINDI- 
CATIONS, WARNINGS,  and  OVERDOSAG^.  There  also  have  been  reports 
of  upper  and  lower  gastrointestinal  conditions  including  obstruction,  bleed- 
ing. ulceration,  and  perforation  (see  CONTRAINDICATIONS  and  WARN- 
INGS); other  factors  known  to  be  associated  with  such  conditions  were 
present  in  many  of  these  patients. 

The  most  common  adverse  reactions  to  oral  potassium  salts  are  nausea, 
vomiting,  abdominal  discomfort,  and  diarrhea  ihese  symptoms  are  due  to 
irritation  of  the  gastrointestinal  tract  and  are  best  managed  by  taking  the 
dose  with  meals  or  reducing  the  dose. 

Skin  rash  has  been  reported  rarely 
OVERDOSAGE 

The  administration  of  oral  potassium  salts  to  persons  with  normal  excretory 
mechanisms  for  potassium  rarely  causes  serious  hyperkalemia.  However,  If 
excretory  mechanisms  are  impaired  or  if  potassium  Is  administered  too 
rapidly  intravenously,  potentially  fatal  hyperkalemia  can  result  (see  CON- 
TRAINDICATIONS and  WARNINGS).  It  is  important  to  recognize  tnat  hyper- 
kalemia is  usually  asymptomatic  and  may  be  manifested  only  by  an 
increased  serum  potassium  concentration  (6  5-8.0  mEq/L)  and  character- 
istic electrocardiMraphic  changes  (peaking  of  T waves,  loss  of  P wave, 
depression  of  S-T  segment,  and  prolongation  of  the  Q-T  interval).  Late 
manifestations  include  muscle  paralysis  and  cardiovascular  collapse  from 
cardiac  arrest  (9-12  mEq/L). 

Treatment  measures  for  hyperkalemia  include  the  following:  (1 ) elimina- 
tion of  foods  and  medications  containing  potassium  and  of  potassium- 
sparing diuretics.  (2)  intravenous  administration  of  300-500  mi/hr  of  10% 
dextrose  solution  containing  10-20  units  of  insulin  per  1,000  ml;  (3)  correc- 
tion of  acidosis,  if  present,  with  Intravenous  sodium  bicarbonate.  (4)  use  of 
exchange  resins,  hemodialysis,  or  peritoneal  dialysis 
In  treating  hyperkalemia  in  patients  who  have  been  stabilized  on  digitalis, 
too  rapid  a lowering  of  the  serum  potassium  concentration  can  produce 
digitalis  toxicity 

DOSAGE  AND  ADMINISTRATIDN 

The  usual  dietary  Intake  of  potassium  by  the  average  adult  is  40-80  mEq  per 
day  Potassium  depletion  sufficient  to  cause  hypokalemia  usually  requires 
the  loss  of  200  or  more  mEq  of  potassium  from  tne  total  body  store.  Dosage 
must  be  adjusted  to  the  individual  needs  of  each  patient  but  is  typically  in  tne 
range  of  20  mEq  per  day  for  the  prevention  of  hypokalemia  to  40-100  mEq  or 
more  per  day  for  the  treatment  of  potassium  depletion.  Large  numbers  of 
tablets  should  be  given  In  divided  doses 
Note:  Slow-K  slow-release  tablets  must  be  swallowed  whole  and  never 
crushed,  chewed,  or  sucked 
HOW  SUPPLIED 

Tablets— bOO  mg  of  potassium  chloride  (equivalent  to  8 mEq)  round  buff 
colored,  sugar-coated  (imprinted  Slow-K) 

Bottles  of  100 NDC  0083-0165-30 

Bottles  of  1000  nDC  0083-0165-40 

Consumer  Pack -One  Unit 

12  Bottles- 100  tablets  each NDC  0083-0165-65 

Accu-Pak«  Unit  Dose  (Blister  pack) 

Box  of  100  (strips  of  10) NDC  0083-0165-32 

Do  not  store  above  86“F  (30°C).  Protect  from  moisture.  Protect  from  light. 

Dispense  in  tight,  light-resistant  container  (USP). 


DIst.  by: 

CIBA  Pharmaceutical  Company 
Division  of  CIBA-GEIGY  Corporation 
Summit,  New  Jersey  07901 

CIBA 


C87-31  (Rev  8/87) 
128-3568-A 


fAedicine  in  Xmiteratiire 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000-volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In 
addition,  the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 

In  the  TMA  Library 

Backer  TE:  Strategic  Planning  for  Workplace  Drug  Abuse  Pro- 
grams Rockville,  Md,  National  Institute  on  Drug  Abuse,  1988. 

Brenner  BM,  Lazarus  JM  (eds)-.  Acute  Renal  Failure,  ed  2.  New 
York,  Churchill  Livingstone,  1988. 

Civetta  JM,  Taylor  RW,  Kirby  RR:  Critical  Care.  Philadelphia,  JB 
Lippincott  Co,  1988. 

Clark  WG,  Brater  DC,  Johnson  AR:  Goth’s  Medical  Phar- 
macology, ed  12.  St  Louis,  The  CV  Mosby  Co,  1988. 

Edlin  G,  Golanty  E:  Health  & Wellness.  A Holistic  Approach, 
ed  3.  Boston,  Jones  and  Bartlett  Publishers,  1988. 

Epstein  E:  Common  Skin  Disorders.  A Physician’s  Illustrated 
Manual  With  Patient  Instruction  Sheets,  ed  3-  Oradell,  NJ, 
Medical  Economics  Books,  1988. 

Fischer  B,  Jain  KK,  Braun  E,  et  al;  Hattdbook  of  Hyperbaric 
Oxygen  Therapy.  New  York,  Springer-Verlag,  1988. 

Gordon  I,  Shapiro  HA,  Berson  SD:  Forensic  Medicine.  A Guide 
to  Principles,  ed  3.  New  York,  Churchill  Livingstone,  1988. 

Gould  JS  (ed):  The  Foot  Book  Baltimore,  Williams  & Wilkins, 
1988. 

Green  DP  (ed);  Operative  Hand  Surgery,  vols  1-3,  ed  2.  New 
York,  Churchill  Livingstone,  1988. 

Hill  GJ;  Outpatient  Surgery,  ed  3.  Philadelphia,  WB  Saunders 
Co,  1988. 

Hill  L,  Kozarek,  R,  McCallum  R,  et  al:  The  Esophagus.  Medical 
& Surgical  Management  Philadelphia,  WB  Saunders  Co,  1988. 

Hudson  TW,  Reinhart  MA,  Rose  SD,  et  al  (eds):  Clinical  Pre- 
ventive Medicine.  Health  Promotion  and  Disease  Prevention. 
Boston,  Little  Brown  & Co,  1988. 

Hurst  JW  (ed):  At/os  of  the  Heart  New  York,  Gower  Medical 
Publishing,  1988. 


Kerr  AG  (ed):  Scott -Brown’s  Otolaryngology,  vols  1-6,  ed  5. 
London,  Butterworths,  1987. 

Kulund  DN:  The  hyured  Athlete,  ed  2.  Philadelphia,  JB  Lippin- 
cott Co,  1988. 

Lubin  MF,  Walker  HK,  Smith  RB  III  ( eds  ):  Medical  Manage- 
ment of  the  Surgical  Patient  ed  2.  Boston,  Butterworths, 

1988. 

Manning  PR,  DeBakey  L;  Medicine:  Preserving  the  Passion. 

New  York,  Springer-Verlag,  1987. 

Murray  JF,  Nadel  JA:  Textbook  of  Respiratory’  Medicine.  Phila- 
delphia, WB  Saunders  Co,  1988. 

Olson  OC:  Diagnosis  and  Management  of  Diabetes  Mellitus, 
ed  2.  New  York,  Raven  Press,  1988. 

Ravitch  MM,  Steichen  FM;  A?/«s  of  General  Thoracic  Surgery’. 
Philadelphia,  WB  Saunders  Co,  1988. 

Roach  ES,  Riela  AR:  Pediatric  Cerebrovascular  Disorders. 

Mount  Kisco,  NY,  Futura  Publishing  Co,  1988. 

Rubin  RH,  Young  LS  (eds):  Clinical  Approach  to  Infection  in 
the  Compromised  Host  ed  2.  New  York,  Plenum  Medical  Book 
Co,  1988. 

Saleh  JW:  Laparoscopy.  Philadelphia,  WB  Saunders  Co,  1988. 

Schaef  AW;  Co-Dependence:  Misunderstood — Mistreated.  San 
Francisco,  Harper  & Row,  1986. 

Schmidek  HH,  Sweet  WH  (eds):  Operative  Neurosurgical 
Techniques.  Indications,  Methods  arui  Results,  vols  1-2,  ed  2. 
New  York,  Grune  & Stratton,  1988. 

Scoles  PV:  Pediatric  Orthopedics  in  Clinical  Practice,  ed  2. 
Chicago,  Year  Book  Medical  Publishers,  1988. 

Silverberg  M,  Daum  F:  Textbook  of  Pediatric  Gastroenter- 
ology, ed  2.  Chicago,  Year  Book  Medical  Publishers,  1988. 

Trimble  JE,  Padilla  AM,  Bell  CS  (eds ):  Drug  Abuse  Among  Eth- 
nic Minorities.  Rockville,  Md,  National  Institute  on  Drug 
Abuse,  1987. 

Wolcott  MW  (ed):  Ambulatory  Surgery  and  the  Basics  of 
Emergency  Surgical  Care,  3d  2.  Philadelphia,  JB  Lippincott  Co, 
1988. 

Wollam  GL,  Hall  WB:  Hypertension  Management  Clinical 
Practice  and  Therapeutic  Dilemmas.  Chicago,  Year  Book 
Medical  Publishers,  1988. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


lohn  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  ).  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M,  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M,  Kyle,  PhD 


CONSULTANTS 

Evan  M,  Hersh,  MD 

IMMUNOLOGY 

lames  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

lohn  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
DIplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 


CHRONIC  RECURRENT  HEADACHES 
treatment. 

HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


ith  emphasis  on  prophylactic 

DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

).  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  ChrlstI,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Infernal  Medicine, 
Cardiology,  Gastroenterolopv,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 
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Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  centra!  and 
peripheral  components  of  the  syndrome. 


PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


Representing  the  Profession 

. . . Another  service  of  your  association 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVIDS.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center  and 
Methodist  Central  Hospital. 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Texas  Medicine 


i 


DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dalias,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 

I Mohs  Surgery 

: Turnable  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 
J Cutaneous  Oncology 
I Dermatologic  Surgery 
j Hemangioma  and  Port  Wine  Center 
I Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


i Dermatology  Associates  of  Dallas 
DAVID  S.  ALKEK,  MD 

i Dermatologic  Surgery  and 

' Cosmetic  Dermatologic  Surgery 

1 Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

I Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
* Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 
I 

I MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

1 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

’ 7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  17, 1988 — Austin 
Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — -Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director;  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  j.  ZEHR,  MD— Microsurgerv 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dalias,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

8220  Wainut  Hiii  Lane,  Suite  606,  Dai  las,  Texas  75231;  214  368-3776 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  probiems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Repiantation  Service 
Hermann  Hospitai;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medicai  Schooi  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 
Dipiomate  American  Board  of  Piastic  Surgery 
Co-director,  Hand,  Microvascuiar  and  Repiantation  Service 
Hermann  Hospitai;  Assistant  Professor,  Division  of  Piastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medicai  School  at  Houston;  713  792-5473 

For  more  information  cail  1-800-392-LiFE 
6431  Fannin  Street,  Houston,  Texas  77030 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsyivania,  Suite  100, 
Fort  Worth,  Texas  76104;  817  336-3399 


NEUROLOGICAL  SURGERY 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  S959  Harry  Hines  Bivd., 
Dailas,  Texas  75235;  214  631-7488 

Medical  City  Daiias,  Suite  C-200,  7777  Forest  Lane,  Daiias,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Bayior  University  Medicai  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Buiiding,  3707  Gaston  Avenue, 
Daiias,  Texas  75246;  Office  214  823-9440 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Diniomates  American  Board  of  Neuroiogicai  Surgery 

Bayior  Medicai  Piaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Daiias,  Texas  75246;  Teiephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronaid  Smith,  MD,  Retired 
Joe  Eiiis  Wheeier,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Teiephone  817  336-0551 


ROBERTA.  ERSEK,  MD 

Dipiomate  of  American  Board  of  Piastic  Surgery 

Surgery  of  the  Hand 

30th  & Red  River,  Austin,  Texas  78704 
24  HR#  SI 2 474-HAND 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Dipiomates  of  the  American  Board  of  Neuroiogicai  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246- 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Join  TEXPAC 

. . . One  strong  voice 


DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Bivd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 

TMA  HealthWise  Series 

. . . Another  service  of  your  association 


Texas  Medicine 


NUCLEAR  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 

Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 

Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD  John  A.  Baker,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3.15-4316 

Louis  J.  Levy,  MD,  PA 

Henry  C.  McDonald,  jr,  MD 

Fred  W.  Sanders,  MD 

James  M.  Beckley,  MD 

Joseph  H.  Gaines,  MD 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

C.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


PATHOLOGY 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 


Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request— Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Philhp  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 

'■'■28,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 

ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

J*"*!*;®  ■-■’’’■■ed  to  the  Diagnosis  and  Treatment  of  Cancer 
and  Blood  Disorders  of  Childhood 

^stin  Doctors  Bldg,,  1305  West  34th  St.,  302,  Austin,  Texas  78705;  454-3611 

PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  Forum  on  Medical  Issues 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 


* In  the  Texas  Medical  Center,  Houston,  Texas 
Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscuiar 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by:  joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 

Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  james  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  j.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 
I Diplomate  American  Board  of  Surgery 
I Diplomate  American  Board  of  Plastic  Surgery 

I Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


PLASTIC  SURGERY  CLINIC  OF  AUSTIN 

Robert  A.  Ersek,  MD,  FACS 

Diplomate  of  American  Board  of  Plastic  Surgery 

Aesthetics,  Plastic,  Reconstructive, 

Suction  Lipectomy,  and  Hand  Surgery 

30th  & Red  River,  Austin,  Texas  78705 
24  HR#  512  479-6805  & 512  474-HAND 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 


resuscitation  to  late  rehabilitation, 
john  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smitli,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Creenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


1988  Texas  Medical  Association  Directory 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


• Alphabetical  and  Geographical  Listing  of  Physician 
Members 
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• 1988-89  Officers,  Chairmen  of  Boards,  Councils  and 
Committees 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


• County  Medical  Society  Presidents  and  Executive  Staff 

• TMA  Staff  Resource  Guide 


...  Another  service  of  your  association 

TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 

Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 

TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

Jerry  M.  Lewis,  MD 

Paul  M.  Hamilton,  MD 

Doyle  1.  Carson,  MD 

Jerry  M.  Lewis,  III,  MD 

Keith  H.  Johansen,  MD 

Tom  C.  Campbell,  MD 

James  K.  Peden,  MD 

Jeffrey  Glass,  MD 

Charles  G.  Markward,  MD 

Grover  M.  Lawlis,  MD 

Byron  L.  Howard,  MD 

Conway  McDanald,  MD 

Roy  H.  Fanoni,  MD 

Cary  L.  Malone,  MD 

Mark  P.  Unterberg,  MD 

Edgar  P.  Nace,  MD 

John  C.  Looney,  MD 

Ernest  N.  Brownlee,  MD 

Kathleen  B.  Erdman,  MD 

Michael  Madigan,  MD 

Don  C.  Payne,  MD 

Perry  Talkington,  MD 

Mark  J.  Blotcky,  MD 

Joseph  D.  Caspar!,  MD 

L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas 

75228 

214  381-7181 

GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


)ohn  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 

Diplomates  of  American  Board  of  Inter 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  FI.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 

Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 

Dallas,  Texas  75237;  214  296-6241  RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 
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Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Gary  L.  Elter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 
Dallas,  Texas  75230 


Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
Also  certificate  of  special  qualification  in  general  vascular  surgery 
American  Board  of  Surgery  ' 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 
515  South  Adams,  Fort  Worth,  Texas  76104;  617  332-7878 

RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Oolphus  E.  Compere,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Fellows  American  Coilege  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Daiias,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 

C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Neurourology,  & Endourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 
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rsL  DO  YOU  KNOW 
A DOCTOR— 
ffim  WHO  NEEDS 

< OUR  HELP? 

If  you  can  answer  “yes”  to  any  one  of  the  ques- 
tions below: 

Do  you  know  a doctor  who — 

• is  experiencing  problems  coping  with  patients  or 
with  the  normal  stress  of  a busy  practice? 

• becomes  easily  depressed  or  easily  annoyed? 

• drinks  more  than  a moderate  amount? 

• is  self-prescribing  mood-altering  drugs? 

— then,  you  may  know  a doctor  who  needs  our 
help.  If  you  feel  that  you,  a colleague,  a resident 
or  student  need  counseling  or  treatment,  won’t 
you  give  us  an  opportunity  to  help?  (Strictly 
confidential  contacts  can  be  made  through  our 
HOTLINE.  Call  us  collect,  anytime.) 

HOTLINE— 512  477-5575 

TMA  Committee  on 
Physician  Health  & Rehabilitation 

Richard  L.  Weddige,  M.D.,  Lubbock, 

Chairman 
(806)  743-2800 

G.  Hulse  Wagner,  M.D.,  Wichita  Falls, 

Vice  Chairman 
(817)  322-1196 

Neal  H.  Gray,  M.D.,  San  Antonio 
(512)  697-9792 

Adib  R.  Mikhail,  M.D.,  Houston 
(713)  440-4911 

Gretchen  L.  Megowen,  M.D.,  Dallas 
(214)  696-8227 

Thomas  H.  Allison,  M.D.,  Mabank 
(214)  563-6452 

Edgar  P Nace,  M.D.,  Dallas 
(214)  381 -7181,  ext.  278 

J.P  Graves,  M.D.,  Marshall 
(214)  938-1383 

Mark  J.  Wegleitner,  M.D.,  El  Paso 
(915)  779-5866 

Scott  Conard,  M.D.,  Dallas, 

Resident  Representative 
(214)941-0877 

Misty  Dawn  Laughlin,  M.D.,  Temple, 

Alternate  Resident  Representative 

Mrs.  Lowell  Kepp,  Corpus  Christi, 

Auxiliary  Representative 
(512)  854-0686 

Allan  McCorkle,  Lubbock, 

Student  Representative 
(806)  797-2229 

Sam  Colley,  Lubbock, 

Alternate  Student  Representative 
(806)  799-7615 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

Physician  with  Texas  license  needed  to  practice 

general  medicine  at  Student  Health  Center.  Forty 
hour  week,  Monday-Friday.  Minimal  call  duty. 
Fringe  benefits.  Contact  Sheila  Meyer,  Administra- 
tor, University  of  North  Texas  Health  Center,  P.O. 
Box  5158,  Denton,  Texas  76203.  817  565-2331. 
Equal  opportunity/affirmative  action  employer. 

BC/BE  internist  or  family  physician  needed  to  per- 
form utilization  review  activities  for  the  Texas  Medi- 
caid Program.  Board  certification  by  American  Board 
of  Quality  Assurance  and  Utilization  Review  pre- 
ferred. Twenty  hours  per  week  employment.  Send 
application  and  CV  to  Donald  L.  Kelley,  MD, 
Deputy  Commissioner  for  Health  Care  Services, 
Texas  Department  of  Human  Services,  P.O.  Box 
2960  (600-W),  Austin,  Texas  78769. 

Assistant  Director-Medical  Services  (Medical  Direc- 
tor)— University  of  Texas  at  Austin  Student  Health 
Center.  Requires  MD,  board  certified  or  board  eligi- 
ble in  a primary  care  specialty  with  three  or  more 
years  of  primary  care  in  an  ambulatory  care  facility, 
including  one  or  more  years  of  senior  administra- 
tive experience.  Must  obtain  license  to  practice 
medicine  in  the  state  of  Texas.  Send  letter  of  Intent, 
CV  and  three  letters  of  reference  by  August  15, 
1988  to:  Search  Committee,  P.O.  Box  7339,  Univer- 
sity Station,  Austin,  Texas  78713.  The  University  of 
Texas  at  Austin  is  an  equal  opportunity/affirmative 
action  employer. 


Anesthesiology 

Texas — Anesthesiologist,  board  certified/eligible  to 

join  three  anesthesiologists  at  a hospital  In  suburbs 
of  Dallas-Fort  Worth.  Must  have  Texas  license  or 
FLEX.  Experience  in  epidurals  essential.  Very  good 
salary  leading  to  partnership.  Write  to:  Barbara 
Fravert,  530  Bedford  Road,  Suite  219,  Bedford 
Texas  76022  or  call  817  282-5712. 

Expanding  group  has  immediate  opportunity  for  an 

anesthetist.  Above  average  first  year  salary  and  re- 
location expenses.  Excellent  benefits  available 
Please  send  CV  or  contact  Pam  Shuttlesworth,  Per- 
sonnel Director,  Malone  and  Hogan  Clinic,  1501 
West  11th  Place,  Big  Spring,  Texas  79720  or  call 
915  267-6361. 

Anesthesiologist — Immediate  need  in  Texas  com- 
munity of  25,000  (trade  area  75,000)  for  BE/BC 
physician  to  assume  service  for  126  bed,  modern 
hospital.  Thirty-three  physicians  on  staff,  including 
12  surgical  specialists.  Contract  with  hospital  to 
provide  complete  anesthesia  services.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102  Port 
Worth,  Texas  76117;  817  595-1128. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  Por  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107  Fort 
Worth,  Texas  76107. 

Emergency  Physician— Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 


San  Angelo — Outstanding  opportunity  in  mi 

practice  clinics.  Cuaranti 
5100,000  for  4-day  week  13  hr.  days),  50  wee 
sfiaring  above  guarantee.  Contact  Wai 
Wi  hams  MD,  915  942-8611,  Shamrock  Clinics,  41 
College  Hills,  San  Angelo,  Texas  76904. 


Texas— Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms  Neu 
Systems,  P.O.  Box  2122,  Denton,  Texas 


Texas:  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo— Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin,  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  ayallable  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Texas — Full  time  ED  position  available  at  244  bed 

hospital.  Recreational  area  north  of  Dallas.  Excellent 
compensation  including  malpractice  insurance.  Ben- 
efit package  available  to  full-time  physicians.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  29,  Traverse  City,  Michigan 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Suffering  from  'ER  burnout?"  Now,  there's  a cure. 
Every  day,  more  and  more  "ER  docs"  are  switching 
to  locum  tenens  medicine  and  discovering  that 
medicine  can  be  fun  again.  Reasonable  hours.  Free- 
dom. Flexible  scheduling.  Good  income.  Paid 
liability,  travel,  and  housing.  Call  your  colleagues 
at  PRN,  Ltd.,  a physician-owned  company  estab- 
lished in  1982.  1-800-531-1122.  1000  North  Walnut 
Street,  Suite  B,  New  Braunfels,  Texas  78130. 


Family/General  Practice 


LOCUM  TENENS 


P^,Ltd. 

physician  staffing 


We  put  together 
‘ ‘temporary  solutions  ’ ’ 
and  “lasting  relationships” 

• 

positions  and  physicians 
now  available 

1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 

A physician-owned  company 
— established  1982  — 


Family  practice  physicians  needed  immediately  to 

join  established  clinic  group  in  rural  area.  Support 
services,  supplies,  personnel  and  office  in  modern 
facility  furnished.  Negotiable  salary  guaranteed.  Call 
collect  806  246-3536,  ext.  423. 


associate  tor  busy  practice,  inciuuu 
OB,  in  West  Texas  town  of  8,500  (drawing  are: 
15,000).  Modern,  50-bed  hospital.  Specialists  fo 
referrals.  Generous  incentive  package  and  terms  o 
association.  Many  social  and  recreational  activities 
great  schools,  easy  access  to  metropolitan  area  anc 
airport.  Contact  Physician  Resource  Network,  P.O 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128 

Small  Texas  Panhandle  town  located  on  interstate 
highway  seeks  one  or  two  FPs  to  assume  practice  ol 
retiring  physician.  No  purchase  necessary.  Service 
area  population  10,000.  OB  needed.  Office  adjacent 
to  45-bed  hospital.  Call  coverage  and  time  off  no 
problem.  Generous  incentive  package.  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth 
Texas  76117;  817  595-1128. 


Small  group  seeks  associate  for  busy  practice  in  at- 
tractive community  of  25,000.  OB  optional.  Modern 
126-bed  hospital.  Many  social  and  recreational  op- 1 
portunities,  good  schools.  45-minutes  from  large  • 
city,  major  airport.  Generous  incentive  package.  No  j 
buy  in.  Contact  Physician  Resource  Network,  P.O.  i 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128.  ' 

Urgent — FP/CP  physicians  needed  for  practice  op-' 
portunities  within  Arizona  and  throughout  the 
United  Stales.  Excellent  group  and  solo  opportuni-  : 
lies  available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 

Family  practice  physician  (BC/BE)  to  associate  with, 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio,  Primarily  ambulatory/ 1 
emergency  practice  with  some  surgery.  Salary  plus 
incentive.  Partnership  possible,  j.  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249-- 
9307. 


MediClinic 

Family  Practice  • Industrial  Medicine  • Minor  Emergencies 
Family  pracUce  physicians  (BEfBC)  needed  to  become  associated  with 
our  dinics  In  Houston,  Texas,  lot  full  time  permanent  positions  as 
Medical  Directors.  Lucrative  earnings  potenbal,  generous  incentive 
package  and  early  partnership  pcssibilib'es.  Send  CV  to  Chief  Med 
Director,  MediCHnics,  6604  SW  Freeway,  Houston,  Texas  77074  or  call 
713  783-4707  or  783-1913  lor  further  informalion. 


Frienclly  rural  community  of  approximately  5,000  in 

beautiful  East  Texas  looking  for  family  practice  phy- 
sician who  enjoys  quiet  country  living.  Space  avail- 
able in  established  professional  building  with 
dentist  and  insurance  agent.  Just  minutes  to  region- 
al medical  complexes  of  Tyler  and  Longyiew.  For 
more  information  write  to  Arthur  C.  Morchat,  DDS, 
Liberty  City  Professional  Park,  Route  1,  Box  253-A, 
Kilgore,  Texas  75662. 


Locum  Tenens — BC/BE  needed  in  family  medicine 

to  work  part  time/full  time  in  a growing  family  , 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy  - 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Locum  tenens...  I 
it’s  not  what  it 
used  to  be. 

A few  years  ago,  locum  tenens  meant 
two  to  three  weeks  of  practice  i 
coverage  during  a doctor’s  vacation 
or  illness.  Now,  it  frequently  means  a 
long-term  or  permanent  relationship 
that  offers  all  the  advantages  of 
“temporary”  physician  staffing 
while  maintaining  continuity  of 
patient  care. 

Compare  for  yourself  the  costs  and 
benefits  of  “the  PRN  way”  to  per- 
manent physician  staffing. 

1-800-531 -11 22 

PRN,  Ltd. 

Physician  Staffing  | 

A physician-owned  company  j 

— established  1982  — 

One  Thousand  North  Walnut  Street 
Suite  B 

New  Braunfels,  Texas  78130 


Texas  Medicine 


Internal  Medicine 


Medical  staff  of  regional  medical  center  in  NE 
Texas  (trade  area  150,000)  seeks  one  recently 
trained,  BE/BC  internist.  Share  call  with  BC  in- 
ternist. Office  adjacent  to  200-bed  hospital.  Family 
oriented  community  with  strong,  diversified  econo- 
my; good  schoois.  Competitive  incentive  package, 
(iontact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Immediate  need  for  BC  physician  in  clean,  attrac- 
tive community  of  25,000  offering  many  social  and 
recreational  opportunities,  excellent  schools.  Mod- 
ern, 126-bed  hospital  offering  full  range  of  services. 
Within  45  minutes  of  larger  city,  major  airport. 
Generous  incentive  package.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Internist  needed  for  busy  office.  Opportunities  are 
unlimited  for  hard  working  and  caring  physician 
who  wants  to  do  better  than  average.  Terms  are 
negotiable  with  opportunity  to  take  over  practice 
in  three  to  seven  years.  Excellent  location  for  a 
family  with  many  area  social  and  recreational  ameni- 
ties. Send  CV  to  Nilon  Tallant,  MD,  705  West  Hop- 
kins, San  Marcos,  Texas  78666;  512  396-3361. 


Obstetrics/Gynecology 

OBC — North  Central  Texas.  Seeking  BC/BE  OBC  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741, 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 


Orthopedic  Surgery 

Texas  community  of  25,000  seeks  orthopaedic  sur- 
geon for  associate  practice  or  solo  with  shared  call 
arrangement.  Modern,  26-bed  hospital,  75,000  trade 
area.  Family-oriented  community  with  many  social 
and  recreational  opportunities.  Excellent  schools. 
45-minutes  from  larger  city/major  airport.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Regional  medical  center  seeks  second  orthopedic 
surgeon.  Modern,  100-bed  jCAHO  accredited  hos- 
pital in  family-oriented  community  of  approximate- 
ly 14,000  (trade  area  55,000).  University  environ- 
ment. Generous  incentive  package  available  to 
qualified  physician.  Contact  Physician  Resource 
Network,  P.O,  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

NE  Texas — Busy  group  of  five  orthopedic  surgeons 

seeks  recently  trained,  BE/BC  associate.  Excellent 
hospitals.  Nice  town  of  27,000  (trade  area  150,000), 
strong,  diversified  economy,  good  schools,  many 
social  and  recreational  opportunities.  Rotating  call 
and  favorable  terms  of  association.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Four  person  group  in  middle-sized  SE  Atlantic 
Coastal  city  seeking  additionai  BE/BC  pediatrician. 
Levei  III  nursery,  PICU  and  teaching  hospital.  Send 
resume  and  references  to  Roger  Munderloh,  Direc- 
tor, Executive  Search,  P.O.  Box  22084,  Savannah, 
Georgia  31403-2084. 

Professional  Opportunity — Accustomed  to  three  ex- 
cellent PDs,  our  city  of  40,000  is  suddenly 
(through  relocation,  retirement  and  iiiness)  without 
any.  These  are  excellent  opportunities,  and  at  this 
moment,  ground  fioor  opportunities.  Assistance  will 
be  given  to  established  well-qualified  physicians. 
The  need  is  immediate,  but  quality  physicians  are 
a must.  Call  Jo  Grimm,  1-800-638-6942. 


Radiology 

Diagnostic  Radiologist — Gulf  Coast  region,  to  join 
solo  radiologist  at  105-bed  hospital.  All  modalities 
except  MRI.  Early  partnership.  Contact  Dr,  Richard 
Allison,  Alice  Physicians  and  Surgeons  Hospital, 
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300  E.  3rd  St,,  Alice,  Texas  78332,  or  call  512 
664-4376,  ext,  135. 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Immediate  need  for  recently  trained,  BC  diagnostic 
radiologist  to  associate  with  established  raoiology 
group  serving  busy  regional  medical  center  (trade 
area  150,000).  All  modalities,  including  interven- 
tional and  MRI.  Early  partnership.  Family-oriented 
community,  strong  economy,  good  schools.  Early 
partnership.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595- 
1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Group,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBC,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  holter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicative  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Conzaba,  MD,  PA,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Avaiiable — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 

excellent  opportunity  for  the  following  specialists: 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  Send  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I'/j  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Texas,  Oklahoma,  Louisiana — Considering  a change 

or  coming  out  of  a residency  program?  If  you  are 
interested  in  locating  the  right  practice  opportunity 
in  Texas,  Oklahoma,  or  Louisiana,  contact  the  com- 
pany that  can  save  you  money  and  time.  Baylor 
Physician  Placement  Service,  3201  Worth  Street, 
Dallas,  Texas  75226:  1-800-999-5460. 

Associate  Medicai  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
will  be  an  opportunity  to  work  with  physicians 
and  develop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  Utilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S,  Highland 
Avenue,  Downers  Grove,  Illinois  60515-1223. 


We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc,  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
30346;  telephone  1-800-544-1987. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(In  all  specialties) 

Texas  8i  Sunbelt  States 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  send  CV;  11140  Westheimet  0 r q n s t e i n 

Suite  144  — 

Houston.  TX  77042  &.  Associates 


Non-invasive  Cardiologist — Immediate  need  for 

BE/BC  physician  in  SE  Oklahoma  community  of 
13,500-J-  (trade  area  approximately  40,000).  New, 
100-bed  JCAHO  accredited  hospital.  Located  one 
and  one-half  hour  from  Dallas/Fort  Worth  metro- 
plex. Generous  incentive  package  to  qualified  phy- 
sician. Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Neurologist — Medical  staff  of  busy  regional  medi- 
cal center  seeks  BE/BC  neurologist.  Share  call  \yith 
recently  trained  BC  neurologist.  Most  specialties, 
sub-specialties  available.  Excellent  lifestyle  in  fam- 
ily-oriented community,  great  schools.  Many  social 
and  recreational  opportunities.  Competitive  incen- 
tive package.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817  595- 
1128. 

Urologist — Medical  staff  of  regional  medical  center 
in  Northeast  Texas  seeks  recently  trained  urologist. 
200-bed  hospital  with  latest  technology  including 
lithotripsy.  Family-oriented  town,  strong  diversified 
economy,  recreational  activities,  good  schools.  Call 
coverage  from  BC  urologists,  incentive  package. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Orthopedic  surgeon,  urologist,  ENT  needed  im- 
mediately for  solo  practice  in  Stuttgart,  Arkansas, 
the  rice  and  duck  hunting  capital  of  the  world. 
Modern  hospital  facilities  and  equipment.  Family 
oriented  community.  Excellent  schools.  Call  Jim 
Bushmaier  at  501  673-3511. 

Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBG,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Occupational  medicine  physician  needed  for  group 
practice  in  the  southwest.  40  hour  week  with  op- 
portunity to  work  in  convenient  care  department. 
Provides  salary  and  benefits.  Suburban  location  con- 
venient to  exceptional  recreational  and  cultural 
activities.  Ad-701,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 

Otolaryngologist — Medical  staff  of  busy  regional 

medical  center  in  NE  Texas,  serving  150,000,  seeks 
BE/BC  ENT.  Quality  lifestyle  in  area  with  strong, 
diversified  economy,  I'/z  hours  from  D/FW  Metro- 
plex. Shared  call  coverage,  incentive  package  avail- 
able. Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


OPPORTUNITIES  SOUGHT 

Experienced  pharmacist  would  like  to  open  a phar- 
macy in  a multiple  physician  medical  clinic.  My 
intentions  are  to  operate  an  ethical  pharmacy  in  a 
professional  atmosphere.  If  interested  contact  Way- 
Ion  Jeter,  Drawer  C,  Paducah,  Texas  79248  or  call 
806  492-3443. 

A general  vascular  surgeon  is  seeking  an  oppor- 
tunity where  there  is  a real  need  for  such  surgeon 
and  where  other  physicians  will  give  referrals. 
Please  contact  P.O.  Box  177,  Austin,  Texas  78767. 

Locum  Tenens — Dependable,  highly  qualified,  ex- 
perienced board  certified  university  trained  radiolo- 
gist. Additional  experience  in  body  imaging.  CV 
sent  on  request.  Available  from  September  88. 
Reply  to  Ad-702,  TEXAS  MEDICINE,  1801  North 
Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needsit! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 


lion.  We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

ATI  Uutrasound  machine  Ultra  Mark  IV,  does 
cardiac  and  abdominal  ultrasound,  can  be  upgraded 
for  droppler.  2Vi  years  old,  has  been  used  in  one 
doctor's  office  only.  New  Sony  printer  included. 
$24,000  negotiable,  will  also  lease  for  three  years 
at  $650/month.  Contact  214  455-5654, 

GE  Portable  Ultrasound  scanner — Dataline  real  time 
scanner  with  freeze  frame  unit,  mobile  cart,  Pola- 
roid hardcopy  imager  and  digital  calipers.  Includes 
OB  calculation  system.  Longbranch  Family  Practice 
Clinic,  4724  Wellington,  Greenville,  Texas  75401; 
214  454-2451. 

Discount  Hotter  Scanning  Services  starting  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologist  overread  available  for  $15.  Stress 
test  electrodes  at  $.29.  One  free  test  is  offered  at 
no  obligation  on  a trial  basis.  For  more  information 
call  up  today  at  1-800-248-0153. 

Latex  Gloves  and  Medical  Disposables — For  sup- 
plies of  latex  gloves,  polyethylene  gloves,  and  other 
disposable  medical  products  such  as  polyethylene 
aprons,  PVC  shoe  covers,  and  paper  face  masks, 
call  713  622-3422  or  FAX  713  622-4506. 


Office  Space/Property 

Austin — Medical  office  space  in  Medical  Science 
Center,  711  West  38th  Street.  Approximately  1,577 
square  feet,  condominium  unit  for  sale  or  lease. 
Prime  location,  two  blocks  from  Seton  Hospital. 
Two  exam  rooms,  office,  reception,  two  private 
offices,  generous  built-ins,  phone  system  installed. 
Brig  Myer,  MD,  4545  Mill  Creek  Rd.,  Dallas,  Texas 
75244. 

56  Acres  North  of  Dallas — Near  Pilot  Point  in 
great  horse  country.  County  road  and  two  sides 
with  water,  electricity  and  telephone  service  to  the 
property.  Beautiful  trees  with  rich  sandy  loam  soil. 
$3,000  per  acre  with  terms.  Harry  Cray,  817  686- 
2526  or  214  416-5735  (after  6 pm). 

Austin,  Medical  Office  Space — Medical  Science 
Center,  711  W.  38th  Street,  Austin.  Approximately 
767  square  feet  for  lease.  Well  appointed  physi- 
cian's office,  exam  room,  office/reception  areas. 
512  346-2100. 

Austin — Medical  office  space  will  be  available  in 
August  at  509  West  15th  Street,  very  near  Children's 
Hospital  of  Austin  at  Brackenridge.  Ready  to  occupy 
with  exam  rooms,  sinks,  reception  room,  etc.  Call 
512  327-1480  or  write  to  Dr.  Albert  lohnson,  907 
Dartmoor,  Austin,  Texas  78746. 


Practices 

Dallas — Established  occupational  medicine  practice 

for  sale.  Market  Center,  near  downtown.  Available 
now.  3,100  sq.  ft.  clinic  building  with  equipment/ 
x-ray.  Available  long-term  lease.  Ideal  location  for 
24  hour  medical  facility.  Principals  only.  No  brokers 
please.  Contact  Jack  Norman,  200  Park  Central  III, 
12700  Park  Central  Driye,  Dallas,  Texas  75251;  214 
661-2885. 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Cross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Saies;  214  237- 
7765. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Selling  your  practice?  We  offer  onsite  appraisals, 
tailored  marketing  strategies,  practice  brokerage  and 
physician  recruiting  services.  We  can  help  you  make 
the  right  decisions.  For  a free  brochure  call  or 
write  Practice  Dynamics,  P.O.  Box  821398,  Houston, 
Texas  77282;  713  531-0911. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 


CONTINUING  EDUCATION 


2V  STAT — Medical  diagnostic  and  therapeutic  de- 
cision support  software,  covering  69  specialties. 
Medical  algorithms  (flow  charts)  are  grouped  ac- 
cording to  sign,  symptoms,  complaints,  organ  and 
system,  specialty,  age,  and  MDC/DRC.  Menu- 
driven  or  index  search  approach  to  access  an  ap- 
propriate algorithm.  Updated  medical  knowledge 
on  fingertips.  Demo  disk,  $95.  2V  STAT,  2480 
Windy  Hill  Road,  Suite  201,  Marietta,  Georgia 
30067;  404  956-1855. 

November  1988  intensive  one  week  refresher  course 

in  Norfolk,  Virginia  by  professors,  MDs,  and  PhDs 
involved  in  medical  education.  Prepare  yourself 
thoroughly  and  professionally  in  the  basic  and 
clinical  sciences  most  needed  for  these  examina- 
tions. Study  materials  provided.  USNBE  Review 
Center,  P.O.  Box  767,  Eriendswood,  Texas  77546; 
713  482-8597. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residentlal  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


1 

deathless 

day 

101  Driving  Days 
of  Summer 

May  28  • September  5,  1988 

Texas  Coalition  for  Safety  Belts 


CATALOG 

of 

Government 
books 


Take  advantage  of  the 
wealth  of  knowledge 
available  from  your 
Government.  The 
Superintendent  of 
Documents  produces  a 
catalog  that  tells  you 
about  new  and  popular 
books  sold  by  the 
Government  . . . 
hundreds  of  books  on 
agriculture,  business, 
children,  energy,  health 
history,  space,  and 
much,  much  more. 


For 

a free  copy  of  this 
catalog,  write— 


Free  Catalog 

P.Q  Box  37000 
Washington,  DC  20013-7000 
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Mammography 

Guicteline,  ' 

Women  wit),  No  Sympioms 

Age; 

35-39  Bast?iine 
40-49  Every  12  years 


What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  10. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERKAN 

»0\NCER 

SOQETY® 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 
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Continuing  Education  directory 


COURSES 


SEPTEMBER 

Bums 

Sept  22-24,  1988 

BURNS  IN  CHILDREN.  Four  Seasons  Hotel,  Houston.  Fee  $300  physi- 
cians, $175  other  health  professionals.  Category  1,  AMA  Physician’s 
Recognition  Award;  17.5  hours.  Contact  Linda  Brown,  The  University 
of  Texas  Medical  School,  6431  Fannin,  MSB  G.  104,  Houston,  TX  77030 
(713)792-5346 

Cancer 

Sept  15-17,  1988 

BREAST  CANCER  1988/CLINICAL  AND  BASIC  SCIENTIFIC  ADVANCES 
IN  DIAGNOSIS  AND  TREATMENT.  Plaza  of  the  Americas  Hotel,  Dallas. 
Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  13  hours. 
Contact  Barbara  Grayson,  Baylor  Medical  Center,  3500  Gaston  Ave, 
Dallas,  TX  75246  (214)  820-2317 

Cardiovascular  Disease 

Sept  14-16,  1988 

ADVANCES  IN  THE  DIAGNOSIS  AND  TREATMENT  OF  CARDIO- 
VASCULAR DISEASES.  Ritz-Carlton  Hotel-Buckhead,  Atlanta.  Fee  $440 
members  of  American  College  of  Cardiology,  $505  nonmembers  of 
ACC.  Category  1,  AMA  Physician’s  Recognition  Award;  21.5  hours. 
Contact  American  College  of  Cardiology,  Extramural  Programs,  Dept 
5080,  Washington,  DC  20061-5080  (800)  253-4636 

Sept  18,  1988 

NEW  DRUGS  FOR  TREATMENT  OF  CORONARY  ARTERY  DISEASES. 
Four  Seasons  Hotel,  Austin,  Tex.  Fee  $75  member  of  Texas  Medical  As- 
sociation, $80  nonmember.  Category  1 , AMA  Physician’s  Recognition 
Award;  5 hours.  Contact  Texas  Medical  Association,  Dept  of  Annual 
Session,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

Sept  28-Oct  1,  1988 

CARDIOLOGY  AND  CARDIOVASCULAR  SURGERY:  INTERVENTIONS 
1988.  Westin  Galleria,  Houston.  Fee  $395  physicians,  $250  house  staff. 
Category  1,  AMA  Physician’s  Recognition  Award;  23  hours.  Contact 
Susan  Murray,  Texas  Heart  Institute,  PO  Box  20345,  MC  3-276,  Hous- 
ton, TX  77225  (713)  791-2157 

Dermatology 

Sept  18,  1988 

OFFICE  DERMATOLOGY.  Four  Seasons  Hotel,  Austin,  Tex.  Fee  $75 
member  of  Texas  Medical  Association,  $80  nonmember.  Category  1 , 
AMA  Physician’s  Recognition  Award;  5 hours.  Contact  Texas  Medical 
Association,  Dept  of  Annual  Session,  1801  N Lamar  Blvd,  Austin,  TX 
78701  (512)  477-6704 

Endocrinology 

Sept  23-24,  1988 

NEW  TREATMENT  FOR  DIABETES  AND  ITS  COMPLICATIONS. 
Doubletree  Hotel-Post  Oak,  Houston.  Fee  $80  physicians,  $50  non- 
Baylor  fellows,  nurses,  PAs.  Category  1 , AMA  Physician’s  Recognition 
Award;  10  hours.  Contact  Lila  Lerner  or  Carol  Soroka,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 


Sept  24,  1988 

DIABETES  UPDATE.  Methodist  Hospital,  Lubbock,  Tex.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  5 hours.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity Health  Sciences  Center,  Lubbock,  TX  79430  (806)  743-2929 

Sept  30-Oct  1,  1988 

NEW  HORIZONS  IN  DIABETIC  COMPUCATIONS.  Four  Seasons  Hotel, 
Austin,  Tex.  Fee  $90  nonmember  American  Diabetes  Association,  $75 
member  ADA.  Category  1,  AMA  Physician’s  Recognition  Award;  10 
hours.  Contact  Jeff  Fogel,  8 1 40  N Mopac,  Bldg  1 , Suite  1 30,  Austin,  TX 
78759  (800)  252-8233 

General  Medicine 

Sept  17,  1988 

HYPERTENSION  IN  CUNICAL  PRACTICE:  MEDICAL  MANAGEMENT 
AND  SURGICAL  APPROACHES  TO  SECONDARY  HYPERTENSION. 
Doubletree-Lincoln  Center,  Dallas.  Fee  $90  physicians,  $50  residents. 
Category  1 , AMA  Physician’s  Recognition  Award;  7 hours.  Contact 
Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)879-3789 

Sept  17,  1988 

BASIC  LIFE  SUPPORT  FOR  PHYSICIANS.  Four  Seasons  Hotel,  Austin, 
Tex.  Fee  $50  member  of  Texas  Medical  Association,  $55  nonmember. 
Category  1 , AMA  Physician’s  Recognition  Award;  4 hours.  Contact 
Texas  Medical  Association,  Dept  of  Annual  Session,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704 

Sept  29-30,  1988 

ISSUES  AND  CONCERNS  FACING  IRBS  AND  CUNICAL  INVES 
TIGATORS.  Austin,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  10  hours.  Contact  Susan  Larson,  Scott  and  White 
Hospital,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Internal  Medicine 

Sept  10,  1988 

ARRHYTHMIA  UPDATE  1988.  The  University  of  Texas  Health  Science 
Center,  San  Antonio,  Tex.  Fee  $50.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  5 hours.  Contact  the  Continuing  Medical  Education 
Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Neurology 

Sept  24,  1988 

EPILEPSY  UPDATE  1988.  Plaza  San  Antonio  Hotel-Downtown,  San  An- 
tonio, Tex.  Fee  TBA.  Credit  TBA.  Contact  The  University  of  Texas 
Health  Science  Center,  Continuing  Medical  Education  Office,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Obstetrics  and  Gynecology 

Sept  16-17,  1988 

GYNECOLOGIC  LASER  WORKSHOP:  EMPHASIS  ON  FIBER-DELIVERED 
LASERS  ENDOSCOPICALLY.  Presbyterian  Hospital,  Dallas.  Fee  TBA. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact 
Lela  Breckenridge,  Presbyterian  Hospital,  8200  Walnut  Hill  Lane, 

Dallas,  TX  75231  (214)  696-8458 

Sept  18,  1988 

OFFICE  GYNECOLOGY/MANAGEMENT  OF  SEXUALLY  TRANSMITTED 
DISEASES.  Four  Seasons  Hotel,  Austin,  Tex.  Fee  $75  member  Texas 


Texas  Medicine 


I Medical  Association,  >80  nonmember.  Category  1 , AMA  Physician’s 
Recognition  Award;  5 hours.  (Contact  Texas  Medical  Association,  Dept 
of  Annual  Session,  1801  N Uimar  Blvd,  Airstin,  TX  78701  (512) 
477-6704 

Sept  30-Oct  1,  1988 

PEDIATRIC  AND  ADOITSCENT  CATVECOEOGY.  Doubletree  Hotel 
Post  Oak,  Houston.  Fee  >200  nonmembers  of  North  American  Society 
of  Pediatrics  and  Adolescent  Gynecology,  >175  members,  > 1 50  resi- 
t dents,  >125  one  day.  Category  1,  AMA  Physician’s  Recognition  Award; 

! hours  14.  Contact  Carol  Soroka,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030  (713)  799-6020 

Ophthalmology 

Sept  9-10,  1988 

EXTRACAPSHLAR  CATARACT  EXTRACTION.  Doubletree  Hotel,  Dallas. 
Fee  TBA.  Credit  TBA.  Contact  Lela  Breckenridge,  Presbyterian  Hospi- 
tal, 8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Sept  23-24,  1988 

CORNEA  AND  EXTERNAL  DISEASE  SYMPOSIUM.  Hotel  Crescent 
Court,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  14  hours.  Contact  Iris  Wenzel,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704  or  Eleanor  Gold- 
smith, Dept  of  Ophthalmology,  The  University  of  Texas  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-3848 

Orthopedic  Surgery 

Sept  15-17,  1988 

INDUSTRIAL  MUSCULOSKELETAL  HEALTH:  SPORTS  MEDICINE  FOR 
WORKING  PEOPLE.  Loews  Anatole  Hotel,  Dallas.  Fee  $375  physicians, 
>225  residents,  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  19  hours.  Contact  Ann  Carlton,  Division  of  Orthopedic  Surgery, 
The  University  of  Texas  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-3525  or  (214)  688-2166 

Sept  16-17,  1988 

METABOLIC  BONE  DISEASES.  Warwick  Hotel,  Houston.  Fee  >300  phy- 
sicians, >50  residents  and  fellows.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  hours  TBA.  Contact  Alexander  Brodsky,  MD,  St.  Luke’s 
Episcopal  Hospital,  PO  Box  20269,  Houston,  TX  77225-0269  (713) 

791- 2925 

Pediatrics 

I 

(Sept  22-24,  1988 

BURNS  IN  CHILDREN.  Four  Seasons  Hotel,  Houston.  Fee  >300  physi- 
I cians,  >175  others.  Category  1,  AMA  Physician’s  Recognition  Award; 
21.5  hours.  Contact  Linda  Brown,  Office  of  Continuing  Education, 

I G.104  MSB,  University  of  Medical  School,  6431  Fannin,  Houston,  TX 
77030(713)792-5346 

Sept  29-30,  1988 

1 5TH  ANNUAL  PERINATAL  SEMINAR  Temple,  Tex.  Fee  >65.  Category 
1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Susan 
Larson,  Scott  and  'White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)  774-4083 

! Plastic  Surgery 

Sept  14-19,  1988 

COSMETIC  SURGERY  OF  THE  FACE  AND  BREAST.  Monte  Carlo,  Mon- 
aco. Fee  >700.  Category  1,  AMA  Physician’s  Recognition  Award;  18 
I hours.  Contact  Francine  Leinhardt,  Course  Coordinator,  UCLA  Exten- 
sion, 210  E 64th  St,  New  York,  NY  10021 

' OCTOBER 

I AIDS 

Oct  22-23,  1988 

AIDS  IN  TEXAS.  Westin  Oaks  Hotel,  Houston.  Fee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  11.5  hours.  Contact  Ellen  Kinser, 
Division  of  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  PO  Box  20367,  HMB  15.1501,  Houston,  TX  77225  (713) 

792- 4671 


Cancer 

Oct  11-14,  1988 

4 1ST  ANNUAL  SYMPOSIUM  ON  FUNDAMENTAL  CANCER  RESEARCH. 
Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Box  11,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792  2222 

Emergency  Care 

Oct  21-22,  1988 

4TH  ANNUAL  EMERGENCY  MEDICINE  CONFERENCE.  Dallas.  Fee 
>150.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Endocrinology 

Oct  14-15,  1988 

3RD  ANNUAL  DIABETES  CENTER  CLINICAL  S’YMPOSIUM  LaMansion 
del  Rio,  San  Antonio,  Tex.  Fee  >125  physicians,  >50  nonphysicians. 
Category  1 , AMA  Physician’s  Recognition  Award;  8 hours.  Contact 
Kathleen  O’Shea,  Humana  Hospital,  8026  Floyd  Curl  Dr,  San  Antonio, 
TX  78229(512)692-8257 

Family  Medicine 

Oct  14-15,  1988 

4TH  ANNUAL  WOMEN’S  HEALTH  UPDATE.  College  Station,  Tex.  Fee 
>125.  Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Geriatrics 

Oct  5-7,  1988 

CONFERENCE  ON  NUTRITION  AND  AGING.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  >300  physicians  before  Sept  1 5, 
>350  physicians  after  Sept  15,  >200  nonphysicians  before  Sept  15, 

>250  nonphysicians  after  Sept  15.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  20  hours.  Contact  The  University  of  Texas  Medical 
Branch,  Dept  of  Internal  Medicine,  B-37,  Galveston,  TX  77550-2775 
(409)  761-1987 

Oct  26,  1988 

GERIATRICS  IN  CLINICAL  PRACTICE.  Marriott  Medical  Center,  Hous- 
ton. Fee  TBA.  Credit  TBA.  Contact  Vicki  Forgac,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

Internal  Medicine 

Nov  4-5,  1988 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  The  University  of 
Texas  Southwestern  Medical  Center,  Room  D 1.600,  Dallas.  Fee  >75. 
Category  1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact 
Ann  Parchem,  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Neurology 

Oct  6-8,  1988 

EMERGING  CONCEPTS  IN  ALZHEIMER  CARE.  Holiday  Inn  Riverwalk, 
San  Antonio,  Tex.  Fee  >90.  Category  1 , AMA  Physician’s  Recognition 
Award;  11.5  hours.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 

Obstetrics  and  Gynecology 

Oct  28-29,  1988 

ELECTROSURGERY  AND  LASER  LAPAROSCOPY.  Marriott  River  Center 
Hotel-Downtown,  San  Antonio,  Tex.  Fee  >250  physicians,  >75  non- 
physicians, fellows,  residents.  Category  1 , AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  The  University  of  Texas  Health  Science  Cen- 
ter, Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 
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Ophtfialmology 

Oct  7-8,  1988 

SIUCONE  OIL:  A TUTORIAL  WITH  DR  RELJA  ZIVOJNOVIC.  Westin 
Hotel-GaUeria,  Dallas.  Fee  TEA.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  9 hours.  Contact  Lela  Breckenridge,  Presbyterian  Hospital, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214)  696-8458 

Orthopedic  Surgery 

Oct  13-15,  1988 

DALLAS  SHORT  COURSE/ORTHOTICS  AND  PROSTHETICS.  Melrose 
Hotel,  Dallas.  Fee  8225.  Credit  TBA.  Contact  Ann  Carlton,  RPT, 
Orthopaedics,  The  University  of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235-9031  (214)  688-3525 

Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  8640.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  UT  Southwestern  Medical  Cen- 
ter, 5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Oct  28-29,  1988 

1 2TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Fee  TBA.  Category  I , AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock,  TX 
79430  (806)  743-2929 

Psychiatry 

Oct  7-8,  1988 

CHILD  AND  FAMILY  MENTAL  HEALTH  IN  THE  RIO  GRANDE  VALLEY. 
Embassy  Suites  Hotel,  McAllen,  Tex.  Fee  895  physicians,  855  nonphysi- 
cians. Category  1 , AMA  Physician’s  Recognition  Award;  1 . 1 hours.  Con- 
tact Martha  Berlin,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch,  William  C.  Levin  Hall  J-34,  Galveston,  TX  77550 
(409)761-2934 

Radiology 

Oct  12-14,  1988 

DUGNOSTIC  RADIOLOGY  UPDATE.  Hyatt  Regency  Hotel-Downtown, 
San  Antonio,  Tex.  Fee  8300.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  the  Continuing  Medical  Education  Office, 
UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Oct  17-21,  1988 

EXTERNAL  BEAM  DOSIMETRY.  Tne  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  8600.  Category  1,  AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78290-7980 
(512)  567-4444 

Oct  24-28,  1988 

BRACH’yTHERAPY  DOSIMETRY.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  8600.  Category  1,  AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Fee  8350.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2502 

Risk  Management 

Oct  22,  1988 

RISK  MANAGEMENT.  The  University  of  Texas  Southwestern  Medical 
Center,  Room  D 1.600.  Fee  TBA.  Credit  TBA.  Contact  Freddie  Heitman, 
Continuing  Education,  UT  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  ( 214)  688-2166 


Surgery 

Oct  8-9,  1988 

REGIONAL  REVIEW  COURSE  IN  HAND  SURGERY  1988.  San  Antonio, 
Tex.  Fee  8200  physicians,  8100  residents,  fellows.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  American  Society  for 
Surgery  of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014 
(303)755-4588 

Oct  8,  1988 

STAPUNG  UPDATE  FOR  GENERAL  AND  THORACIC  SURGERY.  The 
University  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  8200. 
Category  I,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact  the 
Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

T ransplantation 

Oct  13-15,  1988 

TRANSPLANTATION  1988.  Westin  Hotel-Galleria.  Fee  8125  physicians 
in  advance,  8150  physicians  on  site,  850  nonphysicians  in  advance, 

860  nonphysicians  on  site.  Category  1,  AMA  Physician’s  Recognition 
Award;  14.5  hours.  Contact  Maria  Neal,  Dallas  Transplant  Institute,  PO 
Box  225999,  Dallas,  TX  75265  (214)  944-8583 

NOVEMBER 

Anestfiesiology 

Nov  12,  1988 

BAY-CAP  MINI  SYMPOSIUM.  Location  TBA.  Fee  TBA.  Credit  TBA.  Con- 
tact Carol  Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030 

Cancer 

Nov  2-5,  1988 

32ND  ANT9UAL  CUNICAL  CONFERENCE/OPTIMIZING  MANAGE 
MENT  OF  PRIMARY  BONE  TUMORS:  MULTI-DISCIPLINARY  AP- 
PROACH. MD  Anderson  Hospital,  Clark  Clinic  Bldg  Auditorium, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  MD  Anderson 
Cancer  Center,  Conference  Services  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Critical  Care  Medicine 

Nov  17-19,  1988 

THORACIC  AND  ABDOMINAL  TRAUMA/8TH  ANNUAL  WILLIAM 
BEAUMONT  ARMY  MEDICAL  CENTER  TRAUMA  SYMPOSIUM.  Mar- 
riott Hotel,  El  Paso,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  20  hours.  Contact  Mrs  Marty  May,  Trauma  Service,  Dept 
of  Surgery,  William  Beaumont  Army  Medical  Center,  El  Paso,  TX 
79920-5001  (915)  569-2621  or  (915)  569-2787 

General  Medicine 

Nov  10-12,  1988 

DIABETES  UPDATE  1988.  The  University  of  Texas  Medical  Branch, 
Galveston,  Tex.  Fee  8250  physicians,  8125  non-physicians.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)  761-2934 

Obstetrics  and  Gynecology 

Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Westin  Hotel, 
Dallas.  Fee  8475  complete  course,  8325  basic  course,  8150  pathology 
course.  Category  1 , AMA  Physician’s  Recognition  Award;  36  hours. 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Nov  2-6,  1988 

PELVIC  AND  VAGINAL  SURGERY.  San  Antonio,  Tex.  Fee  8450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Susan 
Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 


Texas  Medicine 


NOV  3-5,  1988 

OBSTETRIC  ULTRASOUND.  Royal  Soncsta  Hotel,  New  Orleans.  Fee 
*445,  *395  fellows,  *198  life  and  subspccialty  fellows.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours,  ACOG,  16  cognates. 
Contact  the  American  College  of  Obstetricians  and  Gynecologists,  600 
Maryland  Avc  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  9-11,  1988 

LASERS  IN  GYNECOLOGY.  University  of  Massachusetts  Medical  Cen- 
ter, Worchester,  Mass.  Fee  *750,  *700  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  20  hours.  ACOG,  20  cognates.  Contact  the 
American  College  of  Obstetricians  and  Gynecologists,  600  Maryland 
Ave  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  10,  1988 

NEWER  TREATMENT  REGIMENS  IN  THE  DISORDERS  OF  WOMEN/ 
PSYCHIATRIC  AND  GYNECOLOGIC  PERSPECTIVES.  Inn  on  the  Park, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lerner,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

Nov  18-19,  1988 

lOTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  GYNECOLOGY.  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  Tex.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  8.5  hours.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity HSC,  Lubbock,  TX  79430  (806)  743-2929 

Nov  28-29,  1988 

COMPUTER  APPUCATIONS  IN  OBSTETRICS  AND  GYNECOLOGY:  AN 
INTRODUCTORY  WORKSHOP.  Houstonian  Hotel  and  Conference 
Center,  Houston.  Fee  *550,  *500  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  14  hours.  ACOG,  14  cognates.  Contact  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW, 
Suite  300  East,  Washington,  DC  20024-2588 

Oncology 

Nov  30-Dec  1,  1988 

CLINICAL  PROBLEMS  IN  ONCOLOGY.  Marriott  Hotel-Medical  Center, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Tamara  Greiner  or  Carol 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

Ophdialmology 
Nov  17-19,  1988 

WELSH  CATARACT  CONGRESS.  Westin  Galleria,  Houston.  Fee  TBA. 
Credit  TBA.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Ortfiopedic  Surgery 

Nov  9- 13,  1988 

CHALLENGE  OF  THE  LUMBAR  SPINE/IOTH  ANNIVERSARY  SYM- 
POSIUM. Hyatt  Regency  Hotel,  San  Antonio,  Tex.  Fee  *550  physicians, 
*425  residents,  interns,  *150  per  day.  Category  1,  AMA  Physician’s 
Recognition  Award;  31  hours.  Contact  Challenge  of  the  Lumbar  Spine, 
Inc,  4330  Medical  Drive,  Suite  210,  San  Antonio,  TX  78229  (512) 
696-9971 

Pediatrics 

Nov  11-12,  1988 

PEDIATRICS  FOR  THE  PRACnTIONER/22ND  ANNUAL  KENNETH 
HALTAUN  PEDIATRICS  SEMINAR.  Westin  Hotel,  Dallas.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact  June 
Bovill,  Continuing  Education,  UT  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Nov  11-12,  1988 

ADVANCES  IN  TTIE  TREATMENT  OF  PEDIATRIC  BONES.  Westin  Gal- 
leria Hotel,  Dallas.  Fee  *150  before  Sept  1,  *175  after  Sept  1.  Credit 
TBA.  Contact  Linda  Henry,  Humana  Hospital-Medical  City  Dallas,  7777 
Forest  Lane,  Dallas,  TX  75230  (214)  788-6236 

Nov  30-Dec  2,  1988 

ENTEROPATHY  OF  INFANTILE  MALNUTRITION,  DIAGNOSIS  AND 
MANAGEMENT.  ChUdren’s  Nutrition  Research  Center,  Baylor  College 


of  Medicine,  Houston.  Fee  *150  before  Oct  1,  *175  after  Oct  1.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  18  hours.  C.ontact  Vicki 
Forgac  or  Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030 

Psychiatry 

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM.  San  Francisco  Fee 
TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Con- 
tact Extended  Programs  in  Medical  Education,  Room  569-U,  University 
of  California  School  of  Medicine,  San  Francisco,  CA  94 1 43  ( 4 1 5 ) 
476-4251 

Nov  19,  1988 

AFFECTIVE  DISORDERS:  TREATMENT  UPDATE.  The  Grand  Kempinski 
Hotel,  Dallas.  Fee  *90  physicians,  *50  residents.  Category  1,  AMA  Phy- 
sicians Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235(214)  879-3789 

Radiology 

Nov  14-18,  1988 

RADIATION  SAFETY  OFFICERS  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  *750.  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  the  Continuing 
Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio, 

TX  78284-7980  (512)  567-4444 

Nov  16-19,  1988 

FUNDAMENTALS  OF  MRI.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  *395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  the  Continuing  Medical  Education 
Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Risk  Management 

Nov  10-11,  1988 

RISK  MANAGEMENT  AND  QUALITY  ASSURANCE:  ISSUES  AND  INTER- 
ACTIONS. West  Chase  Hilton,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Nancy  Ebert,  PO  Box  15587,  Austin,  TX  78761  (512)  465-1000  or 
(800)  252-9403 

Surgery 

Nov  2-5,  1988 

THE  WRIST  1988.  Saddlebrook  Resort,  Tampa,  Fla.  Fee  *520  physi- 
cians before  Oct  3,  *570  physicians  after  Oct  3,  *370  residents,  fel- 
lows before  Oct  3,  *420  residents,  fellows  after  Oct  3.  Category  1, 

AMA  Physician’s  Recognition  Award;  19  hours.  Contact  American  So- 
ciety of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  (303) 
755-4588 

Nov  4-5,  1988 

GENERAL  SURGERY  UPDATE  1988.  Marriott-Medical  Center,  Houston. 
Fee  *225.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hours. 
Contact  Lila  Lerner,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

DECEMBER 

Cancer 

Dec  7-9,  1988 

ADVANCES  IN  CANCER  MANAGEMENT/NATIONAL  CONFERENCE  OF 
THE  AMERICAN  CANCER  SOCIETY.  Los  Angeles,  CA.  Contact  the 
American  Cancer  Society,  National  Conference  on  Advances  in  Cancer 
Management,  3340  Peachtree  Road  NE,  Atlanta,  GA  30026  (212) 
599-3600 

Family  Medicine 

Dec  2-3,  1988 

3RD  ANNUAL  PRIMARY  CARE  RESEARCH  AND  STATISTICS.  San  An- 
tonio, Tex.  Contact  the  Continuing  Medical  Education  Office,  UTHSC, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 
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Dec  2-3,  1988 

2ND  ANNUAL  UPDATE  ON  COMMON  MEDICAL  AND  SURGICAL 
PROBLEMS.  San  Antonio,  Tex.  Contact  Kathleen  O’Shea,  Humana  Hos- 
pital, 8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229  (512)  692-8257 

Dec  3,  1988 

PRACTICE  UPDATE  88.  Dallas.  Contact  Diane  Pitkin,  St  Paul  Medical 
Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

Orthopedic  Surgery 

Dec  1-3,  1988 

FALL  SYMPOSIUM  ON  BACK  PAIN/AMERICAN  BACK  SOCIETY.  San 
Francisco.  Contact  American  Back  Society,  2647  E I4th  St,  Suite  401, 
Oakland,  CA  94601  (415)  536-9929 

Otolaryngology 

Dec  9-10,  1988 

ENDOSCOPIC  SINUS  SURGERY.  Galveston,  Tex.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  The  University  of  Texas  Medical 
Branch,  WiUiam  C.  Levin  Hall  J-34,  Galveston,  TX  77550-2782  (409) 
761-2934 

Pathology 

Dec  10,  1988 

45TH  ANNUAL  PATHOLOGY  SEMINAR.  San  Antonio,  Tex.  Contact  the 
Continuing  Medical  Education  Office,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONFERENCE  ON  CONTEMPORARY  ISSUES  IN 
DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Houston. 
Contact  Linda  Brown,  Office  of  Continuing  Education,  G.104  MSB,  The 
University  of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  77030 
(713)792-5346 

Dec  3,  1988 

6TH  ANNUAL  UPDATE  IN  PSYCHIATRY.  San  Antonio,  Tex.  Contact  the 
Continuing  Medical  Education  Office,  The  University  of  Texas  Health 
Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

JANUARY 

Obstetrics  and  Gynecology 
Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Houston.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT:  A MULTIDISCIPLINARY  APPROACH.  San  Antonio, 
Tex.  Contact  the  Continuing  Medical  Education  Office,  The  University 
of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  S’VTVIPOSIUM.  San  Antonio,  Tex. 
Contact  the  Continuing  Medical  Education  Office,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512 ) 567-4444 

MARCH 

Anesthesiology 
March  3—5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Houston. 
Contact  Marjorie  Kraft,  6431  Fannin,  G.104,  Houston,  TX  77030  (713) 
792-5346 


REGULARLY  SCHEDULED  ACTIVITIES 


Monday-Friday 

POSTGRADUATE  WORKSHOP  IN  NEURORADIOLOGY.  (Date  assigned 
by  individual  request.)  Methodist  Hospital,  Houston.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact  Vicki 
Forgac,  Office  of  Continuing  Education  184-A,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Monday-Friday 

POSTGRADUATE  WORKCOURSE  IN  DIAGNOSTIC  ULTRASOUND. 
(Date  assigned  by  individual  request.)  Ben  Taub  General  Hospital, 
Houston.  Fee  $600.  Category  1,  AMA  Physician’s  Recognition  Award; 

40  hours.  Contact  Vicki  Forgac,  Office  of  Continuing  Education  184-A, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)799-6020 

Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)  480-1869 

Thursday-Friday 

POSTGRADUATE  WORKSHOP  IN  REAL-TIME  OBSTETRICAL  ULTRA- 
SONOGRAPHY. (Date  assigned  by  individual  request.)  Jefferson  Davis 
Hospital,  Houston.  Fee  $375.  Category  1,  AMA  Physician’s  Recognition 
Award;  16  hours;  ACOG,  16  cognates.  Contact  Vicki  Forgac,  Office  of 
Continuing  Education  184-A,  Baylor  College  of  Medicine,  One  Baylor 
Plaza,  Houston,  TX  77030  (713)  799-6020 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1,  AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
$1,000  physicians;  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,600 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours; 
$1,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
$35  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-7291 


Texas  Medicine 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category’  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

AUGUST 

BETTER  FINANCIAL  MANAGEMENT  METHODS 
Aug  10,  1988,  Corpus  Christi 

EFFECTIVE  PERSONNEL  MANAGEMENT  TECHNIQUES 
Aug  12,  1988,  Corpus  Christi 

IMPROVED  PATIENT  FLOW  MANAGEMENT 
Aug  1 1,  1988,  Corpus  Christi 

SEPTEMBER 

THE  1-2-3’s  OF  PRACTICE  DEVELOPMENT— 5.5  hours 
Sept  24,  1988,  Dallas 

INSLTRANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION— 3 hours 
Sept  13,  1988,  San  Antonio 
Sept  14,  1988,  McAllen 
Sept  20,  1988,  Fort  Worth 
Sept  22,  1988,  Tyler 
Sept  28,  1988,  Austin 
Sept  29,  1988,  Houston 

HOW  TO  IMPROVE  YOUR  THIRD  PARTY  REIMBURSEMENT— 3 
hours 

Sept  13,  1988,  San  Antonio 
Sept  14,  1988,  McAllen 
Sept  20,  1988,  Fort  Worth 
Sept  22,  1988,  Tyler 
Sept  28,  1988,  Austin 
Sept  29,  1988,  Houston 

OCTOBER 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA- 
TION— 3 hours 
Oct  13,  1988,  Midland 
Oct  14,  1988,  Lubbock 
Oct  19,  1988,  Abilene 
Oct  21,  1988,  DaUas 

HOW  TO  IMPROVE  YOUR  THIRD-PARTY  REIMBURSEMENT— 3 
hours 

Oct  13,  1988,  Midland 
Oct  14,  1988,  Lubbock 
Oct  19,  1988,  Abilene 
Oct  21,  1988,  Dallas 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE— 6 hours 
Oct  5,  1988,  Austin 
Oct  6,  1988,  DaUas 

PLANNING  FOR  RETIREMENT 
Oct  8,  1988,  San  Antonio 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Oct  28-29,  1988,  Temple 


VIDEOTAPE  PROGRAMS  FROM  TMA  LIBRARY 


FoUowing  are  several  of  the  most  recent  titles  added  to  the  Texas 
Medical  Association  Memorial  Library’s  video  collection.  Each  of  these 


programs  has  been  designated  for  two  credit  hours  of  C^ategory  1 , AMA 
Physician’s  Recognition  Award.  This  continuing  medical  education  ac- 
tivity is  available  at  no  extra  charge  to  TMA  members.  To  borrow  a 
specific  program  or  get  more  information  contact  the  Audiovisuals 
Office,  Texas  Medical  Association,  1801  N lamar  Blvd,  Austin,  TX 
^8701  (512)  477-6704,  ext  195. 

SEIZURE  CLINIC:  MANAGEMENT  OF  THE  PATIENT  WITH  EPILEPSY. 
NCME  Tape  518.  One  half  inch  VHS,  50  minutes.  New  York,  Network 
for  Continuing  Medical  Education,  1988. 

CURRENT  CONCEPTS  IN  NUTRITION.  NCME  Tape  520.  One  haU  inch 
VHS,  48  minutes.  New  York,  Network  for  Continuing  Medical  Educa- 
tion, 1988. 

ITARNING  DISABIUTIES:  DIFFERENTIAL  DIAGNOSIS.  NCME  Tape 
522.  One  half  inch  VHS,  48  minutes.  New  York,  Network  for  Continu- 
ing Medical  Education,  1988. 

NON-INSUUN-DEPENDENT  DIABETES:  ADA  GUIDELINES  FOR  MAN- 
AGEMENT. NCME  Tape  524.  One  half  inch  VHS,  48  minutes.  New 
York,  Network  for  Continuing  Medical  Education,  1988. 

COMMUNITY-ACQUIRED  PNEUMONIAS:  CURRENT  CLINICAL  AP 
PROACHES.  NCME  Tape  526.  One  half  inch  VHS,  45  minutes.  New 
York,  Network  for  Continuing  Medical  Education,  1988. 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


August 

■WORLD  CONGRESS  ON  MEDICAL  PHYSICS  AND  BIOMEDICAL  EN- 
GINEERING, San  Antonio,  Tex,  Aug  7-12,  1988.  Contact  David  Kopp, 
PhD,  Dept  of  Radiology,  The  University  of  Texas  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284 

■ 17TH  ANNUAL  MEETING  OF  THE  INTERNATIONAL  SOCIETY  FOR 
EXPERIMENTAL  HEMATOLOGY,  Houston,  Aug  21-25,  1988.  Contact 
Shirley  Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Box 
131,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

September 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  ANNUAL  MEETING,  Washington,  DC,  Sept  23-24,  1988. 
Contact  American  Academy  of  Facial  Plastic  and  Reconstructive  Sur- 
gery, 1101  Vermont  Ave  NW,  Ste  404,  Washington,  DC,  20005  (202) 
842-4500 

AMERICAN  ACADEMY  OF  OTOLAR'WGIC  ALLERGY  ANNUAL  MEET- 
ING, Washington,  DC,  Sept  29-Oct  1,  1988.  Contact  AAOA,  1101  Ver- 
mont Ave  NW,  Ste  302,  Washington,  DC,  20005  (202)  682-0546 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY-HEAD  AND  NECK 
SURGERY  ANNUAL  MEETING,  Washington,  DC,  Sept  25-29,  1988. 
Contact  AAO,  1101  Vermont  Ave  NW,  Ste  302,  Washington,  DC  20005 
(202)  289-4607 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  ANNUAL  MEET 
ING,  New  Orleans,  Sept  26-29,  1988.  Contact  ACEP,  PO  Box  619911, 
DaUas,  TX  75261  (214)  550-091 1 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS  ANNUAL  MEETING, 
Washington,  DC,  Sept  28-Oct  2,  1988.  Contact  ACNP,  1101  Vermont 
Ave  NW,  Ste  700,  Washington,  DC  20005  (202)  857-1135 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Cincin- 
nati, Sept  23-30,  1988.  Contact  ACR,  1891  Preston  'White  Dr,  Reston, 
VA  22091  (703)  648-8900 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY  4TH 
ANNUAL  MEETING,  Baltimore,  Sept  17—19,  1988.  Contact  American 
Society  for  Reconstructive  Microsurgery,  Attn:  Registration,  3025  S 
Parker  Rd,  Suite  65,  Aurora,  CO  80014 
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AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND  ANNUAL  MEET- 
ING, Baltimore,  Sept  14-17,  1988.  Contact  American  Society  for  Sur- 
gery of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  (303) 
755-4588 

SOCIETY  OF  THORACIC  SURGEONS  ANNUAL  MEETING,  New  Or- 
leans, Sept  25-28,  1988.  Contact  Society  of  Thoracic  Surgeons,  1 1 1 E 
Walker  Dr,  Chicago,  IL  60640  (312)  644-6610 

■TEXAS  ACADEMY  OF  FAMILY  PRACTICE  ANNUAL  ASSEMBLY,  Aus- 
tin, Sept  23-25,  1988.  Contact  TAFP,  8733  Shoal  Creek  Blvd,  Austin, 

TX  78758  (512)  451-8237 

■TEXAS  DERMATOLOGICAL  SOCIETY  MEETING,  Galveston,  Sept 
7-9,  1988.  Contact  Carrie  Laymon,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  MEDICAL  ASSOCIATION  FALL  CONFERENCE,  Austin,  Sept 
16-18,  1988.  Contact  Bob  Mickey,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIETY  MEETING,  Dallas,  Sept  9-11,  1988. 
Contact  Mary  Greene,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704 

■TEXAS  SOCIETY  OF  MEDICAL  ASSISTANTS’  FALL  CONFERENCE, 
Austin,  Sept  17,  1988.  Contact  Barbara  Smith,  CMA,  518  Granada  Dr, 
Garland,  TX  75043  (214)  686-9737 

October 

12TH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  CARE, 
Lake  Buena  Vista,  FL,  Oct  31 -Nov  2,  1988.  Contact  Edward  Harrison, 
National  Commission  on  Correctional  Health  Care,  2000  N Racine, 

Suite  3500,  Chicago,  IL  606l4  (312)  528-0818 

AMERICAN  ACADEMY  OF  CHILD  AND  ADOLESCENT  PSYCHIATRY 
ANNUAL  MEETING,  Seattle,  Oct  26-30,  1988.  Contact  American 
Academy  of  Child  and  Adolescent  Psychiatry,  3615  Wisconsin  Ave  NW, 
Washington,  DC  20016  (202)  966-7300 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  ANNUAL  MEETING, 
New  Orleans,  Oct  1-3,  1988,  Contact  AAFP,  1740  W 92nd  St,  Kansas 
City,  MO  64114  (816)  333-9700 

■AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  San  Antonio,  Oct  24-28,  1988.  Contact  American  Academy 
of  Occupational  Medicine,  2340  S Arlington  Heights  Rd,  Ste  400,  Ar- 
lington Heights,  IL  60005  (312)  228-6850 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  ANNUAL  MEETING, 

Las  Vegas,  Oct  8-12,  1988.  Contact  AAO,  655  Beach  St,  PO  Box  7424, 
San  Francisco,  CA  94120  (415)  921-4700 

AMERICAN  ACADEMY  OF  PEDIATRICS  ANNUAL  MEETING,  San 
Francisco,  Oct  15-20,  1988.  Contact  AAP,  l4l  Northwest  Point  Blvd, 
Elk  Grove  Village,  IL  60009  (312)  228-5005 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION ANNUAL  MEETING,  Seattle,  Oct  30-Nov  4,  1988.  Contact  Ameri- 
can Academy  of  Physical  Medicine  and  Rehabilitation,  1 22  S Michigan 
Ave,  Ste  1300,  Chicago,  IL  60603  (312)  922-9366 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRAPHY  AND  ELEC- 
TRODIAGNOSIS ANNUAL  MEETING,  San  Diego,  Oct  5-8,  1988.  Con- 
tact AAEE,  732  Marquette  Bank  Bldg,  Rochester,  MN  55904  (507) 
288-0100 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS  54TH  ANNUAL  SCIEN- 
TIFIC ASSEMBLY,  Anaheim,  Calif,  Oct  3-7,  1988.  Contact  ACCP,  91 1 
Busse  Highway,  Park  Ridge,  IL  60068  (312)  698-2200 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL  MEETING,  Chicago, 
Oct  23—28,  1988.  Contact  American  College  of  Surgeons,  55  E Erie  St, 
Chicago,  IL  6061 1 ( 3 1 2 ) 664-4050 

AMERICAN  SOCIETY  FOR  THERAPEUTIC  RADIOLOGY  AND  ON- 
COLOGY ANNUAL  MEETING,  New  Orleans,  Oct  9-14,  1988.  Contact 
American  Society  for  Therapeutic  Radiology  and  Oncology,  1891  Pres- 
ton White  Dr,  Reston,  VA  22091  (703)  648-8900 


AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING, 
San  Francisco,  Oct  8-12,  1988.  Contact  ASA,  515  Busse  Highway,  Park 
Ridge,  IL  60068  (312)  825-5586 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET- 
ING, Las  Vegas,  Oct  24-30,  1988.  Contact  American  Society  of  Clinical 
Pathologists,  2100  W Harrison,  Chicago,  IL  60612  (312)  738-1336 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Atlanu,  Oct  13-16,  1988.  Contact  American  Society  of  Internal  Medi- 
cine, 1101  Vermont  Ave  NW,  Ste  500,  Washington,  DC  20005  (202) 
289-1700 

■ASSOCIATION  OF  MIUTARY  SURGEONS  OF  THE  US  95TH  ANNUAL 
MEETING,  San  Antonio,  Oct  30-Nov  4,  1988.  Contact  Association  of 
Military  Surgeons  of  the  US,  9320  Old  Georgetown  Rd,  Bethesda,  MD 
20814  (301)897-8800 

COLLEGE  OF  AMERICAN  PATHOLOGISTS  SCIENTIFIC  MEETING,  Las 
Vegas,  Oct  22-28,  1988.  Contact  College  of  American  Pathologists, 
5202  Old  Orchard  Rd,  Skokie,  IL  60077  (312)  966-5700 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY  27TH  AN- 
NUAL SCIENTIFIC  SESSION,  San  Francisco,  Oct  27-29,  1988.  Contact 
Joyce  Gullixson,  Western  Society  of  Allergy  and  Immunology,  PO  Box 
1119,  Portland,  OR  97201  (503)  224-6159 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 


F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 


STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Texas  Medicim 


TMLT.  A DECADE  OF  SECURITY. 
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TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 


V 
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Created  by  the  Texas  Medical  Association 


Statewide  Service  Center: 
1-800-252-9179 

P.O.  Box  14746,  Austin, Texas  78761 


would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 


I^SCQTT&WHITE 

Texas  A&M  University 
College  of  Medicine 

Perinatal  Outreach 

"Issues  and  Concerns 

Education  Program 

Facing  IRBs  and 

- presents  - 

Clinical  Investigators” 

15th  Aimiial 
Perinatal  Seminar 

DoubleTree  Inn 

at 

Austin,  Texas 

Scott  and  White 

Temple,  Texas 

SEPTEMBER  29-30,  1988 

SEPTEMBER  29-30,  1988 

Timberlawn  Rychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 

• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 

Adtnissions:  PO,  Box  11288  Dallas,  Texas  75223;  214/381-7181;  1-800-4264944 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology, 
Neuropsychology  and  Social  Work 

• Family  Assessment  and  Treamient 


Focus:  Your  patients’  mental  health  problems 


Texas  M e d i c i n 
■^SF  LIBRARY 
Received  on: 


Our  tesun  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 
information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 
Shadows 
Glen 

A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessuer,  Houston,  Texas  77080  ( 713)  462-4000 


Design  Your  Own  Office 

Ideal  for  dermatologist,  pediatrician  or  family  practitioner. 

Up  to  5000  sq.  ft.  of  lease  space  available  in  a NEW  MEDICAL  PLAZA. 


Prime  Location: 

In  rapidly  growing  Northwest  San 
Antonio.  Across  from  a high  school 
with  enrollment  of  2,800  in  the  8th 
largest  and  fastest  growing  school 
district  in  the  state. 

On  the  primary  East/West  cross 
street  for  two  major  north  bound 
thoroughfares. 


Demographics: 

1985  population  for  immediate  area 
— 44,900  with  estimated  increase 
to  1 56,700  by  the  year  2000. 
Highest  income  area  of  San  Antonio. 
50/50  combination  of  single  and 
multi-family  dwellings. 

Residents  average  age  — 29.3  yrs. 


For  further  information  contact: 

Dr.  Wm.  S.  Rowe 
10350  Bandera  Road 
San  Antonio,  Texas  78250 
(512)  684-2357  after  6pm 


In  moderate  depression  and  anxiety 


^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.i'.  dose^ 

^ First-week  improvement  in  somatic  symptoms  ^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 

Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX 


References;  1.  Data  on  file,  Hoflmann-La  Roche  Inc.,  Nutley,  N),  2.  FeighnerVP, 
etal:  Psychopharmacology  61 :2\l-22i.  Mar  22, 1979. 


Umbitrol*® 

Ifanquilizer— Antidepressant 

Before  prescribing,  piease  consuit  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiting  complete  mental  alertness  {eg.,  operating  machinery,  driving) . 
Usage  In  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  ty^  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Ibgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  ^ys  before  surgery  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  anhythmias,  heart  block,  stroke.  Pychiacric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic-  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrapt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abnipt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 
l.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

Mom  Svi^pVieA-.  Double  strength  (DS)  Tbblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tablets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week! 

And  The  Weeks  That  Follow 

1^74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose’ 

^First-week  reduction  in  somatic  symptoms’ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  aaivities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effeaive  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Redurtion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 


UmbitrorDS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 
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Editorials 


Progress  in  mental  health 

Texas  physicians  are  engaged  in  a variety  of  efforts  to  promote 
the  mental  health  of  Texas  citizens.  Those  efforts  include  di- 
rect patient  care;  patient  and  continuing  medical  education; 
working  with  the  Texas  and  federal  legislatures;  working  with 
local,  state,  and  federal  agencies;  and  research  of  many  kinds. 
The  diversity  of  articles  in  this  issue  indicates  the  diversity  of 
psychiatrists’  interests  and  also  reflects  the  great  variety  of 
mental  health  problems  that  require  the  attention  of  all  physi- 
cians as  well  as  psychiatrists.  The  Texas  Society  of  Psychiatric 
Physicians  is  grateful  to  the  authors  who  have  contributed  to 
this  issue  of  Texas  Medicine  and  to  the  journal’s  editorial 
board  for  dedicating  it  to  mental  health.  1 wish  in  turn  to  thank 
my  coeditors,  Drs  Edward  Reilly  of  Houston  and  Charles  L. 
Bowden  of  San  Antonio. 

The  two  articles  on  substance  abuse,  written  by  Drs  Reilly 
and  K.J.  Krajewski,  indicate  the  enormity  of  this  problem  for 
Texans.  Alcohol  abuse  is  a problem  as  old  as  civilization.  Co- 
caine abuse  is  a newer  problem,  and  far  more  dangerous  be- 
cause the  substance  has  spread  rapidly  as  “crack”  to  new 
populations.  Thus,  users  are  essentially  unable  to  dose  them- 
selves safely  and  to  protect  themselves  from  toxic  effects  or 
habituation. 

As  pointed  out  by  Dr  Bowden  and  his  coauthors,  the  treat- 
ment of  anxiety  disorders  is  becoming  more  sophisticated  as 
we  make  more  accurate  diagnoses  and  develop  drugs  that  ap- 
pear to  have  specific  antianxiety  effects.  Until  recently,  we 
have  had  to  steer  a narrow  course  between  anxiety  relief  and 
habituation.  Recent  developments  indicate  that  we  may  be 
able  to  develop  antianxiety  drugs  without  potential  for  habitu- 
ation and  that  the  antidepressants  may  also  be  useful  in  treat- 
ing some  anxiety  disorders. 

We  are  reminded  by  Dr  Paul  C.  Mohl  that  psychotherapy  is 
still,  and  will  continue  to  be,  a valuable  treatment  for  emo- 
tional disturbances  and  that  brief  supportive  psychotherapy 
can  be  performed  successfully  by  any  physician  willing  to 
spend  time  listening  attentively  and  empathically  and  then  ad- 
vising wisely. 

Three  syndromes  that  have  received  much  recent  attention 
are  also  discussed  in  this  issue.  They  are  attention-deficit 
hyperactivity  disorder  in  children,  eating  disorders,  and  the 
disorders  associated  with  infection  with  the  human  immuno- 
deficiency virus  (HIV).  The  attention  deficit  disorders,  dis- 
cussed by  Dr  Steven  Pliszka,  often  respond  well  to  a combined 
psychother^y/medication  regimen.  The  eating  disorders,  re- 
viewed by  Dr  Waller,  are  a spectrum  of  abnormal  eating  be- 
haviors occurring  primarily  in  young  women.  Anorexia  nervosa 
has  a potentially  lethal  outcome;  bulimia  is  a more  benign  con- 
dition, but  with  a greater  tendency  to  become  chronic.  Dr  Karl 
Goodkin  points  out  that  HIV  infection,  with  its  likely  lethal 
outcome,  has  a high  psychiatric  morbidity  ranging  from  anxi- 
ety and  depression  to  dementia,  and  also  takes  a heavy  emo- 
tional toll  of  those  who  care  for  infected  individuals. 

Why  does  the  burden  of  mental  disorder  appear  to  be  bur- 
geoning instead  of  receding?  Why,  given  our  present  state  of 


freedom  and  affluence,  do  we  suffer  so  much  emotionally? 

Perhaps  the  poor  despair,  and  in  their  despair  take  drugs  as 
the  easiest  path  to  relief  But  drugs  are  abused  by  all  classes  of 
society.  Ironically,  eating  disorders  tend  to  afflict  those  who 
can  afford  food.  Anxiety  disorders  appear  to  affect  all  classes. 

It  may  be,  then,  that  mental  disorders  are  not  so  much  a 
product  of  our  society,  or  our  style  of  living,  or  our  wealth  or 
lack  of  it.  Although  some  mental  disorders  such  as  schizo- 
phrenia and  manic-depressive  illness  appear  to  have  a strong 
genetic  predisposition,  other  mental  disorders  may  be  inevi- 
table consequences  of  living  long  enough  to  suffer  the  vicissi- 
tudes of  life,  being  free  enough  from  having  to  search  full  time 
for  food  and  shelter,  and  being  able  to  experience  emotional 
pain  resulting  from  one’s  own  thoughts  and  actions  and  the 
words  and  actions  of  others.  If  we  accept  this  point  of  view,  it 
seems  unlikely  that  we  will  ever  reach  a time  when  all  emo- 
tional suffering  will  be  eliminated.  What  we  can  hope  instead 
is  that  we  will  develop  the  tools  to  reduce  emotional  suffering 
to  the  point  that  it  does  not  interfere  significantly  with  living 
productively  and  peacefully  in  the  world. 

MYRON  F.  WEINER,  MD 

Guest  Editor;  Past  President,  Texas  Society  of  Psychiatric  Physicians;  Professor 
and  Vice  Chairman,  Department  of  Psychiatry,  The  University  of  Texas  Health 
Science  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 


Challenges  of  mental  health 
service 

Providing  the  highest  quality  of  appropriate  services  as  eco- 
nomically as  possible  challenges  any  agency,  organization,  or 
individual  that  delivers  mental  health  services.  Today,  mental 
health  service  providers  in  Texas  face  a tremendous  challenge: 
as  the  state’s  resources  dwindle,  the  population  to  be  served 
continues  to  grow.  Already,  3 million  Texans  suffer  from  some 
form  of  mental  illness  ( 1 ).  These  circumstances  demand 
greater  dedication  and  resourcefulness  from  mental  health  ser- 
vice providers  than  ever  before. 

To  face  the  challenge,  that  is,  to  successfully  meet  the  men- 
tal health  needs  of  those  we  serve,  we  have  to  identify  prob- 
lem areas  and  obstacles.  But  we  cannot  stop  there.  We  must 
focus  on  solutions,  on  what  can  be  done  with  the  resources  at 
hand  and  on  expanding  resources  and  services  into  the  future. 

The  Texas  Department  of  Mental  Health  and  Mental  Retarda- 
tion’s (TDMHMR)  strategic  plan,  amended  and  released  in  May 
of  this  year,  targets  four  areas  that  demand  our  most  intensive 
efforts: 

1 . Ensuring  that  persons  most  in  need  of  mental  health 
services — the  "priority  population" — can  readily  obtain  ap- 
propriate services.  The  mental  health  priority  population  con- 
sists of  individuals  with  severe  mental  disorders,  often  of  a 
chronic  nature.  In  addition  to  the  need  for  careful  medical 
management,  this  population  needs  a range  of  coordinated  re- 
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habilitative  services.  The  role  of  a case  manager  is  critical  to 
this  coordination  of  care. 

Specialized  services  must  be  made  available  to  groups  within 
the  priority  population  that  have  often  been  overlooked,  such 
as  children,  adolescents,  the  elderly,  the  homeless,  persons 
with  mental  illness  and  mental  retardation,  rural  citizens,  and 
persons  with  substance  abuse  problems. 

2.  Improving  and  expanding  the  system  of  community - 
based  mental  health  services.  By  1993,  an  estimated  240,000 
Texans  within  the  priority  population  will  require  state-sup- 
ported mental  health  services  in  their  community — a demand 
that  necessitates  a more  comprehensive  network  of  both  resi- 
dential and  outreach  services  locally  and  regionally  ( 1 ). 

3.  Increasing  the  resources  available  for  serving  those  in 
greatest  need.  All  of  us  who  deliver  mental  health  services  in 
the  state  must  coordinate  our  efforts,  filling  in  gaps  and  avoid- 
ing duplication.  We  must  be  flexible.  We  may  have  to  redirect 
resources,  adapt  them  to  various  cultural  and  language  groups, 
and  seek  funding  alternatives. 

4.  Expanding  research  and  programs  to  prevent  mental 
disabilities  and  to  reduce  their  severity  when  they  occur.  The 
Texas  Department  of  Mental  Health  and  Mental  Retardation 
supports  establishment  of  an  office  of  prevention  for  mental 
and  developmental  disabilities  in  Texas.  The  department  plans 
to  expand  services  offered  through  its  Genetic  Screening  and 
Counseling  Service  and  the  Early  Childhood  Intervention  Pro- 
gram and  to  further  implement  research  findings.  The  agency 
also  recognizes  that  effective  prevention  includes  increasing 
public  awareness  of  mental  health  issues. 

Targeting  these  four  areas  of  greatest  need,  the  TDMHMR 


has  a blueprint  for  action,  both  as  an  independent  agency  and 
as  part  of  a statewide  network  of  public  and  private  service 
providers.  However,  unless  our  actions  are  fliinly  anchored  to 
a foundation  of  sound  principles,  results  necessarily  will  fall 
short  of  our  goals. 

The  key  principle  underlying  the  TDMHMR  policies  and 
programs  is,  1 believe,  a sound  one:  responsiveness  to  the 
needs  of  the  individual.  Responding  to  a person  with  a mental 
disability  as  an  individual,  we  recogruze  that  he  or  she  is  a hu- 
man being  with  needs,  rights,  and  opportunities  for  growth 
that  are  similar  to  those  of  all  humans.  Dedication  to  this  prin- 
ciple means  sensitivity  to  each  person’s  unique  needs  for  spe- 
cific types  of  services,  provided  in  the  optimal  environment  for 
that  person.  Guided  by  this  principle  of  the  value  of  the  indi- 
vidual, we  encourage  persons  with  mental  disabilities  and  their 
families  to  participate  not  only  in  their  own  treatment,  but  also 
in  planning  and  implementing  the  overall  mental  health 
system. 

My  hope  for  all  of  us  who  provide  mental  health  services  in 
Texas  is  that  as  we  plan,  improve,  coordinate,  and  deliver  ser- 
vices, we  keep  foremost  in  our  minds  the  individuals  whom 
we  have  pledged  to  serve. 

DENNIS  R.  JONES,  MSW,  MBA 

Commissioner,  Texas  Department  of  Mental  Health  and  Mental  Retardation.  909 
West  45th  St,  Austin,  TX  78756. 
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Physicians  and  the  future  of 
health  care 

Two  years  ago,  I attended  one  of  my  first  Texas  Medical  Asso- 
ciation meetings  while  serving  on  its  Council  on  Socioeconom- 
ics as  a student  representative.  At  that  meeting,  many  physi- 
cians told  me,  “If  I had  it  to  do  over  again,  I would  not  have 
gone  into  medicine!”  They  were  concerned  about  losing  con- 
trol over  their  profession  and  felt  frustrated  that  practicing 
medicine  was  steadily  less  enjoyable.  I was  surprised  yet 
intrigued. 

One  year  later,  however,  I was  afforded  an  exceptional  op- 
portunity to  understand  better  the  causes  of  their  frustration 
and  ways  to  remedy  it.  As  newly  named  recipient  of  the  Baylor 
College  of  Medicine  Congressional  Fellowship,  I was  allowed 
to  work  on  health  care  issues  with  one  of  the  nation’s  most 
influential  United  States  congressmen.  Through  that  work,  I 
began  to  understand  many  of  the  changes  taking  place  in  medi- 
cine. More  importantly,  I learned  what  actions  can  and  should 
be  taken  to  exert  a positive  influence  on  these  changes,  both 
for  the  communities  we  serve  and  for  ourselves  as  the  health 
care  providers. 

First,  physicians  need  to  become  more  politically  astute.  Just 
mentioning  the  word  politics  makes  many  physicians  uncom- 
fortable. This  should  not  be  the  case.  One  definition  of  a “poli- 
tician” is  a person  able  “to  deal  with  people  and  accomplish 
things  for  the  good  of  the  people.”  The  skills  necessary  to 
achieve  this  goal  are  the  same  skills  physicians  use  daily  in 
dealing  with  patients.  So,  in  effect,  we  are  already  trained  as 
politicians. 

Furthermore,  the  importance  of  politics  in  medicine  is  indis- 
putable. Politics  determines  whom  we  can  serve  under  Medi- 
care and  Medicaid.  It  determines  which  services  we  can 
provide.  Politics  even  determines  the  fate  of  tort  reform. 
Therefore,  it  is  in  our  own  best  interest  to  adopt  a proactive, 
not  a reactive,  position.  We  need  to  take  part  in  decisions  shap- 
ing the  future  of  health  care — decisions  that  will  be  made 
without  us  if  we  choose  not  to  participate. 

Professional  organizations  such  as  the  Texas  Medical  Asso- 
ciation and  the  American  Medical  Association  are  forums 
through  which  physicians  can  influence  decisions  that  affect 
health  care.  Since  these  organizations  represent  us  both  in  Aus- 
tin and  Washington,  it  is  important  for  physicians  to  participate 
actively  within  these  groups.  To  do  so,  we  must  study  the 
issues  that  influence  health  care,  just  as  we  study  the  latest  ad- 
vances in  AIDS  research  or  information  germane  to  the  prac- 
tice of  medicine.  We  should  consider  important  data,  evaluate 
various  options,  and  understand  their  ramifications  so  that  we 
may  effectively  guide  our  legislative  liaisons.  Additionally,  we 
must  aggressively  provide  legislators  with  insight  into  the  intri- 
cacies of  patient  care  before  they  make  decisions  affecting 
health  care.  Whether  this  is  done  through  political  campaigns 
or  by  visits  to  our  state  and  national  representatives,  such 
teaching  is  our  responsibility. 

Furthermore,  physicians  should  work  with  the  recipients  of 


health  care,  who  also  happen  to  be  constituents.  For  example, 
the  elderly  are  becoming  the  most  important  constituency 
with  which  Congress  must  contend,  particularly  on  health- 
related  issues.  Thus  legislators  are  becoming  increasingly  at- 
tentive to  groups  such  as  the  American  Association  of  Retired 
Persons  or  the  Gray  Panthers — a trend  likely  to  escalate  in  the 
next  decade.  It  is  in  our  best  interest  as  medical  professionals 
concerned  about  the  future  of  health  care  to  work  with  these 
and  other  affected  groups  in  coordinating  our  efforts,  just  as 
we  work  with  patients  in  planning  therapeutic  regimens. 

There  is  also  much  that  individual  health  care  providers  can 
do  outside  of  professional  organizations,  particularly  in  our  re- 
spective communities.  For  example,  attempts  to  reduce  and 
prevent  the  use  of  tobacco  alone  could  tremendously  reduce 
morbidity  and  mortality.  Furthermore,  informing  commu- 
nities— especially  our  youth — about  the  symptoms  and 
sequelae  of  substance  abuse  could  slow  the  pace  of  this  fero- 
cious epidemic.  Physicians  as  educators  can  play  a vital  part  in 
correcting  public  misinformation  in  areas  such  as  these.  In  ad- 
dition, such  activities  publicly  demonstrate  that  physicians’ 
concern  for  patients  extends  well  beyond  the  examination 
room.  Conveying  this  message  is  important  if  the  future 
physician-patient  relationship  is  to  be  one  of  cooperation,  not 
enmity. 

In  recent  decades,  physicians  have  played  the  major  role  in 
shaping  the  American  health  care  delivery  system.  Both  on  and 
off  Capitol  Hill,  however,  the  influence  of  organized  medicine 
has  declined.  Since  many  people  and  political  factions  have  de- 
signs for  the  future  of  health  care,  physicians  are  only  one  of 
the  groups  currently  involved  in  the  increasingly  complex  pro- 
cess of  renovating  our  health  care  system.  Our  influence  in  the 
future  will  be  determined  by  how  effectively  we  work  with 
politicians  as  legislative  architects  and  the  public  as  health  care 
constituents.  Should  we  decline  to  participate  aggressively,  the 
course  of  medicine  will  continue  to  be  determined  more  by 
administrators  than  by  physicians. 

FINN  AMBLE 

Baylor  College  of  Medicine,  3116  Holly  Hall,  Houston,  TX  77054. 


Gastric  stapling  and  sleep  apnea 

In  the  January  issue  of  Texas  Medicine,  McFarlane  et  al  dis- 
cussed the  evaluation  and  treatment  of  obstructive  sleep  apnea 
syndrome  ( OSA ) ( 1 ).  They  correctly  linked  this  life-threatening 
condition  to  morbid  obesity.  The  accompanying  editorial  by 
Dr  Boutros  stated  that  the  availability  of  definitive  treatments 
“makes  missing  the  diagnosis  almost  unacceptable”  (2).  Physi- 
cians correctly  making  the  diagnosis,  however,  should  be  care- 
ful not  to  overlook  the  possible  benefits  of  gastric  restrictive 
surgery,  a treatment  not  mentioned  in  the  Texas  Medicine  ar- 
ticle or  editorial. 

Sugerman  et  al  surgically  treated  28  morbidly  obese  patients 
who  had  OSA  ( 3 ).  Those  observed  for  more  than  three  months 
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lost  an  average  of  45%  of  their  excess  weight  within  the  first 
year.  There  was  marked  improvement  in  arterial  oxygenation, 
carbon  dioxide  retention,  and  pulmonary  ventilation.  There 
was  one  postoperative  death.  Others  have  also  demonstrated 
that  gastric  restrictive  surgery'  can  correct  sleep  apnea  caused 
by  obesity  (4,5 ). 

Tlie  efficacy  and  safety  of  gastric  restrictive  surgery  have  im- 
proved significantly  in  the  past  few  years.  Even  recent  articles 
may  not  reflect  the  true  state  of  this  craft.  Physicians  should 
consider  this  option  when  treating  morhid  obesity  and  its  re- 
lated illnesses. 

RICHARD  A.  EtyANS,  MD 

101 1 Augusta  Dr,  Suite  210,  Houston,  TX  770S7. 
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made  aware  of  all  the  available  treatment  modalities,  their  ad- 
vantages, and  disadvantages. 

More  studies  are  needed  to  firmly  establish  the  morbidity 
and  mortality  risks.  Such  studies  should  also  help  specify  which 
procedure  is  suited  to  which  patient  (4). 

NASHAAT  N.  BOUTROS,  MD 

Department  of  Psychiatry,  The  University  of  Texas  Health  Science  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7792. 
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The  authors  reply 

In  the  massively  obese  patient,  obstructive  sleep  apnea  should 
certainly  come  to  mind  as  a potential  cause  of  excessive  day- 
time sleepiness.  Dr  Evans  appropriately  points  out  the  poten- 
tial role  of  surgical  management  of  morbid  obesity  for  these 
individuals.  Since  the  impact  of  gastric  restriction  surgery  on 
the  obstructive  sleep  apnea  doesn’t  occur  until  after  the 
weight  loss,  however,  1 would  strongly  recommend  definitive 
airway  management  in  the  form  of  tracheostomy  prior  to  the 
gastric  surgery. 

JOHN  R.  McFARIANE,  MD 

3705  Medical  Parkway,  Suite  320,  Austin,  TX  78705 


Hie  point  raised  hy  Dr  Evans  is  a very'  important  one.  In  the 
past  few  years,  obesity-reducing  surgical  procedures  emerged 
as  an  effective  treatment  for  obstructive  sleep  apnea  (OSA)  in 
the  morbidly  obese  patient  (1,2).  Many  clinicians  are  still  re- 
luctant to  recommend  it  because  of  the  reported  mortality  of 
up  to  5.2%  in  some  studies  (3)  The  availability  of  noninvasive 
treatment  modalities  like  continuous  positive  airway  pressure 
(CPAP)  is  another  reason  for  this  reluctance.  A morbidly  obese 
patient  with  moderate  or  severe  OSA  definitely  should  be 
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TMA  to  sponsor  conference 
on  nutrition  and  aging,  Oct  5—7 

Texas  Medical  Association  is  among  the 
sponsors  of  the  1988  International  Con- 
ference on  Nutrition  and  Aging,  Wednes- 
day through  Friday,  Oct  5—7,  1988,  at 
G^veston’s  San  Luis  Hotel  and  The  Uni- 
versity of  Texas  Medical  Branch  campus. 
The  conference  features  an  international 
group  of  experts,  including  four  Texas 
physicians,  who  will  review  their  re- 
search and  practice  experience. 

Galveston  physicians  Harold  H.  Sand- 
stead,  MD,  and  Derek  M.  Prinsley,  MD, 
are  chairmen  of  the  program,  as  well  as 
participants.  Dr  Sandstead  will  discuss 
“Factors  that  Interfere  with  Mineral  Uti- 
lization,” and  Dr  Prinsley  will  review 
“Pre-digestion  Problems  in  the  Elderly.” 
James  C.  Thompson,  MD,  will  discuss  the 
“Effect  of  Aging  on  Gastrointestinal  Hor- 
mones,” and  Karl  Anderson,  MD, 

“Hepatic  Metabolism  and  Drug-Nutrient 
Interactions  in  the  Elderly.”  Drs 
Thompson  and  Anderson  also  practice  in 
Galveston. 

Other  speakers  from  around  the  world 
will  address  “Development  of  Nutritional 
Science  as  it  Applies  to  the  Aged,”  “Aging 
and  the  Heart,”  Relationships  Between 
Nutrition  in  Early  Life  and  Late  Out- 
comes, Including  Osteoporosis,”  and  a 
number  of  other  related  topics. 

The  program  meets  the  criteria  for  20 
hours  in  Category  1 of  the  Physician’s 
Recognition  Award  of  the  American 
Medical  Association  and  19  75  pre- 
scribed hours  by  the  American  Academy 
of  Family  Physicians.  The  early  registra- 
tion fee  for  physicians  is  $300.  After  Sept 
15,  the  fee  will  be  $350.  The  fee  for 
other  health  professionals  is  $200,  and 
$250  after  Sept  15.  Registration  fees  in- 
clude tuition,  course  materials,  conti- 
nental breakfasts,  luncheons,  and 
refireshments. 

Further  information  on  the  1988  Inter- 
national Conference  on  Nutrition  and 
Aging  is  available  from  The  Office  of  Con- 
tinuing Education,  3 324  William  C. 

Levin  Hall,  The  University  of  Texas  Medi- 
cal Branch,  Galveston,  TX  77550-2782, 
phone  (409)  761-2934. 
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House  of  Delegates  to  consider 
constitutional  amendment 

During  their  Nov  18-19  meeting  in  Aus- 
tin, the  Texas  Medical  Association  House 
of  Delegates  will  give  final  consideration 
to  a constitutional  amendment  that  clari- 
fies eligibility  for  membership  in  the  as- 
sociation. New  language  for  Article  111, 
Composition,  which  was  approved  at  first 
reading  during  the  May  1 988  house  ses- 
sion, defines  categories  of  physicians  who 
are  not  required  to  maintain  licensure  to 
be  eligible  for  membership: 

ARTICLE  III.  COMPOSITION. 

Sec  1 . This  Association  shall  be  com- 
posed of  duly  and  constitutionally  char- 
tered county  medical  societies  and  the 
members  thereof 

Sec  2.  Only  physicians  holding  the  de- 
gree of  Doctor  of  Medicine  and/or  Doc- 
tor of  Osteopathy  and  full-time  students 
who  are  pursuing  a course  of  study  in  a 
medical  school  in  Texas  approved  by  the 
Texas  State  Board  of  Medical  Examiners 
leading  to  the  degree  of  Doctor  of  Medi- 
cine or  Doctor  of  Osteopathy  shall  be  eli- 
gible for  membership  in  the  Association. 

Sec  3.  All  members  shall  subscribe  to 
the  Principles  of  Medical  Ethics  of  the 
American  Medical  Association,  and  shall 
not  hold  themselves  out  as  practitioners 
of  sectarian  medicine. 

Sec  4.  All  physician  members,  with  the 
following  exceptions,  shall  be  licensed  to 
practice  medicine  in  Texas,  in  which 
connection  a temporary  license,  certifi- 
cate or  permit  shall  not  be  deemed 
adequate; 

( 1 ) House  stafi"  physicians  who  are 
serving  in  training  programs  approved  by 
the  Accreditation  Council  for  Graduate 
Medical  Education  shall  be  licensed  by  or 
hold  institutional  permits  from  the  Texas 
State  Board  of  Medical  Examiners. 

(2)  Physicians  who  are  military  medi- 
cal officers,  employees  of  governmental 
entities,  and  those  with  academic  and  ad- 
ministrative appointments  in  medical 
schools  who  are  not  required  to  register 


More  than  350  Texas  physicians  help  the 
Editorial  Committee  review  articles 
submitted  to  TEXAS  MEDICINE. 


under  the  Medical  Practice  Act  of  Texas, 
and  who  are  for  the  time  bona  fide  resi- 
dents of  the  State  of  Texas,  shall  be  eli- 
gible for  membership. 

( 3 )  Physicians  otherwise  eligible  for 
Association  membership  who  are  fully  re- 
tired from  the  practice  of  medicine  shall 
not  be  required  to  maintain  licensure. 


Society  appeals  to  citizens 
for  support  of  tort  reform 

The  Webb-Zapata-Jim  Hogg  County 
Medical  Society  took  the  ca,se  for  tort  re- 
form directly  to  the  citizens  of  Laredo, 
and  the  society’s  president  rates  the 
effort  a success. 

“A  lot  of  our  patients  were  not  aware 
of  the  professional  liability  crisis,"  society' 
president  Ezequiel  D.  Salinas,  Jr,  MD, 
says.  Since  the  society’  published  two 
open  letters  to  the  citizens  of  Laredo  in  a 
local  newspaper,  though,  “A  lot  of  people 
are  giving  us  their  support,"  Dr  Salinas 
adds.  Some  physicians  posted  the  letters, 
one  of  which  was  published  in  both  En- 
glish and  Spanish,  in  their  offices. 

The  public  campaign  followed  a 
Laredo  jury’s  award  of  $3  3 million  in  a 
professional  liability  ease  against  Mercy 
Regional  Medical  Center.  I’he  letters 
point  out  that  such  rulings  contribute  to 
higher  professional  liability  insurance 
premiums,  decreased  availability  of  the 
insurance,  and  decreased  access  to  health 
care.  “A  very  large  percentage  of  suits  are 
originating  from  indigent  patients,  and  as 
a result  doctors  are  now  reluctant  to  take 
care  of  them,”  according  to  one  letter.  It 
continues,  “A  limit  needs  to  be  put  on 
unreasonable  awards  and  the  incredible 
fees  that  lawyers  can  make  for  a few 
weeks  work.  Please  let  our  State  Senator 
and  State  Representative  know  that 
something  needs  to  be  done  about  this 
.situation.  Ask  them  to  support  Tort  Re- 
form when  it  comes  up  at  the  next  ses- 
sion of  the  legislature.” 

Dr  Salinas  reports  that  a group  of  hos- 
pital volunteers  and  local  pharmacists  ex- 
pressed their  support  for  the  medical 
center  and  the  local  physicians  after  the 
letter’s  publication.  “We  have  a lot  more 
people  who  have  stopped  to  think  about 
the  professional  liability  situation,  and 
they  suddently  realize  that  there  is  no 
Santa  Claus,”  he  adds. 
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September  17 
Hyatt  Regency  Austin 

Leadership  in  today’s  medical  environment 
demands  thoughtful  consideration  of  the  issues. 

That’s  what  the  Fall  Leadership  Conference  is 
all  about-helping  our  leaders  (and  future 
leaders!)  stay  up  to  date  on  tough  medical 
issues. 

All  TMA  members  are  invited  to  the  conference. 

speakers  include: 

James  H.  Sammons,  MD,  Executive  Vice 
President,  AMA 

Our  Leadership  Role  in  Stimulating  Public 
Change 

Ray  Farabee,  General  Counsel,  The  University 
of  Texas  System 

The  Tourniquet  Tightens:  Pressures  of  the 
Liability  System  on  Medical  Care 

and  others  on  topics  such  as: 

• physician-hospital  relationships 

• AIDS 

• the  November  elections  and  the 
Texas  Supreme  Court 

plus: 

• convenient  conference  luncheon 

• special  sessions  and  workshops 

• postgraduate  courses 

• reception  and  UT football 

There  is  no  registration  fee  for  TfylA  members. 
However,  advance  registration  is  recommended 
since  a limited  number  of  luncheon  tickets  ($1 0) 
and  football  tickets  ($15)  are  available. 

For  registration  and  housing  forms,  contact 
TMA,  512/477-6704,  ext.  151. 


(hydrocodone  bitartrofe  5 mg  (Warning  May  be  r^obit  tormingi 
ond  QcefamirKjphen  500  mg) 


INDICATIONSANDUSAGE:  For  the  relief  of  moderateto  moderately  severe  pain. 

^irmW^NDICATlONS:  Hypenensitivrty  to  acetaminophen  or  hydrocodone. 

Allergic-Type  Reaction:  VICOOIN  contains  sodium  metabisulfite,  a sulfite  that 
may  cause  allergic-type  reactions  including  anaphylactic  symptoms  and  life- 
threatening  or  less  severe  asthmatic  episodes  in  certain  susceptible  people 
The  overall  prevalence  of  sulfite  sensitivity  in  the  general  population  is 
unknown  and  probably  low  Sulfite  sensitivity  is  seen  more  frequently  in  asth- 
matic than  non-asthmatic  people. 

Respiratory  Depression:  At  high  doses  or  in  sensitive  patienu,  hydrocodone 
may  produce  dose-related  respiratory  depression  by  acting  directly  on  brain 
stem  respiratory  centers.  Hydrocodone  also  affects  centers  that  control  respi- 
ratory rhythm,  and  may  produce  irregular  and  periodic  breathing.  If  signifi- 
cant respiratory  depression  occurs,  it  may  be  antagonized  by  the  use  of 
naloxone  hydrochloride,  (see  ADVERSE  REACTIONS:  Respiratory  Depression). 
Head  Injury  and  Increased  Intracranial  Pressure:  The  respiratory  depressant 
effects  of  narcotic  and  their  capaaty  to  elevate  cerebrospinal  fluid  pressure 
may  be  markedly  exaggerated  in  the  presence  of  head  injury,  other  intracra- 
nial lesions  or  a preexisting  inaease  in  intracranial  pressure.  Furthermore, 
narcotics  produce  adverse  reactions  which  may  obscure  the  dinical  course  of 
patients  with  head  in|uries. 

Acute  Abdominal  Conditions:  The  administration  of  narcotics  may  obscure 
the  diagnosis  or  dinical  course  of  patients  with  acute  abdominal  conditions 

PRECAUTIONS: 

Spedal  Risk  Patients:  As  with  any  narcotic  analgesic  agent,  VICODIN  should  be 
used  with  caution  in  elderly  or  debilitated  patients  and  those  with  severe 
impairment  of  hepatic  or  renal  function,  hypothyroidism,  Addison's  disease, 
prostatic  hypertrophy  or  urethral  stricture.  The  usual  precautions  should  be 
ol^rved  and  the  pt^ibility  of  respiratory  depression  should  be  kept  in  mind. 
Information  for  Patients:  VICODIN,  like  all  narcotics,  may  impair  the  mental 
and/or  physical  abilities  reguired  for  the  performance  of  potentially  hazard- 
ous tasks  such  as  driving  a car  or  operating  machinery;  patients  should  be 
cautioned  accordingly. 

Cough  Reflex:  Hydrocodone  suppresses  the  cough  reflex;  as  with  all  narcotics, 
caution  should  be  exercised  when  VICODIN  is  used  postoperatively  and  in 
patients  with  pulmonary  disease. 

Drug  Interactions:  Patients  receiving  other  narcotic  analgesia,  antipsychotic, 
antianxiety  agents,  or  other  CNS  depressants  (including  alcohol)  concomi- 
tantly with  VICODIN  may  exhibit  an  additive  CNS  depression.  When  combined 
therapy  is  contemplated,  the  dose  of  one  or  both  agents  should  be  reduced. 
The  use  of  MAO  inhibitors  or  tricyclic  antidepressants  with  hydrocodone  prep- 
arations may  inaease  the  effect  of  either  the  antidepressant  or  hydrocodone. 
The  concurrent  use  of  anticholinergic  with  hydrocodone  may  produce  para- 
lytic ileus. 

Usage  in  Pregnancy:  Pregnancy  Category  C.  Hydrocodone  has  been  shown  to 
be  teratogenic  in  hamsters  when  given  in  doses  700  times  the  human  dose. 
There  are  no  adequate  and  well-controlled  studies  in  pregnant  women. 
VICODIN  should  be  used  during  pregnancy  only  if  the  potential  benefit  justi- 
fies the  potential  nsk  to  the  fetus. 

Nonteratogenic  effects:  Babies  born  to  mothers  who  have  been  taking  opioids 
regularly  prior  to  delivery  will  be  physically  dependent.  The  withdrawal  signs 
indude  irritability  and  excessive  crying,  tremors,  hyperactive  reflexes,  inceased 
respiratory  rate,  increased  stools,  sneezing,  yawning,  vomiting,  and  fever.  The 
intensity  of  the  syndrome  does  not  always  correlate  with  the  duration  of 
material  opioid  use  or  dose.  There  is  no  consensus  on  the  best  method  of 
managing  withdrawal.  Chlorpromazine  0.7  to  1.0  mg/lcg  g6h,  and  paregoric  2 
to  4 drops/kg  g4h,  have  been  used  to  treat  withdrawal  symptoms  in  infants. 
The  duration  of  therapy  is  4 to  28  days,  with  the  dosage  decreased  as  tolerated 
Labor  and  Delivery:  As  with  all  narcotic,  administration  of  VICODIN  to  the 
mother  shortly  before  delivery  may  result  in  some  degree  of  respiratory 
depression  in  the  newborn,  espeoally  if  higher  doses  are  used. 

Nucing  Mothec:  It  is  not  known  whether  this  drug  is  exaeted  in  human  milk. 
Because  maiw  drugs  are  excreted  in  human  milk  and  because  of  the  potential 
for  serious  adverse  reactions  in  nursing  infants  from  VICODIN,  a decision  should 
be  made  whether  to  discontinue  nucing  or  to  discontinue  the  drug,  taking 
into  account  the  importance  of  the  drug  to  the  mother. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been  established 
ADVERSE  REACTIONS: 

Central  Nervous  System:  Sedation,  drowsiness,  mental  clouding,  lethargy, 
impairment  of  mental  and  physical  performance,  anxiety,  fear,  dysphoria,  diz- 
ziness, psychic  dependence,  mood  changes. 

Gastrointestinal  System:  Nausea  and  vomiting  may  occur;  they  are  more  fre- 
quent in  ambulatory  than  in  recumbent  patients.  The  antiemetic  phenothi- 
azines  are  useful  in  suppressing  these  effects;  however,  some  phenothiazine 
derivatives  seem  to  be  antianalgesic  and  to  increase  the  amount  of  narcotic 

r^uired  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 

of  narcotic  required  to  produce  a given  level  of  analgesia.  Prolonged  adminis- 
tration of  VICODIN  may  produce  constipation. 

Genitourinary  System:  Ureteral  spasm,  spasm  of  vesical  sphincters  and  urinary 
retention  have  been  reported. 

Respiratory  Depression:  (See  WARNINGS.) 

DOSAGE  AND  ADMINISTRATION : Dosage  should  be  adjusted  according  to  the 
severity  of  the  pain  and  the  response  of  the  patient.  However,  tolerance  to 
hydrocodone  can  develop  with  continued  use  and  the  incidence  of  untoward 
effects  IS  dose  related. 

pie  usual  adult  dosage  is  one  or  two  tablets  every  four  to  six  hours  as  needed 
for  pain.  The  total  24  hour  dose  should  not  exceed  8 tablets. 
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COMPARATIVE  PHARMACOLOGY  OF  THREE  ANALGESICS 

CONSTIPATION 

RESPIRATORY 

DEPRESSION 

SEDATION  EMESIS 

PHYSICAL  1 
DEPENDENCE  | 

HYDROCODONE 

X 

X 

CODEINE 

X 

X 

X X 

X 

OXYCODONE 

XX 

XX 

XX  XX 

XX 

Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB.  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  J8,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980,  93;  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. . . and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longerlasting  pain  reliefthan  60mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  Clll 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every4to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1.  Hopkinson  JH  III;  Curr  Ther  Res  24:  503-516,  1978 

2.  Beaver,  WT  Arch  Intern  Med,  141:293-300,  1981. 


hydrocodone  bitartrate  5 mg.  (Warning:  May  be  habit 
forming)  and  acetaminophen  500  mg. 

■V- ' 

The  original  hydrocodone  analgesic 

Please  see  adjacent  page  for  brief  summary  of  prescribing  information,  , 


Just  one  part  of 
pain  relief  therapy. 


Vicodin® provides  greater 
patient  acceptance 
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While  the  society  has  not  set  a strategy^ 
for  continuing  a public  campaign,  Dr  Sali- 
nas promises  that  the  group  will  be  more 
visible  in  the  community'.  “Physicians  can 
no  longer  sit  back  and  hide.  We  have  to 
become  much  more  active,  and  educate 
the  community'  about  all  the  problems 
related  to  professional  liability,”  he 
concludes. 


Owens  Williams  celebrates 
25  years  on  TMA  staff 

Texas  Medical  Association  staff  member 
Owens  Williams  recently  celebrated  the 
25th  anniversary'  of  his  employment.  One 
of  three  porters  on  the  staff,  Mr  Williams 
is  responsible  for  cleaning  and  maintain- 
ing the  headquarters’  building  and 
grounds,  raising  and  lowering  the  flag 
each  day,  and  repairing  lighting,  plumb- 
ing, and  other  fixtures. 

Mr  Williams  was  born  in  Wellington, 
Tex,  and  spent  most  of  his  childhood  in 
West  Point,  Tex.  He  served  as  a cook  in 
the  Army  Medical  Corps  from  1944  to 
1947,  and  spent  six  years  in  the  Army  Re- 
serves. He  moved  to  Austin  in  1949. 


Owens  Williams  has  been  a member  of  the 
TMA  headquarters  staff  for  25  years. 


Breaks  encourage  registrants 
to  visit  annual  session  exhibits 

Texas  Medical  Association’s  Annual  Ses- 
sion, May  11-14,  1989,  in  Fort  Worth, 
will  feature  three  daily  “Visit  the  Ex- 
hibits” breaks,  with  complimentary  cof- 
fee provided  in  the  exhibit  hall. 

Technical  and  scientific  exhibitors 
make  an  important  contribution  to  the 
success  of  every  session.  They  play  a sig- 
nificant part  in  physicians’  continuing 
medical  education  and  help  defray  part 
of  the  annual  session  costs  through  booth 
rentals.  Technical  exhibitors  display 
products  and  services  of  interest  to 
health  care  providers  while  scientific  and 
allied  medical  exhibits  offer  information 
ranging  from  the  newest  surgical  tech- 
niques to  patient  services  available 
through  volunteer  organizations  and 
state  agencies. 

Technical  exhibitors,  consisting  of 
pharmaceutical,  equipment  supply,  com- 
puter hardware  and  software  companies, 
and  the  like,  may  sponsor  speakers  or 
member  social  functions  or  help  fund 
TMA  sports  events.  Pfizer  has  for  many 
years  developed  and  supported  the  dia- 
logue program.  Mission  Pharmacal  has 
provided  financial  support  for  the  scien- 
tific exhibit  award  program.  Other  com- 
panies have  provided  grants  in  support  of 
the  scientific  program. 


HEALTH  UNE 


POEP  plans  projects  to  enhance 
physician  oncology  education 

The  Physician  Oncology  Education  Pro- 
gram (POEP),  funded  by  the  Texas  Can- 
cer Council  and  started  in  early  1987  by 
TMA,  is  working  to  reach  primary  care 
physicians  through  new  pilot  projects 
that  use  innovative  education  techniques. 

One  such  project  is  an  interactive  phy- 
sician education  computer  program  in 
cancer  screening  and  early  detection.  Ac- 
cording to  Catherine  Edwards,  PhD,  di- 
rector of  POEP,  the  prototype  has  been 
completed  and  POEP  is  developing  an  in- 
structional module  on  breast  cancer. 

“The  goal  is  to  have  it  available  on  floppy 


disk  so  that  all  physicians  in  Texas  can  go 
through  this  program  on  their  own  PCs,” 
she  said. 

The  program  is  also  pursuing  develop- 
ment of  a digital  interactive  videodisc 
focusing  on  skin  cancer.  The  production 
of  the  didactic  component  of  the  video  is 
underway. 

Other  educational  resources  include  a 
smoking  cessation  counseling  package, 
which  uses  a prescription  approach  for 
smoking  behavior  modification,  and  core 
curriculum  objectives  for  prevention, 
screening,  and  early  detection  for  major 
cancer  sites  (now  available  for  distri- 
bution). These  objectives  will  be  fol- 
lowed by  a physician  self-assessment 
examination  on  cancer  prevention  and 
control. 

To  encourage  the  integration  of  cancer 
prevention  and  screening  information/ 
techniques  into  day-to-day  practice, 

POEP  is  developing  a cancer  prevention 
manual  for  primary  care  physicians  and  a 
cancer  risk  factor  questionnaire  and  sum- 
mary check  list  to  assist  physicians  in 
office-based  cancer  prevention  and 
health  promotion  activities.  The  ques- 
tionnaire takes  about  20  minutes  for  the 
patient  to  complete  and  is  organized  into 
site-specific  sections  covering  major  can- 
cer sites. 

A summary  “health  hazard”  sheet  will 
be  developed  to  provide  a summary 
record  of  cancer  risk  factors,  which  can 
quickly  and  easily  be  abstracted  from  the 
questionnaire  and  inserted  into  the  pa- 
tient’s chart.  POEP  is  also  developing  an 
anticipatory  profile  system  to  help  physi- 
cians accurately  assess  the  cancer  control 
needs  in  their  practices. 

The  overall  goal  of  the  POEP  is  to 
carry  out  the  physician  education  recom- 
mendations in  the  Texas  Cancer  Plan  in 
order  to  enhance  the  role  of  physicians 
in  cancer  prevention,  screening,  and 
early  detection  statewide.  Hie  plan  re- 
ported that  postgraduate  training  and 
continuing  medical  education  programs 
place  little  emphasis  on  cancer  preven- 
tion and  detection  and  that  few  CME  pro- 
grams provide  skills  training  in  cancer 
diagnosis  and  management. 

For  additional  information  on  POEP  re- 
sources, contact  the  POEP  staff  at  (512) 
477-6704,  ext  255. 
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not  have  a TMA  in- 
ance  brochure,  or  have 
fd  of  more  copies  of  the 
de,  call: 

1-800-252-9318 


INSURANCE  PROGRAM 

1901  North  Lamar  Blvd,  Austin,  TX  78705 
underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas 

a subsidiary  of  the  Prudential 


Toll-free  service  provides 
information  about  epilepsy 

The  Epilepsy  Foundation  of  America 
( EFA ) has  discovered  an  unexpectedly 
large  demand  for  information  on  its  toll- 
free  telephone  service  and  has  added 
additional  staff  to  handle  the  calls.  The 
foundation  receives  calls  from  all  50 
states  from  people  who  have  concerns 
about  seizure  disorders. 

EFA’s  toll-free  number,  1-800-EFA-1000, 
responds  to  questions  concerning  educa- 
tion, employment,  legal  questions,  in- 
come support,  counseling,  and  medical 
questions  ranging  from  referrals  to  sur- 
gery and  medications. 

EFA  staff  use  a computer  and  a large 
medical  library  as  resources.  ITie  pro- 
gram also  serves  Spanish-speaking  callers. 
In  addition,  the  foundation  provides 
more  than  50  brochures  about  the 
disorder. 

The  EFA  is  the  nation’s  only  nonprofit 
charitable  organization  dedicated  to  the 
welfare  of  those  who  have  epilepsy  and 
their  families. 


Study  provides  insight  into 
handgun  shootings 

Despite  parents  taking  precautions  to 
protect  their  children  from  handguns  in 
their  own  homes,  many  children  still  may 
be  exposed  to  lethal  danger  when  play- 
ing in  the  homes  of  friends  and  relatives, 
according  to  a study  by  the  Center  to 
Prevent  Handgun  Violence,  a nonprofit 
education  and  research  organization. 

In  “Child’s  Play:  A Study  of  266  Unin- 
tentional Handgun  Shootings  of  Chil- 
dren,” the  center  found  that  38%  of  the 
child  shootings  occurred  in  the  homes  of 
friends  or  relations  and  4 1 % of  the  hand- 
guns used  were  owned  by  friends’  par- 
ents or  relatives  other  than  the  victim’s 
parents. 

The  center  studied  266  unintentional 
shootings  of  children  taking  place  be- 
tween January  1986  and  May  1988 
where  the  shootings  were  either  self- 
inflicted  or  inflicted  by  other  children 
ages  16  and  under. 

National  Safety  Council  statistics  for 
1985  show  that  unintentional  gun  deaths 
were  the  fifth-leading  killer  of  children, 
ages  1 4 and  under. 


“Preventing  these  tragedies  is  a two- 
step  process,”  said  Pete  Shields,  chairman 
of  the  Center  to  Prevent  Handgun  Vio- 
lence. “First,  parents  must  either  remove 
handguns  from  the  home  or,  at  the  very 
least,  keep  them  unloaded  and  securely 
locked  up.  Second,  it’s  imperative  they 
check  with  adults  at  other  places  where 
their  children  play  to  make  sure  loaded, 
easily  accessible  handguns  aren’t 
available.” 

A copy  of  the  study  is  available  from 
the  center  at  1400  K Street,  NW,  Suite 
500,  Washington,  DC  20005. 


Seven  Texas  cities  recognized 
for  wastewater  treatment  plants 


The  US  Environmental  Protection  Agency 
(EPA)  has  recognized  one  Texas  city  for 
excellence  and  six  Texas  cities  for  spe- 
cial recognition  in  operating  wastewater 
treatment  plants. 

The  Village  Creek  Wastewater  Treat- 
ment Plant  in  Fort  Worth  was  one  of 
eight  regional  cities  to  receive  EPA 
Operation  and  Maintenance  Excellence 
Awards.  The  region  includes  Arkansas, 
Louisiana,  New  Mexico,  Oklahoma,  and 
Texas. 

Receiving  special  recognition  were 
1 1 cities  and  plants,  including  the  South 
Austin  Regional  Wastewater  Treatment 
Plant,  the  Duck  Creek  Wastewater  Treat- 
ment Plant  in  Garland,  and  the  cities  of 
Beeville,  Webster,  Hamlin,  and  Dumas. 

Nominations  for  the  awards  were  sub- 
mitted by  state  agencies.  Winners  were 
chosen  based  on  detailed  evaluations  of 
plants’  performances  during  1987.  Fort 
Worth  is  eligible  for  a national  EPA  award 
to  be  presented  during  the  Water  Pollu- 
tion Control  Federation  Convention  in 
Dallas  later  this  fall. 


MEDICAL  ECONOMICS 


L\B  fees  take  effect  Sept  6, 

TMA  to  monitor  results 

The  Texas  Industrial  Accident  Board 
(LAB)  has  adopted  fee  guidelines  for  phy 
sician  services  provided  to  workers  com- 
pensation beneficiaries  that  become 
effective  Sept  6.  The  guidelines  are  ex- 
pected to  remain  in  effect  for  six  to  eight 
months  while  the  LAB  studies  billings  to 
determine  if  proposed  fee  guidelines  are 
fair  and  reasonable.  The  guidelines, 
which  are  modeled  after  a California 
workers’  compensation  plan,  fulfill  a leg- 
islative mandate  in  Senate  Bill  1355,  a 
product  of  the  70th  Texas  Legislature, 
which  convened  in  1987. 

In  their  final  form,  the  fees  were  more 
generous  than  those  first  proposed.  How- 
ever, Texas  Medical  Association,  whose 
representatives  helped  draft  the  bill,  took 
exception  to  the  LAB’s  implementation  of 
the  legislative  mandate.  TMA  General 
Counsel  Donald  P.  Wilcox  questioned  the 
board’s  authority  to  impose  new  “reason- 
able fees  and  charges.”  In  a legal  opinion 
addressed  to  the  board,  Mr  Wilcox 
wrote,  “The  LAB’s  statutory  charge  is  not 
to  create  new  ‘reasonable  fees  and 
charges,’  but  to  develop  a system  that 
will  aid  in  assessing  whether  or  not  medi- 
cal fees  and  charges  are  reasonable.  This 
proposed  rule  would,  as  an  interim  step, 
create  new  ‘reasonable  fees  and  charges,’ 
not  based  on  actual  Texas  medical 
charges  as  statutorily  required,  but  based 
somewhat  arbitrarily  on  California  mini- 
mum fee  guidelines.” 

Meeting  in  Austin,  July  23—24,  the 
I’MA  Board  of  Trustees  agreed  not  only 
to  monitor  the  LAB,  but  also  to  develop 
an  independent  data  base  to  verify  or  re- 
fute LAB  fee  and  charge  determinations, 
policies,  and  procedures. 

In  the  June  3 issue  of  the  Texas  Regis- 
ter, the  lAB  proposed  to  adopt  the  1988 
Official  Medical  Eee  Schedule  for  Ser- 
vices Rendered  under  the  California 
Workers’  Compensation  Laws,  a relative 
value  scale.  However,  the  LAB’s  Special 
Advisory  Committee  on  Physician  Fees 
and  Charges  persuaded  the  board  to  ap- 
prove a more  generous  conversion  scale 
than  is  used  in  California  and  to  use  the 
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Blood  chemistry  equipment, 
x-ray,  spirometers,  E.K.G.,  office 
computers,  ultrasound,  exam 


Leasing  medical  equipment  makes  good  business  sense! 


MEDICAL  EQUIPMENT  LEASING 


tables,  R&F  rooms,  lasers,  CT 
scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G. , lasers, 
CT  scanners,  copiers,  surgicat 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units. 


Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from  your 
equipment  to  make  your  monthly  lease  payment. 

With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser  to 
“use”  or  lease  equipment,  a depreciating  asset,  rather  than  to  “own”  it. 
And  recognizing  that  your  time  is  valuable,  Bell  Atlantic  TriCon  makes 
the  leasing  process  easy  for  you. 

Now  you  can  share  in  leasing’s  benefits  at  special,  low  TMA  member 
rates.  For  program  details  or  a comparative  lease  quote,  contact  the 
medical  leasing  specialists  at  Bell  Atlantic  TriCon. 

tma  Texas  Medical  Association 

a member  service  offered  through 

@ Bell  Atlantic-TriCon 

medical  finance  division 

CALL  1-800-635-4023 


Dx:  recurrent  4ierpes  lobiolis 


“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 


* 


HERPECIN-L  appears  to  actually  prevent  the 

DDS,  MN 


’ v'MI^^I^Osters  . . . used  soon  enough.” 


HeRpecin- 


@ 


“HESPECIN-L®.  . . a conservative  approach 
with  low  riskAiigh  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DDS,  PA 

'^11  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories. 
Inc..  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


schedule  as  a minimum,  rather  than 
maximum,  guideline  for  Texas. 

The  California  schedule  assigns  each 
medical  procedure  a “unit  value,”  and 
the  fee  for  each  procedure  is  determined 
by  multiplying  the  unit  value  by  a con- 
version factor.  Adopting  the  suggestion  of 
the  special  advisory  committee,  the  LAB 
increased  the  conversion  factors  in  the 
scale’s  five  categories.  In  medicine,  the 
conversion  factor  was  raised  from  6. 1 5 to 
7.90;  in  surgery,  from  153.0  to  205.64;  in 
radiology,  from  12.50  to  16.75;  in  pathol- 
ogy, from  1.50  to  1.90;  and  in  anesthe- 
siology, from  34.50  to  41.48.  The  con- 
version factor  will  be  used  for  routine 
procedures,  but  complex  procedures 
requiring  greater  skill  or  time  may  be 
billed  at  a higher  rate  so  long  as  the 
charge  does  not  exceed  the  physician’s 
usual  fee  and  is  reasonable.  The  more  ex- 
pensive bills  must  be  accompanied 
by  an  itemization  and  explanation. 

The  advisory  committee  argued  that 
the  California  plan  is  outdated  and  inap- 
propriate for  determining  fair  and  reason- 
able fees.  The  report  also  said  that  the 
board  should  consider  delaying  imposi- 
tion of  a fee  schedule  until  the  data  neces- 
sary for  determining  fair  and  reasonable 
fees  is  available.  William  E.  Sanders,  MD, 
a San  Antonio  orthopedic  surgeon,  pre- 
dicted that  under  the  California  conver- 
sion factors,  he  would  suffer  a 44% 
reduction  in  his  net  income  from  work- 
ers compensation  cases.  Dr  Sanders  re- 


ported to  the  lAB  on  behalf  of  the  Special 
Advisory  Committee  on  Physician  Fees 
and  Charges.  The  report  concluded  by 
advising  the  board,  “The  problem  in 
Texas  does  not  seem  to  be  medical  costs 
per  case.  The  average  medical  cost  per 
worker  and  case  frequency  are  higher, 
and  tend  to  indicate  that  the  problem  is 
either  overutilization  of  the  system,  or  is 
due  to  greater  frequency  of  injuries  or 
greater  severity.  This  might  be  explained 
in  part  by  the  current  medicolegal  sys- 
tem, which  encourages  workers  to  file 
compensation  claims.” 

Copies  of  the  1988  Official  Medical 
Fee  Schedule  for  Services  Rendered  under 
the  California  Workers’  Compensation 
Laws  are  available  for  purchase  from  the 
Administrator,  Medical  Cost  Containment 
Division,  Industrial  Accident  Board,  200 
E Riverside  Dr,  Austin,  TX  78704-1287. 


Governing  boards  can  require 
ER  coverage  for  privileges 

In  response  to  a number  of  inquiries, 
Texas  Medical  Association’s  Department 
of  Health  Care  Delivery  has  researched 
the  authority  of  hospital  governing 
boards  to  require  emergency  room  cov- 
erage as  a condition  of  hospital  privi- 
leges. The  staff  has  concluded  that  a 
governing  body  may  impose  such  a 
requirement  if  the  accompanying  rules 
are  reasonable  and  practical. 


In  a background  report  on  the  subject, 
the  staff  examined  pertinent  hospital  ac- 
creditation standards,  American  Medical 
Association  policies,  and  state  laws. 

The  report  noted  that  the  Joint  Com- 
mission on  Accreditation  of  Healthcare 
Organizations  does  not  allow  a hospital 
governing  body  to  write  the  medical  staff 
bylaws.  Nor  does  it  allow  for  either  to 
unilaterally  alter  the  bylaws.  However, 
JCAHO’s  standards  do  require  an  ac- 
credited hospital  to  have  “a  policy  for 
the  provision  of  emergency  services 
whenever  ambulatory  care  services  are 
provided.”  The  report  emphasized  that 
JCAHO  standards  do  not  supersede  the 
law. 

The  AMA’s  Code  of  Ethics  state,  “A 
physician  shall,  in  the  provision  of  appro- 
priate care,  except  in  emergencies,  be 
free  to  choose  whom  to  serve,  with 
whom  to  associate,  and  the  environment 
in  which  to  provide  medical  services.” 
(Emphasis  added.) 

Finally,  the  state’s  public  health  law 
allows  a hospital  governing  body  to 
adopt  “reasonable”  rules  for  appointment 
and  credentialling,  and  the  curtailment  of 
such  privileges  when  those  rules,  regula- 
tions, and  requirements  “are  determined 
on  a reasonable  basis,  such  as  profes- 
sional and  ethical  qualifications  of  the  ap- 
plicants ...”  A legal  requirement  for 
“procedural  due  process”  ensures  that 
the  rules  are  administered  fairly. 

Because  the  governing  body  legally 
may  make  reasonable  requirements,  the 
question  comes  down  to  whether  requir- 
ing emergency  room  coverage  as  a con- 
dition of  privileges  is  “reasonable.”  The 
TMA  legal  staff  says  that  the  answer  ap- 
pears to  be,  “Yes.”  A 1984  issue  of  the 
Texas  Medicine  column  “Medicine  and 
the  Law”  concludes,  “ ...  if  those  re- 
quirements for  ER  coverage  are  reason- 
ably and  practically  drawn,  they  are 
likely  to  be  upheld  if  chaUenged  in  court 
by  physicians.  Such  factors  as  the  reason- 
ableness of  the  number  of  hours  re- 
quired, the  age  and  physical  condition  of 
the  physician,  the  extent  of  interference 
with  other  responsibUities,  and  the  equal- 
ity with  which  the  service  requirement  is 
applied  to  members  of  the  medical  staff 
may  be  considered  by  the  courts.” 

The  Texas  law  further  requires  all  hos- 
pitals providing  emergency  services  to 
provide  the  services  if  a person  presents 


"Have  you  ever  noticed  that  all  of  the  doctors  in  this  hospital  are  women  and  all  of  the  nurses  are  men?" 


. Texas  Medicine 
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Dr  Tipton  and  residents  examining  post -operative  patient  in  recovery  room 


DALE  LTIPTON,M.D. 

Associate  Clinical  Professor,  Department  of  Otolaryngology, 
Head  and  Neck  Surgery,  University  of  California  School  of 
Medicine,  San  Francisco,  California. 

Chairman,  Division  of  Otolaryngology,  Franklin  Hospital, 

San  Francisco,  California. 

Lieutenant  Colonel,  U.S.  Army  Reserve. 

EDUCATION  University  of  California  at  Berkeley,  A.B. 
Physiology;  University  of  California  School  of  Medicine,  San 
Francisco,  M.D.  and  Master  of  Science,  Pharmacology. 

RESIDENCY  University  of  California  School  of  Medicine, 
San  Francisco:  General  Surgery  — 2 years;  Otolaryngology - 
3 years. 

FELLOWSHIPS  National  Institute  of  Health  Fellow;  Cancer 
Research  Institute,  University  of  California,  San  Francisco. 

OUTSTANDING  ACHIEVEMENTS  Freshman  Medi- 
cal Student  Research  Award;  Class  President  — 2nd  year  medical 
school;  Student  Body  President— senior  year  medical  school; 
Special  Award  by  National  Institute  of  Health  to  attend  and  pre- 
sent paper  at  International  Congress  of  Otolaryngology  in  Tokyo, 
Japan;  Chairman,  Department  of  Otolaryngology,  San  Francisco 
General  Hospital  1970-76;  Ghief  of  Medical  Staff,  Franklin 
Hospital  1982-84. 


m joined  the  Army  Reserve  shortly  after  complet- 
ing my  responsibilities  as  Chief  of  Staff  of  Franklin 
Hospital  in  San  Francisco.  I was  intrigued  with  the  idea 
of  trying  something  different,  such  as  Army  Medicine. 

“I  find  that  the  challenges  and  rewards  of  serving 
as  an  Army  Reserve  physician  complement  my  civilian 
practice.  For  a number  of  years,  I’ve  been  teaching  as 
a member  of  the  Clinical  Faculty  at  the  University  of 
California  School  of  Medicine,  and  I thoroughly  enjoy 
the  many  teaching  opportunities  available  to  me  in 
the  Reserve.  It  is  a rewarding  experience  to  be  involved 
in  the  training  of  Army  medical  students,  interns, 
and  residents.  I also  enjoy  interacting  and  exchanging 
information  with  full-time  Army  physicians  and  seeing 
a wide  variety  of  interesting  clinical  cases. 

“After  18  years  of  private  practice,  I find  it  stimu- 
lating to  be  able  to  use  my  experience  and  expertise  in 
a totally  different  medical  setting.  I highly  recommend 
Army  Medicine  to  any  interested  physician.## 

Find  out  more  about  the  medical  opportunities 
in  the  Army  Reserve.  Call  toll  free  1-800-USA-ARMY. 
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Effective  once-nig  fitly 

duodenal  ulcer  therapy  available  in  a 


Unique  Convenience  Pak 

for  better  patient  compliance 


AXID 

nizatidine  capsules 

Briel  Symmary.  Consult  the  package  insert  for  prescribing  Information. 
Indications  and  Usage;  Axid  is  indicated  for  up  to  eight  weeks  for  the  treatment 
of  active  duodenal  ulcer  In  most  patients,  the  ulcer  will  heal  within  tour  weeks 

Axid  is  indicated  for  maintenance  therapy  for  duodenal  ulcer  patients,  at 
a reduced  dosage  of  150  mg  h.s  after  healing  of  an  active  duodenal  ulcer 
The  consequences  of  continuous  therapy  with  Axid  for  longer  than  one  year 
are  not  known 

Contraindication:  Axid  Is  contraindicated  in  patients  with  known  hypersensitivity 
to  the  drug  and  should  be  used  with  caution  in  patients  with  hypersensitivity  to 
other  H2-receptor  antagonists 

Precautions;  Genera/— 1 Symptomatic  response  to  nizatidine  therapy  does  not 
preclude  the  presence  of  gastric  malignancy 

2 Because  nizatidine  is  excreted  primarily  by  the  kidney,  dosage  should  be 
reduced  in  patients  with  moderate  to  severe  renal  insufficiency 

3 Pharmacokinetic  studies  in  patients  with  hepatorenal  syndrome  have  not 
been  done  Part  of  the  dose  of  nizatidine  is  metabolized  in  the  liver  In  patients 
with  normal  renal  function  and  uncomplicated  hepatic  dysfunction,  the 
disposition  of  nizatidine  is  similar  to  that  in  normal  subiects 

Laboratory  7es/s  — False-positive  tests  for  urobilinogen  with  Multistix*  may 
occur  during  therapy  with  nizatidine 

Drug  Interactions— Ho  interactions  have  been  observed  between  Axid  and 
theophylline,  chlordiazepoxide,  lorazepam,  lidocaine,  phenytoin,  and  warfarin. 
Axid  does  not  inhibit  the  cytochrome  P-450-linked  drug-metabolizing  enzyme 
system,  therefore,  drug  interactions  mediated  by  inhibition  of  hepatic 
metabolism  are  not  expected  to  occur  In  patients  given  very  high  doses  (3,900 
mg)  of  aspirin  daily,  increases  in  serum  salicylate  levels  were  seen  when 
nizatidine,  150  mg  b i d . was  administered  concurrently 

Carcinogenesis.  Mutagenesis.  Impairment  of  Fertility— A two-year  oral 
carcinogenicity  study  in  rats  with  doses  as  high  as  500  mg/kg/day  (about  80 
times  the  recommended  daily  therapeutic  dose)  showed  no  evidence  of  a 
carcinogenic  effect  There  was  a dose  related  increase  in  the  density  of 
enterochromaftin-like  (ECL)  cells  in  the  gastric  oxyntic  mucosa  In  a two-year 
study  in  mice,  there  was  no  evidence  of  a carcinogenic  effect  in  male  mice, 
although  hyperplastic  nodules  of  the  liver  were  increased  in  the  high  dose  males 
compared  to  placebo  female  mice  given  the  high  dose  of  Axid  (2,000  mg/kg/day, 
about  330  times  the  human  dose)  showed  marginally  statistically  significant 
increases  in  hepatic  carcinoma  and  hepatic  nodular  hyperplasia  with  no 
numerical  increase  seen  in  any  of  the  other  dose  groups.  The  rale  of  hepatic 
carcinoma  in  the  high  dose  animals  was  within  the  historical  control  limits  seen 
for  the  strain  of  mice  used  The  female  mice  were  given  a dose  larger  than  the 
maximum  tolerated  dose,  as  indicated  by  excessive  (30%)  weight  decrement 


compared  to  concurrent  controls,  and  evidence  of  mild  liver  injury  (transaminase 
elevations)  The  occurrence  of  a marginal  finding  at  high  dose  only  in  animals 
given  an  excessive,  and  somewhat  hepatotoxic  dose,  with  no  evidence  of  a 
carcinogenic  effect  in  rats,  male  mice,  and  female  mice  (given  up  to  350  mg/kg/ 
day.  about  60  times  the  human  dose),  and  a negative  mutagenicity  battery  is  not 
considered  evidence  of  a carcinogenic  potential  for  Axid 

Axid  was  not  mutagenic  in  a battery  of  tests  performed  to  evaluate  its  potential 
genetic  toxicity,  including  bacterial  mutation  tests,  unscheduled  DNA  synthesis, 
sister  chromatid  exchange,  and  the  mouse  lymphoma  assay 

In  a two-generation,  perinatal  and  postnatal,  fertility  study  in  rats,  doses  of 
nizatidine  up  to  650  mg/kg/day  produced  no  adverse  effects  on  the  reproductive 
performance  of  parental  animals  or  their  progeny 

Pregnancy-Teratogenic  Effecis-Pregnancy  Category  C-Ora!  reproduction 
studies  in  rats  at  doses  up  to  300  times  the  human  dose,  and  in  Dutch  Belted 
rabbits  at  doses  up  to  55  times  the  human  dose,  revealed  no  evidence  of  impaired 
fertility  or  teratogenic  effect,  but.  at  a dose  equivalent  to  300  times  the  human 
dose,  treated  rabbits  had  abortions,  decreased  number  of  live  fetuses,  and 
depressed  fetal  weights  On  intravenous  administration  to  pregnant  New  Zealand 
White  rabbits,  nizatidine  at  20  mg/kg  produced  cardiac  enlargement,  coarctation 
of  the  aortic  arch,  and  cutaneous  edema  in  one  fetus  and  at  50  mg/kg  it  produced 
ventricular  anomaly,  distended  abdomen,  spina  bifida,  hydrocephaly,  and 
enlarged  heart  in  one  fetus  There  are,  however,  no  adequate  and  well-controlled 
studies  in  pregnant  women  It  is  also  not  known  whether  nizatidine  can  cause 
fetal  harm  when  administered  to  a pregnant  woman  or  can  affect  reproduction 
capacity.  Nizatidine  should  be  used  during  pregnancy  only  if  the  potential  benefit 
justifies  the  potential  risk  to  the  fetus 

Nursing  Mofrters  — Nizatidine  is  secreted  and  concentrated  in  the  milk  of 
lactating  rats.  Pups  reared  by  treated  lactating  rats  had  depressed  growth  rates 
Although  no  studies  have  been  conducted  in  lactating  women,  nizatidine  is 
assumed  to  be  secreted  in  human  milk,  and  caution  should  be  exercised  when 
nizatidine  is  administered  to  nursing  mothers. 

Pediatric  Gse— Safety  and  effectiveness  in  children  have  not  been  established 

Use  in  Elderly  Patients— U\cer  healing  rales  in  elderly  patients  are  similar  to 
those  in  younger  age  groups  The  incidence  rates  of  adverse  events  and 
laboratory  test  abnormalities  are  also  similar  to  those  seen  in  other  age  groups 
Age  alone  may  not  be  an  important  factor  in  the  disposition  of  nizatidine.  Elderly 
patients  may  have  reduced  renal  function 

Adverse  Reactions:  Clinical  trials  of  nizatidine  included  almost  5.000  patients 
given  nizatidine  in  studies  of  varying  durations.  Domestic  placebo-controlled 
trials  included  over  1.900  patients  given  nizatidine  and  over  1,300  given  placebo 
Among  the  more  common  adverse  events  in  the  domestic  placebo-controlled 
trials,  sweating  (1%  vs  0 2%),  urticaria  (0.5%  vs  <0.01%).  and  somnolence 
(2  4%  vs  1.3%)  were  significantly  more  common  in  the  nizatidine  group  A 
variety  of  less  common  events  was  also  reported,  it  was  not  possible  to 


determine  whether  these  were  caused  by  nizatidine. 

Hepaf/c— Hepatocellular  injury,  evidenced  by  elevated  liver  enzyme  tests 
(SGOT  [AST].  SGPT  [ALT],  or  alkaline  phosphatase),  occurred  in  some  patients 
possibly  or  probably  related  to  nizatidine.  In  some  cases,  there  was  marked 
elevation  of  SGOT.  SGPT  enzymes  (greater  than  500  lU/L),  and  in  a single 
instance.  SGPT  was  greater  than  2,000  lU/L.  The  overall  rate  of  occurrences  of 
elevated  liver  enzymes  and  elevations  to  three  times  the  upper  limit  of  normal, 
however,  did  not  significantly  differ  from  the  rate  of  liver  enzyme  abnormalities  in 
placebo-treated  patients  All  abnormalities  were  reversible  after  discontinuation 
of  Axid 

Cardiovascular- In  clinical  pharmacology  studies,  short  episodes  of 
asymptomatic  ventricular  tachycardia  occurred  in  two  individuals  administered 
Axid  and  in  three  untreated  subjects 

fndocrme— Clinical  pharmacology  studies  and  controlled  climcal  trials 
showed  no  evidence  of  antiandrogenic  activity  due  to  Axid.  Impotence  and 
decreased  libido  were  reported  with  equal  frequency  by  patients  who  received 
Axid  and  by  those  given  placebo  Rare  reports  of  gynecomastia  occurred. 

Hematologic— H\a\  thrombocytopenia  was  reported  in  a patient  who  was 
treated  with  Axid  and  another  H^-receptor  antagonist.  On  previous  occasions, 
this  patient  had  experienced  thrombocytopenia  while  taking  other  drugs. 

Integumental— Sweating  and  urticaria  were  reported  significantly  more 
frequently  in  nizatidine  than  in  placebo  patients.  Rash  and  exfoliative  dermatitis 
were  also  reported. 

Ofher— Hyperuricemia  unassociated  with  gout  or  nephrolithiasis  was 
reported 

Overdosagi:  There  is  little  clinical  experience  with  overdosage  of  Axid  in 
humans  If  overdosage  occurs,  use  of  activated  charcoal,  emesis,  or  tavage 
should  be  considered  along  with  clinical  monitoring  and  supportive  therapy. 
Renal  dialysis  for  four  to  six  hours  increased  plasma  clearance  by  approximately 
84%. 

Test  animals  that  received  large  doses  of  nizatidine  have  exhibited  cholinergic- 
type  effects,  including  lacrimation,  salivation,  emesis,  miosis,  and  diarrhea. 
Single  oral  doses  of  800  mg/kg  in  dogs  and  of  1,200  mg/kg  in  monkeys  were  not 
lethal.  Intravenous  LDso  values  in  the  ra!  and  mouse  were  301  mg/kg  and  232 


mg/kg  respectively 
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and  is  diagnosed  as  needing  emergency 
services.  Criminal  penalties  accompany 
failure  to  comply. 

Further  information  on  this  topic  is 
available  from  TMA’s  Department  of 
Health  Care  Delivery,  1801  N Lamar 
Blvd,  Austin,  TX  78701,  phone  (512) 
477-6704. 


Defendants  attempt  to  dissolve 
injunction  that  h;dts  recoupment 

The  US  Department  of  Health  and  Human 
Services  and  its  agent  Blue  Cross  and 
i Blue  Shield  of  Texas  (BCBS)  will  attempt 
to  dissolve  a preliminary  injunction  halt- 
ing the  recovery  of  f 10  million  in  alleged 
overpayments  to  a number  of  Texas  phy- 
sicians and  Medicare  beneiciaries  for 
bills  filed  during  July  1985  to  April  1986. 

HHS  arid  BCBS  were  expected  to  ap- 
pear before  the  Fifth  Circuit  Court  of  Ap- 
peals in  New  Orleans  the  second  week  of 
September.  TMA  legal  counsel  reports 
that  the  court  customarily  takes  a case 
under  advisement  ^er  hearing  oral  argu- 
ment and  renders  its  decision  at  a later 
date.  Meanwhile,  the  preliminary  injunc- 
tion remains  in  effect. 

The  Texas  Medical  Association,  Texas 
Ophthalmoiogical  Association,  Texas 
Academy  of  Family  Physicians,  Texas  So- 
ciety of  Internal  Medicine,  Travis  County 
Medical  Society,  1 1 physicians,  one  medi- 
cal clinic,  and  four  patients  brought  the 
action  against  HHS  and  BCBS  in  October 
1987. 

The  alleged  oveipayments  occurred 
after  HHS  converted  Medicare  codes  for 
physician  services.  To  expedite  the  con- 
version, Blue  Cross  and  Blue  Shield  of 
Texas,  the  state’s  Medicare  carrier,  paid 
for  some  procedures  on  the  basis  of  a 
statewide  fee  schedule  rather  than  his- 
torical customary  and  prevailing  charge 
data.  Contending  that  the  use  of  the  fee 
schedules  was  illegal,  HHS  began  the  re- 
coupment effort  in  August  1987.  TMA 
and  the  other  plaintiffs  in  the  action  as- 
sert that  BCBS  exercised  a legal  option 
in  basing  payments  on  the  fee  schedule 
and  in  fact  the  payments  were  correct. 


TMA  withdraws  endorsement 
of  debt  collection  service 

Effective  September  1,  1988,  the  Texas 
Medical  Association  withdrew  its  en- 
dorsement of  a debt  collection  service. 
TMA  had  endorsed  LC.  System,  Inc.  The 
TMA  Council  on  Member  Services  will 
explore  other  options. 


CAPITAL  COMMENTS 


Voters  must  register 

by  Oct  8 for  November  election 

The  deadline  for  registering  to  vote  in 
the  Nov  8 general  election  is  Oct  8. 
Voters  can  register  by  mail,  and  regis- 
tration cards  are  available  from  county 
tax  offices. 


Court  Press.”  The  kit  provides  major 
state  organizations  simple  guidelines  for 
expanding  their  members’  awareness  of 
the  importance  of  the  Texas  Supreme 
Court  races.  It  also  provides  opinion 
leaders  the  tools  necessary  to  activate 
large  blocks  of  voter  groups  to  work  to 
influence  the  outcome  of  the  Supreme 
Court  races.  Among  the  kit’s  elements  are 
a summary  of  Mr  Shipley’s  poll,  a “You 
Judge  the  Judges”  quiz,  a supply  of  voter 
registration  cards,  a brochure  on  how  to 
be  effective  at  the  grassroots  level, 
samples  of  print  ads,  a sample  speech, 
and  a video  presentation  for  lay 
audiences. 

TEXPAC  has  endorsed  the  following 
candidates  in  the  Nov  8 election:  Repub- 
licans Tom  Phillips,  Paul  Murphy,  and 
Nathan  Hecht,  and  Democrats  Raul 
Gonzalez  and  Jack  Hightower. 


NEWSMAKERS 


‘Full  court  press’  kit  spotlights 
Texas  supreme  court  races 

TTie  Texas  Medical  Political  Action  Com- 
mittee (TEXPAC)  has  formulated  a politi- 
cal action  kit  that  many  of  the  state’s 
major  professional  or  trade  organizations 
are  using  to  heighten  their  members’ 
awareness  of  the  upcoming  Texas  Su- 
preme Court  Justice  races.  To  further  the 
program,  TEXPAC  representatives  have 
briefed  or^nizations  representing  engi- 
neers, medical  specialists,  hospitals,  chiro- 
practors, airline  companies,  manufac- 
turers, telephone  companies,  realtors,  oil 
companies,  homebuilders,  bankers,  and 
pharmacists. 

As  a preamble  to  the  presentation,  po- 
litical consultant  George  Shipley  revealed 
the  results  of  a public  opinion  poU  show- 
ing that  “likely  voters”  strongly  support 
reform  and  balance  in  the  court.  TTie  poll 
also  showed  voters’  concern  for  ethical 
issues  related  to  the  court  and  their  “his- 
toric” willingness  to  split  tickets  on  judi- 
cial races  and  vote  for  both  Democrats 
and  Republicans.  “The  people  of  Texas 
are  ready  for  a change,”  Shipley  declared. 

The  political  action  kit  outlines  a strat- 
egy that  various  organizations  can  use  to 
motivate  and  educate  their  memberships, 
following  the  basketball  theme,  “Full 


KENNETH  Z.  ALTSHULER,  MD,  has  been 
appointed  chairman  of  the  National 
Board  of  Medical  Examiner’s  Part  II  Psy- 
chiatry Test  Committee.  Dr  Altshuler  is 
the  Stanton  Sharp  professor  and  chairman 
of  psychiatry  at  The  University  of  Texas 
Southwestern  Medical  Center  at  Dallas. 

Nobel  Laureates  MICHAEL  S.  BROWN, 

MD,  and  JOSEPH  L.  GOLDSTEIN,  MD,  of 
The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas,  recently  re- 
ceived from  President  Ronald  Reagan  the 
National  Medal  of  Science,  the  nation’s 
highest  scientific  honor  bestowed  by  the 
President.  Drs  Brown  and  Goldstein  were 
honored,  according  to  the  presidential  ci-  29 

tation,  “for  their  historic  discovery  of  the  

basic  mechanisms  controlling  cholesterol 
metabolism,  opening  the  way  to  a new 
pharmacologic  approach  to  the  treat- 
ment of  cardiovascular  disease,  the  lead- 
ing cause  of  death  and  disability  in  the 
Western  world.” 

WILLIAM  T.  BUTLER,  MD,  Houston, 
has  been  named  a Distinguished  Alumnus 
of  the  School  of  Medicine  at  Case  West- 
ern Reserve  University  in  Cleveland.  Dr 
Butler  is  president  and  chief  executive 
officer  of  Baylor  College  of  Medicine. 

C.  THOMAS  CASKEY,  MD,  Houston,  a 
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American  Physicians  Insurance  Exchange 

MALPRACTICE 

It’s  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


Baylor  College  of  Medicine  geneticist, 
has  been  appointed  to  the  college’s 
Henry  and  Emma  Meyer  Chair  of  Molecu- 
lar Genetics.  Dr  Caskey  is  director  of  the 
Institute  for  Molecular  Genetics. 

FRED  F.  CASTROW  11,  MD,  Houston, 
has  been  elected  to  a three -year  term  as 
assistant  secretary-treasurer  of  the  Ameri- 
can Academy  of  Dermatologists. 

PATRICK  CLAGETT,  MD,  professor  of 
surgery  at  The  University  of  Texas  South- 
western Medical  Center  at  Dallas,  has 
been  appointed  as  a member  of  the  Na- 
tional Board  of  Medical  Examiners  CBX 
Case  Development  Committee.  The  com- 
puter-based examination  (CBX)  is  a de- 
velopment project  of  the  national  board 
directed  at  improving  the  measurement 
of  clinical  competence  of  candidates  for 
medical  licensure. 

ALLEN  B.  COHEN,  MD,  has  been 
named  to  the  American  Lung  Associa- 
tion’s research  coordinating  committee. 
The  committee  provides  guidance  on  re- 
search studies  and  grant  awards.  Dr  Co- 
hen is  executive  associate  director  at  The 
University  of  Texas  Health  Center  at 
Tyler. 

JAMES  D.  COX,  MD,  became  the  vice 
president  for  patient  care  at  The  Univer- 
sity of  Texas  M.D.  Anderson  Cancer  Cen- 
ter at  the  beginning  of  August.  He  also 
serves  as  the  institution’s  physician-in- 
chief. Dr  Cox  had  been  a professor  of  ra- 
diotherapy and  chairman  of  the  Depart- 
ment of  Radiation  Oncology  at  Columbia 
University  and  the  Presbyterian  Hospital 
in  New  York. 

STANLEY;.  DUDRICK,  MD,  a Houston 
surgeon  and  nutritional  research  expert, 
has  been  named  director  of  the  Depart- 
ment of  Surgery  at  the  nation’s  first  hospi- 
tal, Pennsylvania  Hospital,  in 
Philadelphia.  Founded  in  1751  by  Ben- 
jamin Franklin  and  Thomas  Bond,  MD, 
this  hospital  served  as  the  first  clinical 
teaching  facility  in  the  country.  Dr  Du- 
drick  was  clinical  professor  of  surgery  at 
The  University  of  Texas  Medical  School. 
The  research  and  development  activities 
of  the  Dudrick  Institute  of  Nutritional  Re- 
search, founded  in  1980,  will  continue  in 
Houston. 

J.  FORREST  HTCH,  MD,  McAUen  fam- 
ily practitioner,  has  been  elected  presi- 
dent of  the  Texas  Medical  Foundation 
(TMF).  Dr  Fitch,  who  is  also  chairman  of 


the  TMF  Board  of  Trustees,  is  a member 
of  the  TMA  Board  of  Trustees. 

ROBERT  G.  GROSSMAN,  MD,  Houston, 
was  recently  elected  vice  chairman  of 
the  American  Board  of  Neurological  Sur- 
gery. In  addition,  the  Society  of  Neuro- 
logical Surgeons  awarded  him  the  1 988 
Grass  Prize,  which  honors  a continuous 
commitment  to  research  in  the 
neurosciences. 

ANNE  GRUBBS,  advertising  manager 
for  Texas  Medicine,  has  been  elected  to 
the  Board  of  Directors  of  the  State  Medi- 
cal Journal  Advertising  Bureau,  Inc.  The 
bureau  helps  secure  national  advertising 
for  the  3 1 state  medical  journals  it 
represents. 

ALBERT  E.  GUNN,  MD,  Houston,  medi- 
cal director  of  the  Rehabilitation  Center 
at  The  University  of  Texas  M.D.  Anderson 
Cancer  Center,  has  been  appointed  to  the 
National  Library  of  Medicine’s  Literature 
Selection  Technical  Review  Committee. 
The  committee  is  responsible  for  the  se- 


lection of  biomedical  publications  in  the 
National  Library  of  Medicine’s  collection. 

THOMAS  P.  HA’^NIE,  MD,  Houston,  has 
been  appointed  to  the  James  E.  Anderson 
Professorship  in  Nuclear  Medicine  at  The 
University’  of  Texas  M.D.  Anderson  Can- 
cer Center.  Dr  Haynie  joined  the  M.D. 
Anderson  Cancer  Center  staff  in  1965. 

DENNIS  R.  JONES  became  Commis- 
sioner of  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation  at  the  be- 
ginning of  July.  Formerly,  he  was  Com- 
missioner of  the  Department  of  Mental 
Health  in  Indiana. 

BARRY  D.  KAHAN,  MD,  Houston,  was 
recently  elected  president-elect  of  the 
American  Society  of  Transplant  Surgeons. 
Dr  Kahan  is  professor  of  surgery’  and  di- 
rector of  the  division  of  immunology  and 
organ  transplantation  at  The  University  of 
Texas  Medical  School  at  Houston. 

STEVE  KOHL,  MD,  professor  of  pedi- 
atrics at  The  University  of  Texas  Medical 
School  at  Houston,  has  been  elected  vice 


“Well,  maybe  everyone  doesn’t  love  a lover — but  1 sure  do.' 
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president  of  the  national  Society  for  Pedi- 
atric Research.  He  will  become  presi- 
dent-elect in  1989-1990  and  president 
in  1990-1991. 

VICTOR  A.  LEVIN,  MD,  a noted  au- 
thority on  the  treatment  of  brain  tumors, 
has  been  appointed  chairman  of  the  De- 
partment of  Neuro-Oncology  at  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer 
Center.  He  also  will  hold  the  Bernard  W. 
Biedenharn  Chair  for  Cancer  Research. 

Dr  Levin  has  been  chief  of  the  Neuro- 
Oncology  Service  at  the  University  of 
California  Medical  School  at  San  Fran- 
cisco since  1977. 

NINAN  T.  MATHEW,  MD,  was  elected 
president  of  the  American  Association  for 
the  Study  of  Headache.  Dr  Mathew  is  a 
Houston  neurologist. 

JOHN  P.  McGovern,  MD,  recently  re- 
ceived the  Thomas  Linacre  Medal  in 
Medical  Humanities  from  the 
Georgetown  University  (Washington, 

DC)  Committee  on  Humanities  and  Med- 
icine. The  medal  is  presented  in  recogni- 
tion of  contributions  in  the  area  of 
medical  humanism.  Dr  McGovern  is  the 
founder  of  the  McGovern  Allergy  Clinic 
in  Houston. 

DAVID  MOREHEAD,  MD,  Temple,  has 
been  appointed  medical  director  for 
Scott  & White  Clinic.  Dr  Morehead  was 
associate  dean  of  Texas  A&M  University 
College  of  Medicine  and  director  of  the 
Research  and  Education  Division. 

BERT  W.  O’MALLEY,  MD,  Houston,  was 
been  awarded  the  Endocrine  Society’s 
highest  award.  The  Fred  Conrad  Koch 
Award  is  given  annually  for  contempo- 
rary work  of  special  distinction  in  endo- 
crinology. Dr  O’Malley,  a Baylor  College 
of  Medicine  distinguished  professor  and 
the  Thomas  C.  Thompson  professor  and 
chairman  of  cell  biology,  is  inter- 
nationally known  for  his  study  of  es- 
trogen and  progesterone. 

JOSEPH  T.  PAINTER,  MD,  Houston,  re- 
cently was  elected  vice  chairman  of  the 
American  Medical  Association’s  Board  of 
Trustees.  Dr  Painter  is  vice  president  for 
physician  referral  development  and  ex- 
tramural programs  at  The  University  of 
Texas  M.D.  Anderson  Cancer  Center  and 
a member  of  TMA’s  Board  of  Trustees. 

CHARLES  Y.C.  PAK,  MD,  Dallas,  was  re- 
cently presented  the  Bartter  Award  for 
Excellence  in  Clinical  Investigation, 
given  by  the  American  Society  for  Bone 


and  Mineral  Research.  Dr  Pak  is  chief  of 
mineral  metabolism  at  The  University  of 
Texas  Southwestern  Medical  Center. 

PAUL  C.  PETERS,  SR,  MD,  was  recently 
elected  president  of  the  American  Uro- 
logical Association.  Dr  Peters  is  professor 
and  chairman  of  the  Division  of  Urology 
at  The  University  of  Texas  Southwestern 
Medical  Center  at  Dallas. 

THOMAS  HUNTER  SMITH,  MD,  has 
been  appointed  administrator  and  re- 
source development  officer  for  the  Pan- 
American  Association  of  Ophthalmology 
and  the  Pan-American  Ophthalmological 
Education  Fund.  Dr  Smith  is  a Fort  Worth 
ophthalmologist. 

JAN  VAN  EYS,  MD,  has  been  named 
chairman  of  the  Department  of  Pediatrics 
of  The  University  of  Texas  Medical 
School  at  Houston.  He  also  will  continue 
his  duties  as  head  of  the  division  of  pedi- 
atrics at  The  University  of  Texas  M.D.  An- 
derson Cancer  Center. 

STEPHEN  C.  YANG,  MD,  Houston,  has 
been  awarded  first  prize  in  the  Houston 
Surgical  Society’s  Resident  Research 
Competition.  The  award  recognizes  re- 
search that  has  led  to  the  development  of 
a promising  new  clinical  protocol  for 
lung  cancer.  Dr  Yang  is  a postdoctoral 
fellow  in  the  Department  of  Thoracic 
Surgery  at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center. 


DEATHS 


ALVIN  BALDWIN,  JR,  MD,  longtime 
Dallas  colon  and  rectal  surgeon.  Died 
June  24,  1988;  age  81.  Dr  Baldwin  gradu- 
ated in  1931  from  Baylor  University  Col- 
lege of  Medicine.  After  an  internship  at 
Charity  Hospital  in  New  Orleans,  he 
moved  to  Olney,  where  he  was  in  general 
practice  until  1940.  In  1941  Dr  Baldwin 
moved  to  Dallas  and  joined  the  medical 
staff  of  Baylor  University  Medical  Center. 

BRAUUO  J.  CUESTA,  MD,  retired 
general  surgeon  and  general  practitioner 
in  Levelland.  Died  May  25,  1988;  age  69. 
Dr  Cuesta  was  a 1943  graduate  of  Havana 
University  Medical  School  in  Cuba.  He 
served  an  internship  at  St  Joseph’s  Hospi- 
tal in  Yonkers,  NY,  and  practiced  medi- 
cine in  Cuba  until  1962,  when  he  moved 


to  Oklahoma.  He  began  his  practice  in 
Levelland  in  1965. 

HELEN  FARABEE,  Wichita  Falls,  long- 
time advocate  of  improved  state  services 
for  the  sick  and  the  indigent.  Died  July 
28,  1988;  age  53.  Mrs  Farabee,  wife  of 
University  of  Texas  general  counsel  Ray 
Farabee,  withdrew  earlier  this  year  as  a 
candidate  for  the  state  Senate  post  va- 
cated by  her  husband  when  he  accepted 
the  university  post.  In  1965,  she  and 
Bill  Hobby,  who  now  serves  as  Texas’ 
lieutenant  governor,  helped  secure  pas- 
sage of  legislation  that  created  the  Texas 
Department  of  Mental  Health  and  Mental 
Retardation. 

CHARLES  KEEVER,  MD,  general  practi- 
tioner in  Nocona.  Died  May  31,  1988; 
age  69.  In  1952  he  graduated  from  the 
University  of  Texas  Medical  Branch  at 
Galveston.  Dr  Keever  served  an  intern- 
ship at  the  US  Marine  Hospital  in  Seattle, 
Wash.  During  1954-1955  and  1970-71 
he  served  with  the  US  Public  Health  Ser- 
vice. He  practiced  medicine  in  Arizona 
from  1955  to  1970,  and  moved  to 
Nocona  in  1971. 

JEFFERSON  DAVIS  MAGEE,  JR,  MD, 
Abilene  eye,  ear,  nose,  and  throat  spe- 
cialist. Died  June  12,  1988;  age  77.  Dr 
Magee  graduated  in  1934  from  the  Loui- 
siana State  University  School  of  Medicine 
in  New  Orleans.  After  an  internship  and 
residency  at  Charity  Hospital  in  New  Or- 
leans, Dr  Magee  began  his  private  prac- 
tice in  Abilene  in  1940.  During  World 
War  11  he  was  a member  of  the  Medical 
Reserve  Corps  of  the  US  Army  Air  Corps. 
He  rose  from  the  rank  of  captain  to  major 
and  finished  his  service  as  a lieutenant 
colonel.  He  resumed  his  private  practice 
in  Abilene  in  1946  and  in  I960  served  as 
president  of  the  Taylor-Jones-Haskell 
County  Medical  Society. 

CORPUS  O.  ORTIGOZA,  MD,  Houston 
pathologist.  Died  June  20,  1988;  age  56. 
Dr  Ortigoza  was  a 1959  graduate  of  Bay- 
lor College  of  Medicine.  He  served  an 
internship  and  residency  at  District  of 
Columbia  General  Hospital  in  Washing- 
ton, DC,  and  an  additional  residency  at 
Duke  University  Medical  Center  in  Dur- 
ham, NC.  At  the  time  of  his  death,  he  had 
been  associate  professor  of  pathology  at 
Baylor  College  of  Medicine  for  20  years. 
He  also  was  chief  of  the  pathology  ser- 
vice for  the  Harris  County  hospital 
district. 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


A.  BALDWIN.  JR 
Dallas.  1906-1988 

B. J.  CUESTA 
Levelland.  1919-1988 

C.  KEEVER 
Nocona.  1919-1988 


J.D.  MAGEE.  SR 
Abilene.  1910-1988 

C.O.  ORTIGOZA 
Houston.  1931-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT 

I wish  to  become  enrolled  as  a Friend. 

□ Student  $ 5.00  □ Patron  $ 1 00.00 

□ Sustaining  $15.00  □ Life  $1,000.00 

□ Subscribing  $25.00 

NAME 

ADDRESS 

Cmf/STATE/ZIP 


HONOR  AND  MEMORIAL  GIFTS 

□ In  memory  of  □ In  honor  of 

NAME 

OCCASION 

PLEASE  NOTIFY: 
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When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar- 
antees your  patients  will  get  the 
power  of  Bactrim. 


/^Specify 

uidbmit 

Bactrinr 

(trimethoprim  and 
sulfamethoxazole/Roche) 


Roche  laboratories 

a division  oi  Hofiinann-l.a  Roche  Inc. 

340  Kingsland  Slree*.  Nii'.ley.  New  je'^y  07110-1139 


Copyright  © 1988  by  Hoffmann-La  Roche  Inc  1 rights  reserved. 


Texas  Medical  Association 
Announces 


4 


Postgraduate 
Courses 


September 
17  and  18 


TEXAS  MEDICAL  ASSOCIATION 


leadership; 


CONFERINCE. 


during  the  1988 
Fall  Leadership  Conference 
in  Austin 


Saturday,  Sept.  17,  1:30  to  5:30  pm 


Basic  Life  Support  for  Physicians 

Paul  Begnoche,  Bergstrom  Air  Force  Base 
Fee:  member, $50;  nonmember,  $55 


Sunday,Sept.  18,8am  to  1 pm 


New  Drugs  for  Treatment  of  Coronary 
Artery  Diseases 

Addison  A.  Taylor,  MD,  PhD,  Baylor  College  of 
Medicine,  Houston 

Fee:  member,  $75;  nonmember,  $80 


Office  Dermatology 

Sharon  S.  Roimer,  MD,  The  University  of  Texas 

Medical  Branch,  Galveston 

Fee:  member,  $75;  nonmember,  $80 


Office  Gynecology — Management  of 
Sexually-Transmitted  Diseases 

David  L Hemsell,  MD,  The  University  of  Texas 
Southwestern  Medical  School,  Dallas 
Fee:  member,  $75;  nonmember,  $80 


All  courses  scheduled  at  Four  Seasons 
Hotel,  Austin 


For  more  information  and  for  registration  and 
housing  forms,  coll  TMA  Department  of  Annual 
Session  and  Scientific  Programming, 
512/477-6704. 


Illustration  of 
Bactrim  power 
in  middie  ear 
infection. 


For  otitis  media 


Bactrim  Power 


* Penetrates 

* Concentrates 

* Overpowers 

* Persists 


Bactrim  concentrates  in  hard-to-reach  infections'  to  overpower  suscepti- 
ble strains  of  H.  influenzae  and  S.  pneumoniae  (in  vitro)^  year  after  year. 
B.i.d.  dosing,  cherry  flavor  and  economy  keep  successful  therapy  within 
your  power.  Especially  when  you  remember  to  protect  your  prescribing 
decision  by  specifying  D.A.W. 

In  vitro  results  may  not  correlate  with  clinical  results.  Not  indicated  for 
prophylactic  or  prolonged  use  in  otitis  media  and  contraindicated  in 
infants  under  two  months  of  age. 
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Specify  't)i6bmM  (U-unU&iL 

Bactrim  Pediatric 

(40  mg  trimethoprim  and  200  mg  sulfamethoxazole  per  5 mL) 


Copyright  ® 1988  by  Hoffmann-La  Roche  Inc.  All  rights  reserved. 

Please  see  references  and  summary  of 
product  information  on  following  page. 


Specify  ‘‘Dispense  as  Written,”  “Do  Not  Substitute,”  or  “Brand 
Necessary”  according  to  your  state  regulations. 


IM•l•MM;1.Kl^lmlcJJ.8(il/;Jmatr9S.1087-1089. 1980  2.  BAC-DATA  Medical  Information  Systims, 
lne..Volynnl,1986. 


Bactrim 

(trimethoprim  and  sulfamethoxazole/Roche) 

Before  prescribinj,  please  consult  complete  product  information,  a summary  of  which  follows: 
CBNTBAIMOICATfOliS:  Hypersensitivity  to  trimethoprim  or  sulfonamides:  documented  megaloblastic 
anemia  dug  to  folate  deficiency:  pregnancy  at  term  and  during  the  nursing  period*  infants  less  than  two 

months  of  age. 

WARMHBS:  WmmES  ASSOCIATED  WITH  THE  ADMINISTRATION  OF  SULFONAMIDES,  ALTHOUGH 
OEEURRED  DUE  TO  SEVERE  REACTIONS,  INCLUDING  STIVENS-JOHNSON  SYNDROME. 
TOXIC  EPIOiRMAl  NECROLYSIS,  FULMINANT  HEPATIC  NECROSIS,  AGRANULOCYTOSIS,  APUST1C 
ANEMIA  AND  OTHER  BLOOD  DYSCRASIAS. 

lACTilM  SHOULD  BE  DISCONTINUED  AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY  SIGN  OF 
ADVIRSI  REACTION.  Clinical  signs,  such  as  rash,  sore  throat,  fever,  arthralgia,  cough,  shortness  ol 
breath,  pallor,  purpura  or  jaundice,  may  be  early  indications  ol  serious  reactions.  In  rare  instances  a skin 
rash  may  be  followed  by  more  severe  reactions,  such  as  Stevens-Johnson  syndrome  toxic  epidermal 
necrolysis,  hepatic  necrosis  or  serious  blood  disorder  Perform  complete  blood  counts  treguently 
BACTRIM  SHOULD  NOT  BE  USED  IN  THE  TREATMENT  OF  STREPTOCOCCAL  PHARYNGITIS  Clinical  stud- 
ies show  that  patients  with  group  A Q-hemolytic  streptococcal  tonsillopharyngitis  have  a greater  incidence 
of  bacteriologic  failure  when  treated  with  Bactnm  than  with  penicillin  . 

raECAUTIONS:  General:  Give  with  caution  to  patients  wiln  impaired  renal  or  hepatic  function  possible 
folate  deficiency  (e.g.,  elderly,  chronic  alcoholics,  patients  on  anticonvulsants,  with  malabsorption  syn- 
drome. or  in  malnutrition  slates)  and  severe  allergies  or  bronchial  asthma  In  glucose-6-phosphale  dehy- 
drogenase delicieni  individuals,  hemolysis  may  occur,  frequently  dose-related 
Use  in  Hie  elderly  May  be  increased  risk  ol  severe  adverse  reactions  in  elderly,  particularly  with  complicat- 
ing conditions,  eg,  impaired  kidney  and/or  liver  function,  concomitant  use  ol  other  drugs  Severe  skin 
reactions,  generalized  bone  marrow  suppression  (see  WARNINGS  and  ADVERSE  REACTIONS)  ora  specific 
decrease  in  platelets  (with  or  without  purpura)  are  most  frequently  reported  severe  adverse  reactions  in 
elderly  In  those  concurrently  receiving  certain  diuretics,  primarily  thiazides,  increased  incidence  ol  Ihrom- 

luSSoS 

Use  In  Ihe  Tr^lrnenl  ol  Pneumocystis  Canntt  Pneumonia  in  Patients  with  Acquired  Immunodeficiency  Syn- 
drome (AIDS):  AIDS  patients  may  not  tolerate  or  respond  to  Bactrim  in  same  manner  as  non-AIDS  oalients 

Ink'ixNAn/vA  f\i  ...k.  i I...I ' . n . . r** , 


,,  — patients. 

torm^fon^  'd/'°^^terifs:  Instruct  patients  to  maintain  adequate  fluid  Intake  to  prevent  crystalluria  and  stone 

Uboiatory  Tests:  Perform  complete  blood  counts  frequently;  it  a signilicant  reduction  in  the  count  ol  any 
formed  blood  element  is  noted,  discontinue  Bactrim  Perform  urinalyses  with  careful  microscopic  examina- 
tion and  renal  function  tests  during  therapy,  particularly  lor  patients  with  Impaired  renal  function 


I r .....  . ....  lai  III  lino  III  I llll  lu  VYIICI I Dol«il  III! 

IS  given  to  patients  already  on  anticoagulant  therapy  and  reassess  coagulation  time.  Bactrim  may  inhibit  the 
hepatic  metabolisfn  of  phenyioin  Given  at  a common  clinical  dosage,  it  increased  the  phenytoin  half-life  by 
39%  and  decreased  the  phenytoin  metabolic  clearance  rate  by  21%  When  giving  these  drugs  concurrently, 
be  alert  for  possible  excessive  phenytoin  effect.  Sulfonamides  can  displace  methotrexate  from  plasma  pro- 
tein binding  sites,  thus  increasing  free  methotrexate  concentrations 

Drug/Ubo^tory  Test  Interactions:  Bactrim,  specifically  the  trimethoprim  component,  can  interfere  with  a 
semm  rnethotrexate  ass^  as  determined  by  the  competitive  binding  protein  technique  (C8PA)  when  a 
bacterial  dihydrofoiate  reductase  is  used  as  the  binding  protein.  No  interference  occurs  if  methotrexate  is 
me^urao  by  a radimmmunoassay  (RIA).  The  presence  of  trimethoprim  and  sulfamethoxazole  may  also 
!ift£  - alkaline  picrate  reaction  assay  for  creatinine,  resulting  in  overestimations  of  about 

10%  in  the  range  of  riormal  values 

Caron^enesis.  Mutagenesis.  Impairment  of  Fertility  Carcinogenesis:  Long-term  studies  in  animals  to 
ev^uate  ^rci^genic  potential  not  conducted  with  Bactrim  Mutagenesis:  Bacterial  mutagenic  studies  not 
performed  with  sulfamethoxazole  and  trimethoprim  in  combination  Trimethoprim  demonstrated  to  be 
nonmutagensc  m the  Ames  assay.  No  chromosomal  damage  observed  in  human  leukocytes  in  vitro  with 
suifamethoxazo!®  and  trimethoprim  alone  or  in  combination;  concentrations  used  exceeded  blood  levels  of 
mesa  compounds  following  therapy  with  Bactrim.  Observations  of  leukocytes  obtained  from  patients 
tf^ted  with  Bactrim  revealed  no  chromosomal  abnormalities.  ImpairmentofFertility:  No  adverse  effects  on 
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Nearly  60%  of  the  mental  health  care  in  this  coun- 
try is  delivered  by  primary  care  physicians,  yet 
they  rarely  offer  psychotherapy  to  their  patients, 
even  though  psychotherapy  remains  the  treatment 
of  choice  for  most  psychiatric  disorders.  Recent  ad- 
vances in  diagnosis  and  psychotherapy  research 
enable  a reconsideration  of  these  issues.  This  ar- 
ticle provides  guidelines  for  selection  of  patients 
and  for  conducting  brief  supportive  office  psycho- 
therapy by  the  family  physician. 
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The  role  of  the  primary  care  physician  in 
providing  psychotherapy  is  an  ambiguous 
one.  On  one  hand,  most  of  the  mental  health 
care  in  this  country  is  delivered  by  primary  care 
physicians  ( 1 ),  a significant  point  since  epidemi- 
ologic studies  have  shown  that  20%  of  the  popula- 
tion can  be  expected  to  develop  a mental  disorder 
(2,3).  Thus,  primary  care  physicians  probably  al- 
ways will  be  heavily  called  upon  to  treat  psychiatric 
illness.  Further,  primary  care  physicians  are  fre- 
quently involved  in  routine  health  counseling  of 
their  patients.  On  the  other  hand,  the  average  pri- 
mary care  physician  is  unlikely  to  develop  the  skills 
required  of  a psychiatrist  trained  in  skillful  use  of 
the  self  and  management  of  interpersonal  relation- 
ships, factors  that  constitute  effective  psycho- 
therapy. Yet  psychotherapy,  despite  advances  in 
psychopharmacology,  remains  the  treatment  of 
choice  for  most  psychiatric  illnesses  and  an  impor- 
tant adjunctive  treatment  for  the  remainder.  Recent 
evidence  suggests  that  primary  care  physicians  em- 
phasize pharmacologic  interventions  and  reas- 
surance, rarely  making  appointments  to  deal  spe- 
cifically with  psychiatric  problems  (4).  This  has  led 
some  psychiatrists  to  decry  the  involvement  of  pri- 
mary care  physicians  in  the  treatment  of  psychiatric 
illness.  1 have  encountered  a number  of  primary 
care  physicians  who  have  tried  to  do  brief  psycho- 
therapeutic work,  only  to  discover  after  one  or  two 
counseling  sessions  that  they  feel  lost  and  that  effec- 
tive psychotherapy  involves  far  more  than  advice 
and  good,  sensible,  friendly  discussion  of  a problem. 

Recent  advances  in  diagnosis  and  psychotherapy 
research,  however,  allow  a fresh  look  at  psycho- 
therapy by  the  primary  care  physician.  The  Diag- 
nostic and  Statistical  Manual  of  Mental  Disorders 
(5)  and  recent  advances  in  psychotherapy  research 
provide  a clearer  definition  of  what  aspects  of  effec- 
tive psychotherapy  a primary  care  physician  can 
reasonably  do  and  which  patients  are  appropriate 
candidates  for  brief  psychotherapy  by  the  average 
primary  care  physician  (6). 


Advances  in  psychotherapy  research 
Recent  research  has  divided  the  effective  ingre- 
dients of  psychotherapy  into  specific  and  non- 
specific factors.  There  is  good  evidence  that  for 
some  cases  the  nonspecific  factors  alone  are  both 
necessary  and  sufficient  for  a good  outcome  (7).  For 
other  cases,  both  specific  and  nonspecific  factors 
are  necessary  for  good  results  (8-10). 

The  specific  factors  include  systematic  desensi- 
tization, transference  management,  cognitive  re- 
structuring, interpretation  of  unconscious  conflict, 
hypnosis,  establishment  of  a helping  alliance  with 
isolated  patients,  paradoxical  intention,  carefully 
timed  confrontation  of  maladaptive  behavior,  bio- 
feedback, and  many  others.  Much  of  a psychiatrist’s 
training  in  psychotherapy  involves  lengthy  semi- 
nars, supervised  cases,  and  clinical  conferences  on 
the  application  of  these  techniques.  Primary  care 
training  programs  vary  widely  in  which  techniques 
are  taught  and  how  extensively.  No  such  program 
could  possibly  produce  a physician  who  is  skilled  in 
all  of  these  specific  techniques  and  adequately 
knowledgeable  about  internal  medicine,  pediatrics, 
and  obstetrics  and  gynecology. 

The  nonspecific  factors  include  empathy,  noncon- 
tingent positive  regard,  interpersonal  authenticity, 
the  provision  of  hope,  and  the  creation  of  meaning. 
Many  of  these  factors,  which  most  of  us  take  for 
granted  in  our  relationships  with  others  and  with 
ourselves,  are  unknown  or  unavailable  to  psychi- 
atric patients.  Much  of  a psychiatrist’s  training  in 
psychotherapy  involves  supervision  and  practical 
experience  in  how  to  offer  these  nonspecific  factors 
to  patients  who  are  unable  to  recognize,  accept,  or 
respond  to  them  and  who  reject  them  even  when 
they  are  readily  available.  Primary  care  practitioners 
are  often  quite  capable  of  offering  these  nonspecific 
factors  to  needy  but  receptive  patients.  Indeed, 
many  family  practice  programs  extensively  teach 
these  most  important  supportive  aspects  of  the  doc- 
tor-patient  relationship  during  all  routine  clinic  ac- 
tivities. The  primary  care  physician  can  use  this 
training  to  help  emotionally  distressed  patients  in 
four  basic  ways: 

1.  By  offering  the  nonspecific  factors  to  all  pa- 
tients during  the  course  of  routine  care.  This  is 
good  primary  prevention,  and  it  is  the  primary  care 
physician’s  forte. 

2.  By  identifying  patients  who  require  specific 
factors  in  psychotherapy  and  referring  them  to  a 
psychiatrist. 

3.  By  identifying  patients  who  require  non- 
specific factors  in  psychotherapy  but  who  are  very 
resistant  to  accepting  them  and  referring  these  pa- 
tients to  a psychiatrist. 

4.  By  identifying  patients  who  temporarily  re- 
quire extra  “doses”  of  nonspecific  factors  (and  are 
receptive  to  them)  and  offering  it  to  them  in  a 
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itnictured  fashion  (brief  supportive  office  psycho- 
therapy, or  BSOP).  Indeed,  a good  case  can  be  made 
:that,  given  the  primary  care  physician’s  usual  long- 
standing supportive  relationship  with  the  patient 
(or  family  members),  some  of  these  patients  may  be 
' I treated  best  in  the  primary  care  context. 

The  problem  is  the  identification  of  patients  in 
categories  2 and  3-  This  is  important,  for  brief  sup- 
portive office  psychotherapy  for  these  patients  can 
t lead  to  considerable  difficulties.  Patient  selection  is 
I very  important  in  avoiding  trouble  (eg,  suicide 
! threats,  excessively  intense  transference  reactions, 
or  brief  encounters  that  evolve  into  intense,  sticky 
I relationships).  The  key  is  diagnosis,  and  that  is 
I where  recent  advances  in  psychiatric  diagnosis  are 
I important. 

! Diagnostic  advances 

I The  Diagnostic  and  Statistical  Manual  of  Mental 
i Disorders  of  the  American  Psychiatric  Association 
' (DSM  III)  and  its  revision  (DSM-III  R)  were  quan- 
I turn  leaps  in  reliability  and  validity  of  psychiatric 
i diagnosis.  Although  most  effectively  applied  by  psy- 
' chiatrists,  DSM-III-R — through  its  empirically  based 
' checklist  of  observable  behaviors,  symptoms,  and 
) complaints — enables  the  primary  care  physician  to 
I home  in  on  specific  disorders  instead  of  merely 
identifying  generic  “psychiatric  problems”  in  pa- 
tients. Making  a more  accurate  diagnosis  enables  the 
primary  care  practitioner  to  identify  patients  who 
may  benefit  from  brief,  structured  application  of  the 
nonspecific  factors  in  psychotherapy. 

In  general,  good  candidates  for  BSOP  are  patients 
whose  distress  is  relatively  acute,  of  short  duration, 
the  result  of  an  identifiable  stressor,  and  likely  to  be 
resjx)nsive  to  a simple  pharmacologic  intervention. 
In  addition,  the  better  candidates  are  generally 
those  with  good  individual  and  family  functioning. 
Patients  with  the  following  diagnoses  might  be  con- 
sidered for  BSOP:  (a)  mild  organic  mental  disorders; 
(b)  nonsevere,  nonpsychotic  major  depressive 
disorders;  (c)  simple  panic  disorders  (those  not 
complicated  by  sequelae  such  as  agoraphobia  or 
psychophysiologic  disorders);  (d)  nonrecurrent 
conversion  disorders;  (e)  adjustment  disorders; 

(f)  simple  generalized  anxiety  disorders  (not  the 
chronic  forms);  (g)  some  psychological  factors 
affecting  physical  illness;  (h)  noncompliance; 

(i)  phase-of-life  problems;  (j)  uncomplicated 
bereavement. 

Patients  whose  disorders  are  prolonged,  severe, 
complicated,  involve  more  than  one  psychiatric  dis- 
order, fail  to  respond  to  basic  pharmacologic  treat- 
ment, or  disrupt  individual  and  family  functioning 
should  always  be  referred  to  a psychiatrist.  The 
most  common  error  made  by  primary  care  physi- 
cians is  their  failure  to  recognize  that  the  patient 
has  one  disorder  treatable  with  BSOP  and  a second 


more  severe,  chronic,  complicating  disorder,  espe- 
cially a personality  disorder.  Treating  a patient  with 
major  depression  or  generalized  anxiety  disorder 
who  also  has  any  personality  disorder  can  become 
very  ticklish  very  quickly.  More  specifically,  patients 
with  the  following  disorders  are  poor  candidates  for 
BSOP  and  should  be  referred  to  a psychiatrist:  (a)  or- 
ganic mental  disorders  with  behavioral  management 
problems;  (b)  bipolar  disorders;  (c)  any  psychotic 
disorder;  (d)  substance  use  disorders;  (e)  moderate 
or  worse  major  depressions;  (f)  schizophrenic  dis- 
orders; (g)  paranoid  disorders;  (h)  dysthymic 
disorder;  (i)  somatization  disorder:  (j)  dissociative 
disorders;  (k)  psychosexual  disorders;  (1)  impulse 
disorders;  (m)  personality  disorders. 

DSM-III-R  has  its  limitations  and  is  not  totally  reli- 
able even  in  the  hands  of  experienced  psychiatrists. 
Nor  was  it  specifically  designed  to  deal  with  the  pri- 
mary care  physician’s  problem  in  considering  BSOP. 
Thus,  one  cannot  assume  that  a patient  should  re- 
ceive BSOP  simply  because  his  or  her  disorder  is 
listed  as  possibly  treatable  by  BSOP.  One  must  still 
consider  very  carefully  the  factors  of  chronicity 
and  prior  interpersonal  adaptation.  A psychiatric 
consultation  solely  for  the  purpose  of  diagnosis  and 
evaluation  of  the  patient’s  suitability  for  BSOP  may 
be  appropriate  in  some  cases. 

Having  carefully  diagnosed  the  patient’s  disorder 
and  assessed  the  acuteness,  chronicity,  level  of  func- 
tioning, etc,  the  primary  care  physician  is  prepared 
to  initiate  brief  supportive  office  psychotherapy. 
Many  patients  who  are  not  suitable  for  BSOP  will, 
nonetheless,  refuse  the  referral  to  a psychiatrist. 

This  poses  one  of  the  most  vexing  psychiatric  issues 
for  primary  care  physicians.  One  should  not  attempt 
BSOP  in  this  situation,  since  the  risks  outweigh  the 
likely  benefits.  What  may  be  reasonably  attempted  is 
one  session,  similar  to  the  first  session  of  BSOP,  de- 
scribed below,  focusing  on  the  patient’s  feelings  and 
reluctance  about  accepting  referral  to  a psychiatrist. 
If  the  patient  continues  to  reject  referral,  it  is  best 
to  revert  to  routine  office  care,  occasionally  inquir- 
ing, “Have  you  thought  any  further  about  my  sug- 
gestion for  psychiatric  consultation?”  If  the  referral 
is  impossible  due  to  the  unavailability  of  a psychia- 
trist, the  primary  care  physician  should  continue 
with  routine  office  care  as  the  best  available  ( though 
not  optimal)  medical  care. 

Techniques  for  psychotherapy 

THE  FIRST  SESSION 

By  the  time  need  for  psychotherapy  becomes  appar- 
ent the  primary  care  physician  usually  will  have 
tried  to  help  the  patient  by  offering  increased  sup- 
port, reassurance,  advice,  and  psychotropic  medica- 
tion during  routine  office  visits,  and  this  will  have 
been  insufficient.  It  is  important,  then,  to  effect  a 
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smooth  transition  to  a more  structured  form  of  psy- 
chotherapy. This  is  best  done  during  a routine  office 
visit,  but  one  in  which  20  to  30  minutes  for  discus- 
sion will  surely  be  available.  The  physician  should 
first  explain  that  there  are  psychiatric  components 
to  the  problem,  if  this  has  not  already  been  done. 

1 find  that  patients  respond  best  to  phrases  such  as 
“stress-related  illness”  or  “grief  response”  rather 
than  to  words  such  as  “psychiatric,”  “mental  prob- 
lem,” or  “emotional  problem.” 

Once  having  clarified  the  problem,  the  physician 
should  give  the  patient  an  opportunity  to  react, 
then  encourage  him  or  her  to  express  the  personal 
significance  of  calling  the  problem  psychiatric. 

Many  patients  are  relieved,  having  already  been 
vaguely  aware  that  their  problems  were  emotional. 
Sometimes  the  first  reaction  is  embarrassment, 
anxiety,  or  anger  based  on  the  patient’s  misin- 
terpretation of  what  it  means  to  have  an  emotional 
component  to  the  illness:  “I’m  not  crazy.”  “Do  you 
think  I’m  making  this  all  up?”  “It’s  not  ail  in  my 
head.”  After  the  patient  has  expressed  these  ideas  at 
length,  the  physician  should  reassure  and  educate 
him  or  her.  1 find  the  example  of  tension  headache  a 
particularly  useful  one,  since  no  one  doubts  the  re- 
ality of  the  pain  or  the  psychiatric  etiology. 

Commonly,  the  patient’s  reaction  to  these  clarifi- 
cations will  be  to  start  wondering  about  the  stresses 
in  his  or  her  life.  At  this  point  the  physician  can  es- 
tablish a “contract”  by  saying  that  the  physician  and 
patient  need  to  set  aside  some  time  to  explore  these 
issues.  Failure  to  come  to  an  explicit  arrangement 
for  the  treatment  can  lead  to  sticky  incongruencies 
between  the  physician’s  and  patient’s  expectations. 
Thus  it  is  wise  to  define  the  scope  and  nature  of  the 
treatment:  how  it  differs  from  usual  visits  (discus- 
sion of  thoughts,  feelings,  life  problems),  how  often, 
for  how  long,  how  many  sessions,  and  what  will  be 
done  in  the  sessions.  Four  to  six  weekly  sessions  of 
30  minutes  each  is  about  right.  Any  greater  fre- 
quency, duration,  or  total  number  of  sessions  is 
likely  to  stir  transference  issues  that  can  complicate 
the  treatment.  Transference  issues  can  be  very  com- 
plicated given  the  preexisting  longstanding  doctor- 
patient  relationship.  In  fact,  it  probably  already 
exists  before  BSOP  is  even  considered,  but  it  is  al- 
most all  positive,  simple  in  form,  and  unconscious. 
BSOP  needs  to  be  structured  to  keep  it  that  way,  or 
the  ongoing  doctor-patient  relationship  may  be 
harmed. 

Once  the  patient  has  accepted  and  agreed  to  the 
contract,  the  sessions  may  be  scheduled.  If  the  pa- 
tient seems  hesitant  or  reluctant,  one  can  verbiize 
that  for  the  patient  (eg,  “You  still  seem  hesitant 
about  this  treatment  plan.  What  are  your  reserva- 
tions?”), inviting  further  discussion  and  clarification. 
If  the  patient  remains  reluctant  or  ambivalent,  one 
can  leave  the  decision  up  to  the  patient  (“I  see  you 


are  still  reluctant.  Why  don’t  we  leave  this  as  my 
recommended  treatment,  and  you  can  call  me  or 
bring  it  up  at  our  next  regular  follow-up  if  you  want 
to  pursue  it?”). 

THE  SECOND  SESSION 

The  most  important  aspect  of  the  second  session  is 
to  help  the  patient  relate  differently  to  the  physi- 
cian. Questions  like  “What  should  I talk  about?”  or 
recitations  of  physical  complaints  are  common  early 
obstacles.  The  physician  can  solidify  the  developing 
therapeutic  alliance  by  explaining  that  this  meeting 
is  a little  different  from  the  usual  visit  and  then  in- 
quiring about  psychosocial  areas:  “I  know  you’re 
not  used  to  discussing  your  routine  feelings  and  re- 
lationships with  me,  but  tell  me  about  some  of  the 
stressors  you  dealt  with  this  past  week.”  If  the  phy- 
sician already  has  a hypothesis  about  the  specific 
psychosocial  etiology  of  the  patient’s  difficulties,  he 
or  she  may  direct  the  patient’s  attention  in  this  di- 
rection (eg,  “What’s  going  on  with  your  daughter?” 
or  “How  have  you  been  dealing  with  your  father’s 
illness?”).  The  goal  is  to  get  the  patient  into  a more 
or  less  rambling  monologue  about  his  or  her  impor- 
tant relationships,  feelings,  and  thoughts.  Once  this 
occurs,  the  therapy  will  have  entered  the  middle 
phase,  which  ordinarily  extends  from  early  in  the 
second  session  into  the  last  session. 

THE  MIDDLE  PHASE 

The  middle  phase  of  BSOP  is  the  phase  in  which  the 
major  therapeutic  work  is  accomplished.  Unfortu- 
nately, the  course  that  this  phase  follows  is  so  indi- 
vidualized by  the  specific  life  situation  of  each 
patient,  irrespective  of  diagnosis,  that  concrete  rec- 
ommendations are  extremely  difficult  to  make. 
However,  some  general  principles  are  available. 

USTENING—This  is  a difficult  task  for  the  usually 
action-oriented  physician.  Quietly  listening  seems 
like  a passive,  nontherapeutic  activity.  In  fact,  there 
is  a good  deal  of  evidence  that  listening  and  “being 
there”  are  absolutely  crucial  to  the  outcome,  far 
more  crucial  than  any  specific  advice  (11).  But 
what  does  one  listen  for?  The  assumption  here  is 
that  the  patient  is  not  fully  aware  of  all  of  the  feel- 
ings and  stressors  in  his  or  her  life.  The  physician 
listens  for  information  that  clarifies,  focuses,  and  ex- 
plains the  patient’s  symptoms.  Even  when  one 
thinks  one  has  found  an  answer  (eg,  “The  patient  is 
depressed  because  he  misses  his  daughter  who  has 
recently  married,  but  he  feels  obliged  to  be  happy 
about  the  event  and  thus  has  not  grieved.”),  it  is  im- 
portant to  listen  further,  for  two  reasons.  Firstly,  one 
rarely  “hears  it  all”  the  first  time.  Relationships, 
events,  and  feelings  are  complicated,  and  as  inci- 
dents are  retold,  new  information  inevitably  be- 
comes available.  Secondly,  there  is  good  evidence 
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that  the  retelling  is  curative  in  and  of  itself.  Thus,  in 
BSOP  the  physician  often  listens  quietly,  but  occa- 
sionally makes  comments  like  “That’s  interesting, 
tell  me  more,”  or  “What  else  has  been  going  on?”  or 
“I’d  like  to  hear  more  about  your  husband,”  etc. 

EMPATHY — There  is  a vast  literature  on  the 
therapeutic  effects  of  empathy,  or  mirroring,  as 
some  have  called  it  ( 12).  It  is  a powerful  tool.  Many 
patients  recognize  the  stressors  in  their  lives  and 
know  their  feelings,  but  have  kept  them  inside.  The 
simple  act  of  verbalizing  one’s  feelings  and  hearing 
them  recognized,  reflected,  respected,  and  accepted 
is  very  therapeutic.  There  is  even  some  evidence 
that  this  process  operates  at  a physiological  level  as 
well  as  a psychological  one  (13).  Thus,  as  the  physi- 
cian listens  and  develops  ever  more  certain  hypoth- 
eses about  what  is  causing  the  patient  difficulty,  he 
or  she  should  make  increasingly  frequent  remarks 
like  “So  you’ve  been  feeling  very  angry  at  him,”  or 
‘You’re  disappointed  in  her  but  feel  you  can’t  say 
anything,”  or  ‘You’re  dealing  with  so  many  feelings 
at  once  that  you  feel  overwhelmed,”  etc.  No  one 
can  anticipate  exactly  what  a given  patient’s  key 
feelings  will  be,  so  no  cookbook  can  be  written.  The 
physician  must  rely  on  his  or  her  own  basic  human 
sensitivity.  It  is  often  tempting  to  share  one’s  own 
feelings  as  a way  of  encouraging  the  patient’s  self- 
expression.  This  can  be  effective,  but  it  should  only 
be  done  with  great  care  as  it  can  provoke  a variety 
of  therapeutic  complications,  including  excessive 
dependency,  negative  transference,  a shifting  of 
focus  away  from  the  patient’s  feelings,  or  a shifting 
away  from  the  necessary  long-term  doctor-patient 
relationship. 

One  needn’t  flood  the  patient  with  empathic 
comments.  Three  or  four  per  session  are  more  than 
most  people  receive  in  a week!  It  takes  only  a 
couple  of  on-target  remarks  to  establish  in  the  pa- 
tient’s mind  that  “this  is  a caring  physician  who 
understands  and  accepts  my  feelings.”  It  is  that  feel- 
ing on  the  patient’s  part  that  is  the  curative  factor 
(14,15). 

CLARIFICATION — In  addition  to  empathically  re- 
flecting the  patient’s  feelings,  clarifying  and  redefin- 
ing them  is  a key  technique.  Many  patients  suffering 
from  psychiatric  disorders  experience  only  a vague 
dysphoria  and  are  unable  to  label  their  emotions 
specifically,  or  they  may  be  unaware  that  they  are 
experiencing  several  different  conflicting  feelings. 
The  physician  helps  here  with  clarifications,  simple 
statements  that  name  and  elaborate  the  feelings 
being  experienced.  These  statements  are  very  simi- 
lar in  form  and  content  to  the  empathic  statements 
described  above.  The  only  difference  is  the  state  of 
the  patient’s  awareness  of  the  emotions. 

The  difficult  part  here  for  the  primary  physician 


is  the  recognition  that  what  is  obvious  to  him  or  her 
is  not  at  all  clear  to  the  patient.  Most  often,  the  fact 
that  the  patient  feels  not  only  depressed  but  angry, 
or  not  only  anxious  but  guilty,  is  obvious  to  out- 
siders— so  obvious  that  it  seems  unnecessary  to  ex- 
press it.  In  fact,  quite  the  opposite  is  often  the  case, 
and  this  is  why  clarifications  are  so  helpful.  Thus, 
comments  like  “Are  you  aware  of  how  angry  you 
are  at  your  mother?”  or  ‘You  look  ashamed  when- 
ever you  mention  your  husband,”  are  therapeutic. 

SPECIFIC  ADVICE — Specific  suggestions  to  the 
patient  should  be  held  off  until  the  later  sessions. 
Patients  with  psychiatric  disorders  have  usually 
been  flooded  with  advice.  It  is  their  failure  to  im- 
prove under  the  usual  support  and  advice  of  friends 
that  makes  psychotherapy  necessary.  In  addition, 
the  advice  one  gives  later,  in  the  context  of  having 
heard  about  the  patient’s  difficult  situations  several 
times,  is  likely  to  reflect  a more  thorough  under- 
standing of  the  patient’s  problems.  Finally,  some  pa- 
tients follow  suggestions  made  only  in  the  context 
of  an  empathic,  accepting  relationship.  Sometimes 
patients  press  the  physician  for  advice  early  on; 
however,  it  is  easy  to  say,  “I’d  like  to  understand 
your  situation  better  first.” 

When  specific  suggestions  are  given,  they  are 
often  best  not  given  as  the  physician’s  opinion. 
Wordings  such  as  “Have  you  considered  . . . ,”  or  “It 
sounds  to  me  as  if . . . ,”  or  “Is  there  some  reason 
you  haven’t . . . ?”  are  often  effective.  Of  course,  in 
selecting  specific  suggestions,  the  physician  may  be 
no  more  expert  than  many  others,  but  the  expert 
role  and  the  psychotherapeutic  context  combine  to 
have  a salutary  effect. 

As  one  proceeds  through  the  middle  phase  of 
BSOP,  the  relationship  often  feels  increasingly  com- 
fortable. One  begins  to  see  some  early  changes  in 
behavior,  although  the  changes  that  occur  through 
BSOP  are  usually  not  rapid  and  dramatic.  Thus,  one 
often  enters  the  last  session  seeing  some  improve- 
ment in  the  patient  but  not  major  change. 

THE  LAST  SESSION 

It  is  important  to  mention  at  the  end  of  the  next-to- 
last  session  that  the  subsequent  session  will  be  the 
last.  Patients  often  will  have  forgotten  and  express 
dismay.  Do  not  be  tempted  to  add  sessions!  Long- 
term psychotherapy  often  fosters  intense  depen- 
dency. Such  dependency  should  be  allowed  only 
when  necessary  for  treatment  and  when  the  physi- 
cian is  prepared  to  handle  it. 

In  the  last  session  there  should  be  some  discus- 
sion about  ending  BSOP  and  returning  to  a more 
usual  primary  care  relationship.  Commonly  there 
will  be  both  successes  and  limitations  of  the  work 
to  note  (eg,  ‘You’re  not  so  depressed  anymore,  but 
you’re  still  not  sure  what  to  do  about  your  job.”). 
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The  most  appropriate  stance  with  regard  to  the  lim- 
itations is  usually  to  suggest  that  “We  step  back  and 
see  how  things  go  for  awhile.”  The  effects  of  psy- 
chotherapy are  cumulative  and  subtle  and  may  not 
be  apparent  for  weeks  or  even  months  after  treat- 
ment ends.  In  some  cases,  the  exploratory  process 
of  BSOP  will  have  revealed  far  more  complex  and 
difficult  problems  than  were  evident  at  first.  Both 
the  physician  and  the  patient  may  even  sense  that 
therapy  made  things  worse.  In  such  cases,  referral 
to  a psychiatrist  is  indicated.  This  is  an  appropriate 
and  helpful  outcome,  as  the  degree  of  pathology 
may  have  gone  unrecognized  otherwise  for  years. 
Indeed,  the  patient  may  accept  a referral  at  the  con- 
clusion of  BSOP  that  he  or  she  would  have  rejected 
earlier. 

These  discussions  about  concluding  the  therapy 
need  not  dominate  the  last  session,  although  some- 
times they  do.  More  often,  they  take  up  five  or  ten 
minutes  amid  continuing  discussions  of  the  patient’s 
stress,  feelings,  and  concerns.  Thus  the  middle 
phase  of  treatment  extends  right  to  the  end. 

The  next  routine  office  visit  may  be  a bit  awk- 
ward as  both  the  physician  and  patient  may  revert 
to  the  prior  psychotherapeutic  relationship,  but  de- 
laying the  visit  for  a few  weeks  helps  smooth  the 
transition. 

Conclusion 

BSOP  is  not  for  every  primary  care  physician,  but 
like  certain  other  procedures  that  some  but  not  all 
practitioners  are  comfortable  performing,  it  is  useful 
to  have  it  available,  know  when  it  is  indicated,  and 
understand  its  basic  parameters. 

My  hope  is  that  the  guidelines  discussed  in  this 
article  will  help  primary  care  physicians  feel  more 
clear  about  what  they  can  do,  what  they  should  be 
wary  of,  and  how  to  avoid  trouble  with  complicated 
cases. 
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Physicians  can  promote  the  early  treatment  of  the 
alcoholic  patient  if  they  are  continually  alert  to 
the  disorder,  willing  to  confront  the  patient  tact- 
fully, and  able  to  direct  the  patient  to  appropriate 
treatment  This  article  explains  the  early  signs  of 
alcoholism,  ways  the  physician  may  confront  the 
patient  and  persuade  him  or  her  to  seek  help, 
and  how  to  obtain  information  about  treatment 
programs. 

KE\’  WORDS:  ALCOHOUSM,  ALCOHOL  DRINKING,  ETHYL 
ALCOHOL,  ALCOHOL  WITHDRAWAL 


rule  of  thumb  observed  by  many  physicians 
is  that  alcoholism  cannot  be  successfully 
treated  until  the  alcohol  abuser  acknowl- 
edges his  or  her  pathological  dependence  and  asks 
for  help.  There  are  many  instances,  however,  in 
which  the  alcohol-dependent  person  will  heed  the 
advice  of  the  alert,  concerned  physician  who  points 
out  the  patient’s  addiction  and  its  dangers. 

Detection  of  alcoholism 

Although  the  physician  is  probably  in  the  best  posi- 
tion to  detect  alcoholism  and  to  refer  alcoholic  pa- 
tients for  treatment,  physician  referrals  account  for 
only  9%  of  admissions  to  alcohol  treatment  units 
( 1 ).  Physicians  fail  to  detect  alcoholism  because 
they  fail  to  suspect  it.  A high  index  of  suspicion  is 
the  most  important  factor  in  detection  of  alco- 
holism, and  there  is  ample  reason  that  the  suspicion 
is  commonly  justified.  For  example,  it  is  estimated 
conservatively  that  3%  to  4%  of  all  employed  adults 
abuse  alcohol  ( 2 ).  Some  studies  show  an  incidence 
three  or  four  times  that  high  ( 3,4  ).  Among  medical 
outpatients,  with  the  exception  of  children,  the  inci- 
dence of  alcoholism  is  1 0%  ( 5 ).  Among  medical 
and  surgical  hospital  patients,  the  incidence  rises  to 
20%  (6).  In  patients  with  liver  disease,  chronic  res- 
piratory disease,  and  motor  vehicle  trauma,  the 
probability  of  alcohol  abuse  as  a precipitating,  ag- 
gravating, or  complicating  factor  rises  to  50%  ( 7 ). 

In  many  instances,  alcohol  abuse  may  be  the  sole  or 
major  determinant  of  the  disease  leading  to  hospi- 
talization. Some  patients  have  had  as  many  as  four 
hospitalizations  and  one  or  two  surgeries  for  peptic 
ulcer  disease  before  alcohol  consumption  was  con- 
sidered as  a cause.  Thus,  it  is  evident  that  alcohol 
abuse  produces  or  is  related  to  a wide  range  of 
symptoms. 

Anxiety,  depression,  and  insomnia  are  frequent 
presenting  complaints  of  alcohol  abusers.  A careful 
history  may  show  that  the  patient’s  alcohol  intake 
has  been  increasing,  but  patients  usually  attribute 
that  to  attempts  at  self-medicating  for  the  present- 
ing symptom.  The  reverse  actually  seems  true.  An 
increase  in  alcohol  intake  leads  to  anxiety,  depres- 


sion, and  insomnia,  which  clear  as  the  alcohol  use  is 
eliminated  (8).  Studies  of  endogenous  depression 
suggest  that  patients  often  drink  less  during  de- 
pressive episodes,  but  depressed  alcoholics  increase 
their  drinking  (9-11).  Manic  patients,  whether  al- 
coholic or  not,  often  increase  their  alcohol  con- 
sumption as  the  manic  phase  develops  (9,10). 

Almost  all  body  systems  are  affected  by  alcohol 
abuse.  Among  the  most  common  presenting  physi- 
cal complaints  are  morning  retching  or  gagging, 
often  with  vomiting.  Tachycardia,  elevated  blood 
pressure,  and  elevated  blood  sugar  are  other  com- 
mon signs  of  alcohol  abuse  (12),  and  elevated  blood 
pressure  occurs  even  in  the  absence  of  withdrawal 
(13).  Alcohol  consumption  should  thus  be  ques- 
tioned in  any  patient  with  elevated  blood  pressure. 
Thus  a proper  evaluation  of  elevated  blood  pressure 
or  blood  sugar  in  a person  who  reports  heavy  drink- 
ing includes  reevaluation  of  those  parameters  dur- 
ing a period  of  alcohol  abstinence.  To  determine 
whether  the  blood  pressure  or  blood  sugar  variation 
was  alcohol  related,  four  weeks  of  total  alcohol  ab- 
stinence is  a reasonable  waiting  period  before 
reevaluation. 

Certain  blood  chemistry  results  should  further 
arouse  suspicion  of  alcohol  abuse.  SGOT  and  SGPT 
elevations  each  occur  in  slightly  more  than  40%  of 
actively  drinking  alcoholics.  Even  more  sensitive 
are  measurements  of  gamma  glutamic  transferase 
(GGT),  which  is  elevated  in  more  than  half  of  ac- 
tively drinking  alcoholic  patients,  and  blood  am- 
monia level,  which  may  be  elevated  in  as  many  as 
60%  of  drinking  alcoholics  (author’s  unpublished 
data,  1986).  (A  note  of  caution:  Blood  drawn  with 
the  tourniquet  still  tied  may  result  in  an  errone- 
ously high  ammonia  measurement. ) Lactate  de- 
hydrogenase also  tends  to  be  elevated  in  alcoholics 
who  continue  to  drink.  Bilirubin  elevations  do  not 
occur  until  late  in  the  disease.  Changes  in  red  blood 
cell  indices  are  also  important  indicators.  Mean  cor- 
puscular volume  and  mean  corpuscular  hemoglobin 
are  frequently  elevated  (14).  Anemia  is  a late  com- 
plication of  advanced  liver  disease. 

Confronting  the  patient 
Why  confront  the  possible  alcoholic  patient?  The 
answer  becomes  clear  when  we  examine  data  from 
health  insurance  carriers.  Treatment  of  alcoholism 
reduces  the  alcoholic’s  use  of  health  care  benefits 
(15),  not  because  abstinent  alcoholics  avoid  using 
the  health  care  system,  but  because  they  have  fewer 
physical  complaints.  Thus,  still  another  reason  for 
suspicion  of  alcohol  abuse  is  overuse  of  medical  ser- 
vices, which  may  result  directly  from  alcohol  abuse 
or  from  the  toll  of  one  famOy  member’s  alcohol 
abuse  on  other  family  members. 

A good  physician  will  not  assume  that  all  patients 
with  chronic  respiratory  disease  or  with  recent 
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trauma  are  alcoholics,  even  if  laboratory  tests 
heighten  suspicion.  It  is  appropriate,  however,  for 
the  physician  to  inquire  with  greater  sensitivity  and 
persistence  about  the  patient’s  drinking  habits  and 
to  question  other  family  members  in  addition  to  the 
patient  himself.  Answers  to  the  following  questions 
have  helped  me  differentiate  between  persons  who 
drink  substantial  amounts  of  alcohol  and  those  who 
abuse  it: 

1.  Does  alcohol  interfere  with  the  patient’s  per- 
formance of  tasks,  even  if  the  impairment  is  not  evi- 
dent to  others? 

2.  Does  alcohol  interfere  in  any  way  on  the  job? 
(“Interference”  in  this  case  may  refer  to  alcohol  on 
the  breath,  poor  personal  appearance,  inefficiency, 
inappropriate  behavior,  etc.) 

3.  Does  alcohol  interfere  with  the  patient’s  per- 
sonal relationships  (eg,  with  spouse,  children, 
friends,  coworkers,  or  neighbors)? 

4.  Does  alcohol  interfere  with  the  patient’s 
health? 

If  the  answer  to  any  of  these  questions  is  yes  and 
the  individual  continues  to  drink  at  the  same  level, 
he  or  she  is  an  alcoholic. 

Referring  the  patient  to  treatment 

If  the  physician’s  impression  of  alcohol  abuse  is 
strong  but  the  patient  is  uncertain,  it  may  be  neces- 
sary to  suggest  a second  opinion  from  another  phy- 
sician well  versed  in  alcohol  abuse.  In  that  way,  the 
primary  care  physician  can  concede  the  possibility 
of  error  while  demonstrating  enough  concern  to 
warrant  investigation  and  action. 

At  least  half  of  the  patients  who  come  under  my 
care  on  an  alcohol  treatment  unit  initially  deny  that 
they  are  alcoholic.  Instead,  they  indicate  that  they 
have  alcohol-related  health  problems,  that  they  have 
come  to  save  their  marriage  or  their  job,  or  that 
they  have  come  to  prove  that  they  are  not  alco- 
holic. My  response  is  to  suggest  that  they  are  alco- 
holic and  that  if  my  diagnosis  is  correct  and  they 
refuse  treatment,  they  will  miss  the  chance  to  treat 
adequately  a disease  that,  if  unchecked,  will  kill 
them.  I then  encouraged  them  to  visit  Alcoholics 
Anonymous  (AA)  to  see  whether  they  can  convince 
themselves  by  talking  to  recovering  alcoholics  that  1 
am  wrong. 

When  a patient’s  alcohol  abuse  has  been  severe 
enough  to  cause  withdrawal  symptoms  when  he  or 
she  attempts  to  abstain,  medications  and  inpatient 
treatment  should  be  suggested.  Outpatient  care  for 
such  patients  is  fraught  with  far  more  complications 
than  successes.  Some  individuals,  however,  are 
aware  that  they  can  stop  drinking  on  their  own  and 
may  resist  hospitalization.  The  physician  should 
carefully  observe  these  patients  also,  rechecking 
their  blood  chemistries,  blood  morphologies,  and 
general  functioning.  These  patients  should  also  be 


encouraged  to  participate  in  AA  so  they  can  better 
understand  the  disease. 

Once  patients  have  begun  to  abstain,  reversal  of 
the  chemical  abnormalities  in  a brief  period  should 
not  be  allowed  to  convince  them  that  they  don’t 
have  a problem.  The  physician  needs  to  stress  that 
the  return  to  normal  is  further  evidence  that  the  al- 
cohol was  affecting  their  health  and  that  continued 
abstinence  and  involvement  in  AA  is  important. 

The  physician  attempting  to  find  a good  referral 
source  for  a second  opinion,  withdrawal  treatment, 
and/or  rehabilitation  knows  that  the  number  of  pro- 
grams has  rapidly  increased  and  that  programs  differ 
greatly  in  quality.  The  physician  in  the  community 
may  have  a reasonably  good  idea  of  the  medical 
competence  at  various  facilities,  but  he  or  she  may 
not  know  what  constitutes  adequate  therapy  for  ad- 
diction. The  physician  can  obtain  help  in  making  re- 
ferrals from  two  sources  whose  expertise  is  in  the 
traditional  “12-step”  recovery  programs  rather  than 
in  medical  issues.  AA  groups — better  still,  an  AA 
intergroup  organization — can  provide  information 
about  facilities  that  provide  detoxification  and/or  re- 
habilitation. The  intergroup’s  staff  is  usually  aware 
of  programs  that  tend  only  to  substitute  prescrip- 
tion medicine  for  the  alcohol.  They  are  also  aware 
of  the  programs  with  good  track  records,  good 
follow-up,  and  emphasis  on  the  traditional  1 2-step 
activity  originally  developed  by  Alcoholics  Anony- 
mous. Similarly,  the  regional  council  on  alcoholism 
(typically  administered  by  the  city  or  county)  can 
suggest  treatment  programs  known  to  be  effective. 

The  physician  with  patience,  awareness  of  the  dis- 
ease, persistent  follow-up,  and  persistent  referral 
suggestions  to  the  patient  can  have  far  better  results 
than  were  considered  possible  some  years  ago.  The 
results  are  improved  if  the  recovering  patient’s 
progress  is  continually  monitored  by  the  physician, 
who  rechecks  blood  chemistries,  blood  morphol- 
ogy, and  the  patient’s  clinical  status  to  determine 
whether  he  or  she  continues  to  abstain.  Results  are 
further  enhanced  if  the  physician  continues  to  en- 
courage the  patient  to  use  the  other  components  of 
the  recovery  community. 
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Anxiety  disorders  are  now  classified  into  several 
subtypes,  each  with  its  own  natural  history  and 
optimum  form  of  treatment  In  particular,  panic 
disorder  has  been  found  to  be  common,  often  dis- 
abling, and  responsive  to  tricyclic  antidepressants, 
monoamine  oxidase  inhibitors,  and,  at  higher 
doses,  benzodiazepines  We  effects  of  benzodiaze- 
pines are  mediated  through  their  specific  binding 
to  receptors  linked  to  gamma-aminobutyric  acid 
and  neurotransmission.  Longer-term  use  of  benzo- 
diazepines requires  the  physician  to  carefully  take 
into  account  the  quality  of  patient  response  and 
certain  benzodiazepine  risks.  Buspirone  is  an 
effective  antianxiety  agent  with  a pharmacological, 
clinical,  and  side-effect  profile  quite  different  from 
that  of  the  benzodiazepines. 

KEY  WORDS;  ANXIETY,  PANIC,  BENZODIAZEPINES,  BUSPIRONE, 
SIDE  EFFECTS,  CONSULTATION. 


Anxiety  disorders  are  among  the  most  com- 
mon medical  problems  seen  by  physicians. 
Studies  in  the  past  several  years  provide  new 
information  that  clarifies  diagnostic  and  phar- 
macological management  of  these  conditions.  We 
review  here  the  salient  aspects  of  this  information, 
with  emphasis  on  practici  aspects  that  may  facili- 
tate patient  management. 


Diagnosis  and  treatment 

One  of  the  most  important  advances  in  psychiatric 
nosology  in  recent  years  has  been  the  identification 
of  subtypes  of  anxiety  disorders,  each  with  its  own 
natural  history  and  optimum  form  of  treatment.  In 
the  recently  revised  psychiatric  nomenclature  there 
are  eight  anxiety  disorders:  panic  disorder  (with 
and  without  agoraphobia),  agoraphobia  without  his- 
tory of  panic  disorder,  social  phobia,  simple  phobia, 
obsessive-compulsive  disorder,  post-traumatic  stress 
disorder,  generalized  anxiety  disorder,  and  anxiety 
disorder  not  otherwise  specified  ( 1 ).  The  most  com- 
mon of  these  are  panic  disorder  and  generalized 
anxiety  disorder.  Most  of  this  section  will  be  de- 
voted to  the  discussion  of  these  two  disorders.  Fur- 
ther readings  of  general  interest  include  Klein  and 
Rabkin  (2),  Katon  et  al  (3),  and  Raj  and  Sheehan  (4). 

PANIC  DISORDER 

Panic  disorder  is  characterized  by  recurrent  attacks 
of  intense  fear  associated  with  a panoply  of  physical 
and  psychological  symptoms.  The  victim  may  expe- 
rience dyspnea,  dizziness,  palpitations,  trembling, 
sweating,  choking,  nausea,  numbness  and  tingling, 
flushes,  chest  pain,  fear  of  going  crazy,  and  feelings 
of  being  detached  from  reality.  These  are  patients 
who  frequently  present  to  emergency  rooms  think- 
ing that  they  are  having  a heart  attack  or  some  other 


catastrophic  physical  event.  Though  they  may  be  re- 
assured that  no  disaster  is  imminent,  such  reas- 
surance does  nothing  to  prevent  future  attacks.  The 
medical  differential  diagnosis  of  panic  disorder  is  il- 
lustrated in  Fig  1 . 

Many  patients  with  panic  disorder  develop,  over 
the  course  of  time,  great  fear  of  having  attacks,  a so- 
called  anticipatory  anxiety.  This  anxiety  can  be 
quite  debilitating,  preventing  the  patient  from 
undertaking  even  routine  activities.  Agoraphobia 
also  frequently  accompanies  panic  disorder.  This  is 
the  fear  of  being  in  places  or  situations  from  which 
escape  might  be  difficult  or  in  which  help  might  not 
be  available  in  the  event  of  a panic  attack.  Being  in 
crowds,  in  public  or  private  vehicles,  in  stores,  or  in 
shopping  malls  can  all  be  terrifying  experiences  to 
the  patient  with  agoraphobia.  In  the  more  severe 
cases,  the  patient  becomes  housebound  or  can  only 
leave  the  house  in  the  presence  of  a trusted 
companion. 

Recent  studies  have  demonstrated  that  panic  dis- 
order can  be  treated  effectively  with  medications. 
Even  though  logic  would  seem  to  dictate  the  use  of 
an  anxiolytic,  both  the  tricyclic  and  monoamine 
oxidase  inhibitor  antidepressants  have  been  found 
to  be  remarkably  effective  in  panic  disorder.  Used  in 
full  therapeutic  doses,  they  will  produce  complete 
or  nearly  complete  remission  in  at  least  75%  of 
cases.  Treatment  usually  should  be  continued  for  at 
least  six  months  before  gradual  tapering  of  the  dose 
over  a one-  to  two-month  period.  Some  patients  will 
not  have  any  recurrences,  but  probably  an  equal 
number  will  have  panic  attacks  again  as  the  medica- 
tion is  decreased.  These  persons  may  require  long- 
term treatment.  Some  practitioners  prefer  to  initiate 
treatment  of  panic  disorder  with  a benzodiazepine, 
in  particular  alprazolam,  because  they  are  medically 
safer  than  the  antidepressants.  On  the  other  hand, 
there  are  several  reports  that  it  is  more  difficult  to 
wean  patients  off  these  benzodiazepines  than  it  is  to 
take  them  off  antidepressants,  which  have  less  abuse 
potential  (5).  Patients  who  have  developed  avoid- 
ance behaviors,  such  as  agoraphobia,  usually  need  a 
good  deal  of  support  from  family  members  and 
others  as  they  attempt  to  participate  once  again  in 
ordinary  activities.  It  is  often  appropriate  to  pre- 
scribe anxiolytics  as  needed  to  these  patients  during 
the  period  when  they  are  attempting  to  overcome 
their  fears  and  expand  their  horizons. 

GENERAUZED  ANXIETY  DISORDER 
Generalized  anxiety  disorder,  as  presently  defined, 
requires  that  the  person  experience  unrealistic  or 
excessive  anxiety  most  of  the  time  for  at  least  six 
months,  that  such  anxiety  not  occur  only  during  the 
course  of  a depression,  and  that  relatively  persistent 
symptoms  of  motor  tension,  autonomic  hyperac- 
tivity, and  signs  of  emotional  overresponsiveness 
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(eg,  exaggerated  startle  response,  difficulty  falling 
asleep,  irritability)  be  present.  Physiological  com- 
plaints often  dominate  the  clinical  picture.  The 
medical  differential  diagnosis  of  generalized  anxiety 
disorder  is  shown  in  Fig  2.  The  syndrome  of  akathisia 
(motor  restlessness  and  tension  relieved  by  getting 
up  and  moving  about)  is  found  in  patients  treated 
for  several  weeks  or  more  with  neuroleptic  medica- 
tions. Such  medications  are  most  commonly  used 
for  psychotic  patients,  but  are  sometimes  given  in 
low  doses  to  anxious  or  agitated  persons.  If  akathisia 
develops  in  such  cases,  it  may  be  mistaken  for  a 
worsening  of  the  anxiety  or  agitation  and  the  dose 
of  medication  increased.  This  is  exactly  the  wrong 
approach,  as  a decrease  in  medication  will  help  the 
akathisia.  Two  neuroleptics  commonly  used  for 
general  medical  disorders  are  metoclopramide 
hydrochloride  (Reglan)  and  prochlorperazine 
(Compazine).  Both  have  been  found  to  cause 
akathisia  when  used  over  prolonged  periods. 

Optimum  treatment  of  generalized  anxiety  dis- 
order requires  a combined  medical/psychological 
approach.  Anxiolytic  medications  are  used  for 
symptom  relief,  while  psychological  therapies 
are  used  to  address  underlying  causes  and  to  en- 
hance the  patient’s  use  of  his  or  her  own  coping 
mechanisms. 

PHOBIAS 

Social  and  simple  phobias  are  common  but  are  in- 
frequently incapacitating  enough  to  require  treat- 
ment. Phobias  about  public  performances  can  result 
in  anxiety-produced  tremors  that  affect  fine  motor 
performance  (eg,  in  musicians)  or  vocalization  (eg, 
in  performers).  These  tremors  are  sometimes  suc- 
cessfully treated  with  low  doses  of  beta  blockers 
(6).  A more  definitive  approach  to  phobias  is  the 
technique  of  systematic  desensitization,  in  which  a 
therapist  gradually  trains  the  patient  to  overcome 
the  fears  associated  with  the  phobic  object  or 
situation. 

Drug  treatments  for  anxiety 
BENZODIAZEPINES 

One  of  the  remarkable  discoveries  in  the  study  of 
anxiety  is  that  of  specific  benzodiazepine  receptors 
in  the  brain.  This  has  prompted  a search  for  endo- 
genous compounds  in  the  brain  that  bind  to  and 
could  conceivably  mimic  the  action  of  benzo- 
diazepines, thus  serving  as  natural  anxiolytic  agents. 
Clinically,  this  finding  means  that  the  actions  of 
benzodiazepines  are  specificaOy  mediated  through 
interactions  with  these  receptors,  rather  than  being 
nonspecific,  general  sedative  properties  of  the 
drugs.  The  benzodiazepine  receptor  is  coupled  with 
gamma-aminobutyric  acid  (GABA)  receptors.  The 
effect  of  the  benzodiazepines  is  to  enhance  the 


effect  of  GABA  in  activating  chloride  ion  channels  in 
nerve  membranes  (7).  The  benzodiazepines  thus  fa- 
cilitate the  inhibitory  effect  of  GABA  through  hyper- 
polarization of  the  membrane  by  increased  chloride 
ion  conductance.  The  midbrain  raphe  and  locus 
ceruleus  nuclei  send  serotonergic  and  nor- 
adrenergic inputs  respectively  to  the  septohip- 
pocampal  system.  The  GABA-mediated  primary 
benzodiazepine  action  appears  to  reduce  this  nor- 
adrenergic input  and  to  have  an  inhibitory  effect  on 
the  serotonergic  neurons. 

Among  the  newer  benzodiazepines,  alprazolam 
has  been  shown  to  be  highly  effective  in  controlling 
panic  symptoms.  Doses  two  to  three  times  as  high 
as  needed  for  generalized  anxiety  are  often  required 
to  achieve  an  optimal  response.  Diazepam,  clonaze- 
pam, and  lorazepam  are  other  benzodiazepines  that 
have  recently  been  reported  to  be  effective  in  pamc 
disorder.  The  findings  with  these  three  benzo- 
diazepines are  less  well  established  than  those  with 
alprazolam  and  therefore  bear  replication. 

BUSPIRONE 

Buspirone  is  a newly  FDA-approved  drug  for  the 
treatment  of  generalized  anxiety  disorder.  It  is 


/.  Medical  differential  diagnosis  of  episodic  anxiety  (panic 
disorder). 

Cardiac  arrhythmias 

Acute  congestive  heart  hiilure 

Asthma 

Acute  hypotension 
Anaphylaxis 

Chronic  obstructive  pulmonary  disease 

Monosodium  glutamate  ( Chinese  restaurant  syndrome) 

Menopause 

Mitral  valve  prolapse 

Angina  pectoris 

Withdrawal  syndromes 

Hypocalcemia 

Seizures  ( especially  temporal  lobe  epUepsy) 

Carcinoid  syndrome 
Insulinoma 
Pheochromocytoma 
Hypoglycemia 
Carbon  monoxide 


2.  Medical  differential  diagnosis  of  persistent  anxiety 
(generalized  anxiety  disorder). 

Agitated  depression 
Akathisia 
Stimulant  abuse 
Caffeinism 

Withdrawal  syndromes 

Hyperthyroidism 

Chronic  congestive  heart  failure 

Chronic  or  subacute  anemia 

Hyperadrenalism 

Hyperparathyroidism 

Essential  tremor 

Chronic  obstructive  pulmonary  disease 
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chemically  and  pharmacologically  unrelated  to  the 
benzodiazepines.  Unlike  the  benzodiazepines,  it 
does  not  bind  to  the  benzodiazepine  receptor  or  al- 
ter GABA-chloride  ion  channel  function  (8).  It  ap- 
pears to  inhibit  conditioned  avoidance  and  anti- 
conflict behavior  in  animal  models.  It  inhibits  dorsal 
raphe  nuclei  firing  and  reduces  serotonin  turnover 
with  short-term  administration,  as  well  as  the  num- 
ber of  cortical  serotonin  receptors  with  chronic 
use.  It  potentiates  locus  ceruleus  activity.  At  higher 
concentrations,  it  also  binds  to  midbrain  presynap- 
tic  dopaminergic  neurons  as  well  as  blocks  GABA- 
mediated  inhibition  of  dopaminergic  neurons  in  the 
substantia  nigra.  Buspirone  is  rapidly  absorbed  from 
the  stomach,  but  less  than  10%  is  usually  sys- 
temically  available,  due  to  first-pass  metabolism.  Ad- 
ministration with  food  slows  absorption  and  ap- 
proximately doubles  systemic  availability  of  the 
parent  compound  ( 9 ).  Buspirone  is  eliminated  by 
metabolism  to  several  hydroxylated  metabolites, 
one  of  which,  1-pyrimidnylpiperazine,  has  a weak 
anxiolytic  action.  The  average  half-life  of  buspirone 
is  two  to  1 1 hours.  Buspirone  is  highly  bound  to 
plasma  proteins  but  does  not  displace  other  protein- 
bound  drugs  such  as  digoxin,  phenytoin,  warfarin, 
or  propranolol. 

In  placebo-controlled,  double-blind  clinical  trials, 
buspirone  is  as  effective  as  benzodiazepines  in  treat- 
ing moderate  to  severe  anxiety  and  associated  de- 
pression, and  it  is  well  tolerated  (10).  It  has  neither 
the  hypnotic  nor  the  muscle  relaxant  properties  of 
the  benzodiazepines  (8).  The  incidence  of  drowsi- 
ness or  fatigue  is  comparable  to  that  of  placebo. 
Headache  and  nausea  have  been  reported  more 
often  than  with  benzodiazepines.  Other  reported 
side  effects  include  light-headedness,  nervousness, 
paresthesia,  dysphoria,  diaphoresis,  and  diarrhea 
(11).  Unlike  the  benzodiazepines,  it  does  not  impair 
arousal  or  psychomotor  skills  and  does  not  potenti- 
ate the  effect  of  alcohol.  Buspirone  caused  no  drug- 
induced  euphoria  and  produced  some  subjective 
dysphoria  in  recreational  drug  users.  It  therefore  ap- 
pears to  have  little  if  any  abuse  potential. 

Unlike  the  benzodiazepines,  buspirone  appears  to 
be  ineffective  when  taken  on  an  as-needed  basis.  It 
must  be  taken  for  a one-  to  two-week  period  in  a 
regularly  scheduled  fashion  for  full  effectiveness. 
Because  of  this,  careful  attention  to  transitional 
dosing  strategy  is  necessary  for  patients  who  are  to 
be  changed  from  benzodiazepines  to  buspirone. 

Often  a gradual  reduction  of  the  benzodiazepine 
after  the  introduction  of  buspirone  is  more  effec- 
tive, avoiding  rebound  anxiety  or  withdrawal  dys- 
phoria which  might  be  associated  with  an  abrupt 
change.  Available  in  5 mg  and  10  mg  tablets,  the 
usual  dosage  range  is  10  mg/day  to  60  mg/day,  taken 
in  divided  doses  after  meals. 


OTHER  AGENTS 

Recent  studies  have  indicated  that  antidepressants 
such  as  imipramine  may  be  more  effective  than  ben- 
zodiazepines in  patients  with  generalized  anxiety. 
Limitations  in  the  design  of  the  studies  and  concern 
about  the  frequency  of  side  effects  from  tricyclic 
antidepressants  cause  us  to  advise  awaiting  addi- 
tional information  before  considering  these  drugs  in 
anxiety  disorders  uncomplicated  by  major  de- 
pressive symptomatology.  Antihistamines,  such  as 
hydroxyzine,  though  frequently  used  because  of 
their  low  incidence  of  side  effects  and  abuse  po- 
tential, have  been  shown  to  be  less  effective  than 
benzodiazepines  in  alleviating  anxiety  symptoms. 
Neuroleptics  have  some  anti-anxiety  effects  in  low 
doses,  but  have  been  shown  to  have  less  efficacy 
than  benzodiazepines.  Furthermore,  the  risk  of  tar- 
dive dyskinesia  from  neuroleptics  makes  their  gen- 
eral use  for  anxiety  states  inadvisable.  Beta 
adrenergic  blocking  drugs  may  relieve  somatic 
manifestation  of  anxiety  with  little  effect  on  psychic 
symptoms. 

Issues  on  continued  benzodiazepine  use 

The  benzodiazepines  such  as  diazepam,  alprazolam, 
and  clorazepate,  continue  to  be  the  most  widely 
used  drugs  for  anxiety.  Three  aspects  of  their  use — 
risks,  criteria  for  long-term  use,  and  physician  moni- 
toring of  treatment — are  discussed  here. 

DEPENDENCY- WITHDRAWAL  ISSUES 
All  benzodiazepines  are  capable  of  producing  with- 
drawal reactions  characterized  by  autonomic  over- 
reactivity,  insomnia,  and  a recrudescence  of  anxiety 
symptomatology.  Such  reactions  are  quite  uncom- 
mon in  patients  taking  recommended  doses  for  less 
than  six  months.  Among  a group  of  family  practi- 
tioners, only  5%  of  their  patients  for  whom  ben- 
zodiazepines were  used  were  treated  with  the 
medications  for  more  than  four  months  (12).  The 
percentage  of  patients  with  longer-term,  high-dose 
use  of  benzodiazepines  who  experience  withdrawal 
symptoms  following  abrupt  cessation  of  medication 
varies  from  20%  to  80% , depending  on  the  criteria 
used.  Withdrawal  symptoms  are  more  intense,  but 
shorter  in  duration  following  discontinuance  of 
short-acting  benzodiazepines,  such  as  triazolam 
(13).  Withdrawal  reactions  usually  commence 
within  four  days  of  discontinuance  and  abate  one  to 
two  weeks  thereafter.  It  has  been  difficult  to  differ- 
entiate the  development  of  true  withdrawal  symp- 
toms from  recurrence  of  anxiety.  The  time  course 
of  symptom  appearance  can  be  of  benefit  in  this  re- 
gard. Withdrawal  symptoms  should  stop  with  time, 
whereas  anxiety  may  persist.  We  recommend  that 
patients  receiving  long-term  treatment  with  ben- 
zodiazepines be  apprised  of  the  risks  associated 
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with  benzodiazepine  discontinuance  and  advised 
not  to  stop  the  medication  suddenly.  When  discon- 
tinuance is  clinically  warranted,  a stepwise  reduc- 
tion of  approximately  one  third  the  total  dose  every 
week  or  two  will  obviate  development  of  with- 
drawal symptoms  in  most  patients.  The  risk  of  with- 
drawal is  greater  at  high  doses,  which  are  most 
commonly  employed  in  the  treatment  of  panic  dis- 
order. Although  recently  diazepam,  clonazepam,  and 
lorazepam  have  been  reported  to  be  as  efficacious 
as  alprazolam,  the  last  is  the  most  commonly  used 
benzodiazepine  for  this  disorder  (14). 

Despite  the  risks  of  withdrawal  reactions,  ben- 
zodiazepines are  not  usually  associated  with  the  de- 
velopment of  tolerance/dosage  escalation  with  time. 
What  is  more  commonly  seen  is  a pattern  of  dosage 
de-escalation,  with  the  patient  changing  from  a 
scheduled  to  an  as-needed  use  of  the  medication, 
availing  himself  of  the  rapid  effectiveness  of  many  of 
the  benzodiazepines  when  taken  on  an  as-needed 
basis.  Reported  cases  of  benzodiazepine  abuse  have 
been  largely  limited  to  patients  with  a history  of 
abuse  of  other  chemical  agents,  such  as  alcohol. 

Such  patients  should  be  prescribed  benzodiazepines 
only  with  caution  and  close  supervision. 

SEDATIVE  PROPERTIES 

The  most  common  significant  side  effects  of  the 
benzodiazepines  are  related  to  their  sedative  prop- 
erties. Patients  may  have  impaired  concentration 
and  memory,  which  can  interfere  with  learning. 
Motor  reaction  time  in  complex  activities  such  as 
driving  may  be  impaired  (15,16).  Less  commonly, 
the  patient  may  experience  a general  obtundation 
from  benzodiazepines.  Such  side  effects  may  be 
subtle  but  significantly  impairing.  For  example,  ben- 
zodiazepine use  for  apprehension  in  reaction  to  a 
difficult  college  course  may  result  in  impaired  con- 
centration and  poorer  test  performance  which  can- 
cels out  any  benefits  from  anxiety  reduction. 
Awareness  of  this  set  of  side  effects  is  therefore 
important. 

DURATION  OF  USE 

As  indicated,  the  large  majority  of  patients  are 
treated  with  benzodiazepines  for  only  a few  months 
or  less.  We  believe  that  the  evidence,  though  not 
conclusive,  strongly  supports  long-term  efficacy 
of  these  drugs  in  certain  patients  ( 1 7 ).  As  with 
other  chronic  drug  use,  certain  criteria  need  to  be 
met  to  justify  such  use.  The  first  is  that  the  patient 
should  be  carefully  diagnosed  as  having  a disorder 
amenable  to  benzodiazepines,  and  not  having  a dis- 
order that  might  respond  to  other  therapeutic  ap- 
proaches. The  patient  should  be  benefitting,  with 
little  or  no  residual  symptomatology.  Nondrug 
means  to  alleviate  the  anxiety  symptoms  should 
have  been  utilized  to  their  maximum  benefit. 


The  relative  safety,  wide  range  of  utility,  and  ease 
of  use  of  the  benzodiazepines  has,  in  some  instances, 
lulled  both  patients  and  physicians  into  a too-casual 
approach  to  their  use,  with  infrequent  or  per- 
functory' visits,  and  patients  requesting  repeated 
medication  refills  by  phone.  It  is  essential  that  the 
physician  who  implements  benzodiazepine  therapy 
make  clear  to  the  patient  the  importance  of  regular 
follow-up  visits  and  carefully  evduate  the  patient’s 
response  at  those  visits.  A suitable  interval  between 
visits  is  based  on  individual  considerations,  but  vis- 
its every  three  to  six  months  usually  are  needed  for 
even  the  most  stable  of  patients. 

Consultations  and  referrals 

The  fact  that  treatment-specific  anxiety  syndromes 
can  now  be  identified  means  that  diagnostic  preci- 
sion is  of  the  utmost  importance.  Provision  of  par- 
tial symptomatic  relief  by  prescribing  anxiolytics 
may  not  only  be  less  than  optimal  treatment  but 
may  also  discourage  the  patient  from  seeking  fur- 
ther help.  Thus,  psychiatric  consultations  to  aid  in 
the  differentiation  of  anxiety  disorders  are  often  ex- 
tremely valuable  and  should  be  sought  frequently. 
Usually  the  primary  physician  can  carry  out  at  least 
the  medical  aspects  of  the  recommended  therapies, 
if  he  or  she  wishes  to  do  so. 

Referrals  for  treatment  and  follow-up  by  a psychi- 
atrist are  appropriate  under  a number  of  different 
circumstances.  The  primary  physician  may  not  have 
the  time  or  expertise  to  undertake  treatment  of  the 
psychiatric  aspects  of  the  patient’s  problems.  There 
may  be  complication  of  the  anxiety  disorder  by  sig- 
nificant depression.  If  there  is  evidence  that  the  pa- 
tient is  contemplating  drastic  steps  such  as  suicide, 
divorce,  or  quitting  his  or  her  job,  the  need  for  psy- 
chiatric referral  may  be  urgent.  Failure  to  respond 
to  treatment  should  lead  to  a referral  or  consulta- 
tion, keeping  in  mind  that  the  expected  onset  of  ac- 
tion of  anxiolytics  is  within  days,  while  that  of 
antidepressants  is  over  weeks.  The  primary  physi- 
cian should  refer  the  patient  to  a specific  psychia- 
trist and  then  directly  contact  the  psychiatrist. 
Vague  advice  to  the  patient  to  seek  psychiatric  help 
is  seldom  effective. 
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When  your 
patient's  past 
keeps  the 
present  from 
being  all  it 
should  be, 
we  can  help. 
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1^^^  Shoal  Creek 
■ Hospital 

The  place  the  experts  call  for  help. 


The  Adult  Open  Program  at  HCA  Shoal  Creek  Hospital  is  an 
intensive  program  designed  for  adults  with  varying  diagnoses 
resulting  from  biochemical  imbalances  or  dysfunctional  life 
histories,  such  as  abuse,  family  dysfunction,  unresolved  grief  and 
loss.  The  Adult  Open  Program  is  medically  directed  by  James  E. 
Kreisle,  Jr.,  M.D.,  a respected  member  of  the  professional  commu- 
nity in  Austin,  who  specializes  in  eating  disorders  and  general  psy- 
chiatry. Elizabeth  Huggins,  Ph.D.,  R.N.,  is  program  administrator. 

Our  team  uses  Family  Systems  theory  to  help  patients  make 
lasting  changes.  The  program  focuses  on  behaviors,  both  functional 
and  dysfunctional,  that  are  learned  in  the  family  of  origin.  Empha- 
sis is  on  insight-oriented  psychotherapy  and  education  for  healthy 
living,  and  includes  these  components: 

• Group  therapy  • Family  education 

• Adult  eating  dis-  and  therapy 

orders  program  • Survivors  of  sexual 
• Adjunctive  therapy  abuse  support  group 

We  will  be  happy  to  respond  to  your  inquiries  for  information. 

3501  Mills  Avenue  • Austin,  Texas  • (512)  452-0361 
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'feur  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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Childhood  hyperactivity,  formerly  termed  "mini- 
mal brain  dysfunction, " is  now  diagnosed  as  atten- 
tion-deficit hyperactivity  disorder  (ADHD).  Recent 
findings  suggest  the  primary  difficulty  is  attention 
deficit  Manifestations  of  the  disorder  vary  sub- 
stantially from  patient  to  patient  and  from  situa- 
tion to  situation.  Thus,  the  physician  should  use 
more  than  one  source  of  information  about  the 
child  before  reaching  a diagnosis.  This  article  re- 
views assessment,  drug  treatment,  and  the  efficacy 
of  adjunctive  treatments  for  ADHD. 

KFV'  WORDS:  HYPERACTIVITY,  ATTENTION  DEFICIT,  CHILD  BE 
HAVIOR  DISORDER. 


Prior  to  the  20th  century,  behavior  disorders 
of  childhood  were  not  perceived  as  mental 
illness;  difficult  behavior  in  childhood  was 
generally  regarded  as  a moral  problem.  In  1914 
there  was  an  epidemic  of  viral  encephalitis  in  the 
United  States  known  as  von  Economo’s  encephalitis. 
Adult  survivors  of  this  epidemic  often  developed 
late  Parkinson’s  disease,  while  many  children  who 
survived  developed  a syndrome  of  hyperactivity,  im- 
pulsivity,  and  low  frustration  tolerance  that  became 
known  as  “post  encephalitic  syndrome”  ( 1 ).  It  was 
presumed  that  this  syndrome  was  due  to  brain 
damage.  In  1937,  Bradley  (2)  administered  am- 
phetamines to  a group  of  severely  aggressive  and 
overactive  inpatient  boys  and  reported  dramatic 
improvement. 

Because  many  of  these  patients  had  clear  signs  of 
brain  damage,  it  was  assumed  that  the  brain  damage 
caused  the  hyperactivity.  It  was  further  assumed 
that  any  child  who  showed  hyperactive  behavior 
must  have  brain  damage.  Most  children  referred  as 
“behavior  problems,”  however,  had  no  clear  evi- 
dence of  brain  damage  on  physical  examination. 
Therefore,  it  was  assumed  that  the  brain  damage 
was  present,  but  could  not  be  detected.  Early  work- 
ers in  the  field  thus  coined  a phrase,  “minimal  brain 
damage,”  that  was  never  adequately  defined  ( 3 ).  It 
included  hyperactivity,  learning-disahilities,  con- 
duct-disorders, indeed,  any  sort  of  overt  behavior 
disorder.  The  term  was  later  softened  to  “minimal 
brain  dysfunction,”  but  enough  doubt  was  later  cast 
on  the  brain  damage  hypothesis  that  the  term  was 
dropped  in  favor  of  “attention-deficit  hyperactivity 
disorder”  (ADHD)  (4).  Nonetheless,  the  minimal 
brain  dysfunction  label  left  in  its  wake  a number  of 
myths  that  should  be  dispelled.  Perinatal  complica- 
tions such  as  anoxia,  breech  delivery,  days  in  neo- 
natal intensive  care,  or  forceps  delivery  do  not 
show  any  causative  relationship  to  ADHD  (5),  nor 
are  “soft  signs”  on  neurological  examination  diag- 
nostic of  ADHD  (6).  Another  myth  is  the  so-called 
“paradoxical  response”  of  children  with  ADHD  to 


stimulants.  It  was  falsely  assumed  that  hyperactive 
chUdren  were  sedated  by  stimulants  and  that  this 
paradoxical  response  was  indicative  of  brain  dam- 
age. In  fact,  stimulants  do  not  sedate  children  with 
ADHD,  and  there  is  nothing  unique  about  their 
pharmacological  action  in  ADHD.  Normal  children 
respond  to  stimulants  in  the  same  way  that  children 
with  ADHD  do — with  decreased  motor  activity  and 
improved  attention  span  (7) — though  obviously 
they  respond  from  a less  disturbed  baseline  than  do 
children  with  ADHD. 

Use  of  the  word  hyperactivity  in  ADHD  identified 
the  most  obvious  aspect  of  the  syndrome,  ie,  the 
perceived  increased  motor  activity.  Recently,  re- 
searchers have  compared  the  level  of  motor  activity 
in  normal  and  ADHD  children  by  unobtrusively  at- 
taching very  sensitive  electronic  measurement  de- 
vices to  the  children’s  belts  (8).  These  studies 
confirmed  that  motor  activity  is  increased  in  ADHD 
children  relative  to  controls,  but  that  the  magnitude 
of  the  difference  is  very  much  dependent  on  the 
situation  that  the  children  are  in. 

In  free-play  situations,  such  as  lunch  or  recess, 
children  with  ADHD  are  not  more  active  than  nor- 
mal children,  but  in  situations  that  make  high  de- 
mands on  attention,  such  as  reading  or  mathematics, 
the  difference  in  motor  activity  relative  to  controls 
is  substantial.  The  increased  motor  activity  is  a func- 
tion of  the  difficulties  with  attention;  that  is,  the  pri- 
mary problem  is  inattention.  It  had  earlier  been 
assumed  that  attention  deficit  disorder  (ADD)  oc- 
curred with  or  without  hyperactivity  and  that  chil- 
dren with  ADD  were  inattentive  children  who 
differed  from  one  another  only  in  the  level  of  motor 
activity  ( 4 ).  When  these  two  groups  of  children 
were  compared  in  a controlled  study  (9),  however, 
it  was  found  that  the  ADD-without-hyperactivity 
group  was  qualitatively  different  from  the  ADD- 
with-hyperactivity  group.  Children  in  the  latter 
group  were  active,  impulsive,  distractible,  and  had 
conduct  problems,  while  children  in  the  ADD- 
without-hyperactivity  group  were  more  anxious, 
withdrawn,  sluggish,  and  drowsy.  Indeed,  the  ADD- 
without-hyperactivity  group  appeared  more  akin  to 
depressed  or  anxious  children.  Fig  1 shows  the 
present  criteria  for  the  diagnosis  of  ADHD. 

It  is  possible  to  diagnose  ADHD  if  hyperactivity 
is  not  present  (ie,  items  1 and  2 in  Fig  1 are  not 
present);  if  at  least  eight  of  items  3 - 14  are  met,  the 
diagnosis  of  ADHD  still  applies.  It  is  also  critical  to 
bear  in  mind,  in  view  of  the  studies  on  motor  be- 
havior presented  earlier  (8),  that  the  high  motor  ac- 
tivity occurs  when  demands  of  attention  are  high; 
thus,  low  motor  activity  during  the  doctor’s  office 
visit  should  never  rule  out  ADHD.  Indeed,  most 
ADHD  children  appear  normally  active  during  the 
office  evaluation,  especially  on  the  first  visit.  The 
physician  should  rely  on  parents  and  teachers  for 
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history  in  this  regard;  as  a rule,  rating  scales  of  the 
child’s  behavior  should  be  obtained  from  the  school. 
The  Conners  Abbreviated  Behavior  Rating  Scale 
( 10)  is  easiest  to  use;  a score  of  greater  than  15  on 
this  instrument  indicates  a significant  problem. 

Some  further  focus  on  the  concept  of  attention  is 
needed.  Studies  have  shown  defects  of  both  sus- 
tained and  selective  attention  in  children  with 
ADHD  (11).  Sustained  attention  refers  to  the  abil- 
ity to  focus  mental  processes  on  a specific  objective 
over  time;  for  instance,  an  outfielder  carefully  ob- 
serving the  batter  to  detect  a hit  in  his  or  her  direc- 
tion is  using  sustained  attention.  Similarly,  a child 
paying  attention  to  the  teacher  is  engaged  in  a sus- 
tained attention  task.  Selective  attention  is  more 
complex,  involving  the  ability  to  detect  relevant 
stimuli  amidst  an  array  of  background  distraction. 

For  instance,  solving  a word  problem  in  arithmetic 
involves  not  only  sustained  attention  (to  remain  on 
task)  but  selective  attention  in  which  the  child  must 
evaluate  the  information  and  determine  which  is 
most  relevant  to  the  solution.  Children  with  ADHD 
often  avoid  activities  that  involve  extensive  use  of 
sustained  and  selective  attention,  while  enthusi- 
astically engaging  in  activities  that  do  not  require 
these  processes.  Thus,  ADHD  children  often  enjoy 
television  watching,  video  games,  bike  riding,  and 
outdoor  activities.  They  typically  avoid  reading, 
delicate  model  building,  and  long  complicated 
board  games.  The  fact  that  a chUd  engages  in  some 
activity  for  long  periods  of  time  does  not  rule  out 
ADHD,  rather,  the  physician  should  consider  the  na- 
ture of  the  activity  and  determine  the  level  of  de- 
mand it  makes  on  attentional  processes. 

Computerized  techniques  for  measuring  sus- 
tained and  selective  attention  are  available.  The 
Continuous  Performance  Test  (CPT),  for  example, 
measures  sustained  attention  (12).  The  child 
watches  a screen  while  a series  of  random  letters 
are  presented;  he  must  press  a button  when  the 
combination  “H-T”  appears.  Frequently,  an  “H  I”  or 
other  distractor  will  appear;  hitting  the  button  in 
this  case  constitutes  an  error  of  commission.  Failing 
to  press  the  button  when  an  “H-T”  appears  is  an 
error  of  omission.  Children  with  ADHD  generally 
make  more  errors  of  both  types  relative  to  normal 
children;  medication  often  significantly  reduces 
the  number  of  errors.  Unfortunately,  while  the  mean 
number  of  errors  differs  significantly  between  the 
two  groups,  there  is  sufficient  overlap  between  the 
groups  that  the  number  of  errors  an  individual  child 
makes  cannot  rule  in  or  rule  out  ADHD  (ie,  some 
normal  children  will  have  a large  number  of  errors; 
some  ADHD  children  will  make  few  errors).  Thus, 
such  computerized  tests  alone  should  not  be  used 
to  diagnose  ADHD,  but  they  are  very  useful  when 
used  to  monitor  drug  response. 


Developments  in  assessment 
Given  the  growing  knowledge  about  ADHD,  there  is 
an  increasingly  common  view  that  simple  assess- 
ments based  only  on  parent  and  teacher  reports 
may  not  be  adequate.  In  a similar  vein,  open  trials  of 
stimulant  medication  using  only  the  subjective 
opinion  of  the  parent  or  physician  to  judge  success 
or  failure  is  also  unwise.  At  the  same  time,  extensive 
neurological  and  psychological  testing  is  not  usually 
necessary  unless  there  is  a specific  indication.  Gen- 
erally, electroencephalography  or  CT  scans  do  not 
yield  significant  information.  Newer  techniques 
such  as  brain  electrical  activity  mapping  ( BEAM ) re- 
main experimental  and  cannot  reliably  diagnose 
ADHD.  An  adequate  ADHD  work-up  consists  of: 

(a)  complete  history  from  parent,  (b)  physical,  neu- 
rological, and  mental  status  examination  of  the 
child,  (c)  behavior  rating  scales  obtained  from  par- 
ent and  teacher,  (d)  intelligence  and  achievement 
testing. 

A further  concern  is  differentiating  between  anxi- 
ety and  depressive  disorders  and  ADHD.  It  is  not 
uncommon  for  anxiety  and  depressive  disorders  to 
be  associated  with  oppositional  behavior  and  even 
conduct  disorder  (13).  The  physician  faces  the  chal- 
lenge of  distinguishing  these  from  ADHD.  It  should 
be  borne  in  mind,  however,  that  some  children 
meet  criteria  for  several  disorders.  A large-scale  epi- 
demiological study  (14)  found  an  incidence  of  6.7% 
for  ADHD,  but  ADHD  overlapped  with  anxiety,  dys- 
thymia,  and  conduct/oppositional  disorder.  That  is, 
47%  of  the  children  with  ADHD  had  a coexisting 
conduct  disorder,  28%  had  a coexisting  anxiety  or 
dysthymic  disorder,  and  19%  had  all  three  diag- 

1.  Diagnostic  criteria  for  attention-deficit  hyperactivity  disorder 
(ADHD)  ( Adapted  from  Diagnostic  and  Statistical  Manual  of 
Mental  Disorders  [31.) 

A A diagnosis  of  ADHD  is  appropriate  if  at  least  eight  of  the  14 

criteria  have  disturbed  the  patient  for  at  least  six  months; 

1 Often  fidgets  with  hands  or  feet  or  squirms  in  seat 

2.  Has  difficulty  remaining  seated  when  required  to  do  so 

3.  Is  easily  distracted  by  extraneous  stimuli 

4.  Has  difficulties  awaiting  turn  in  games  or  group  situations 

5 Often  blurts  out  answers  to  questions  before  they  have 

been  completed 

6.  Has  difficulty  following  through  on  instructions  from  others 

7.  Has  difficulty  sustaining  attention  on  tasks  or  play  activities 

8.  Often  shifts  from  one  uncompleted  activity  to  another 

9.  Has  difficulty  playing  quietly 

10.  Often  talks  excessively 

1 1.  Often  interrupts  or  intrudes  on  others 

12.  Often  does  not  seem  to  listen  to  what  is  being  said  to 
him/her 

1 3.  Often  loses  things  necessary  for  tasks  or  activities  at  school 
or  home 

14.  Often  engages  in  physically  dangerous  activities  without 
considering  possible  consequences 

B.  Onset  before  age  seven 

C.  Does  not  meet  criteria  for  a pervasive  developmental  disorder 
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noses.  Fig  2 lists  some  distinguishing  characteristics 
between  these  disorders. 

Developments  in  drug  treatment 
Stimulants  remain  the  drug  of  choice  in  ADHD,  and 
their  efficacy  and  safety  have  been  established  over 
many  years.  Increasin^y,  the  use  of  placebo-con- 
trolled trials  to  establish  whether  an  individual  child 
is  a true  responder  are  replacing  the  open  trials 
(15).  In  this  method,  the  child  receives  placebo  for 
a week  and  different  dosages  of  stimulant  (in  the 
case  of  methylphenidate  hydrochloride,  0.3  to  0.6 
mg/kg/dose),  for  several  weeks.  The  parent,  child, 
and  teacher  are  not  told  which  is  being  admin- 
istered. Each  week  the  parent  and  teacher  fill  out 
behavior  rating  scales.  It  is  also  useful  to  perform 
cognitive  testing  such  as  the  CPT  each  week.  If  one 
particular  week  is  clearly  superior  to  the  others, 
then  placebo  effects  are  ruled  out.  Placebo  effects 
were  shown  to  be  as  high  as  18%  in  the  above 
study  (15).  Furthermore,  the  dose  that  provides  op- 
timal improvement  in  attention  span  can  be  deter- 
mined. Rapport  et  al  ( 16)  have  shown  that  while 
most  children  respond  best  at  dosages  of  0.75  mg/ 
kg/dose  of  methylphenidate,  still  others  deteriorate 
at  this  higher  dose.  Only  by  rigorous  comparison  of 
different  dosages  can  this  be  determined  for  a child. 
Some  children  who  do  not  respond  to  stimulants 
may  respond  to  imipramine  or  desipramine  in  dos- 
ages of  1 to  3 mg/kg/day,  although  there  is  no  con- 
sensus as  to  the  optimal  dose.  These  medications 
are  clearly  drugs  of  second  choice  ( 17).  Neurolep- 
tic medications  are  almost  never  indicated  in  ADHD 
due  to  the  risk  of  tardive  dyskinesia;  occasionally,  a 
child  with  severe  aggressiveness  requires  such 
treatment. 


2.  Diagnostic  differences  between  anxiety  and  attention  deficit  hyperactivity  disorders 


Patient 

Characteristics 

Overanxious/ 

Dysthymic  Disorders 

Attention-Deficit 

Hyperactivity  Disorder 

Age  of  onset 

>8  years 

3-5  years 

Pattern  of  symptoms 

Distinct  point  of  onset 

Varies  with  emotional  stress 

Chronic 

Varies  with  structure  of 
environment 

Oppositional  symptoms 

Irritability 

Self-defeating  behavior 
Tearfulness 

Daydreaming 

Temper  outbursts 

“Forgets”  (fails  to  hear) 
instructions 

Defiance 

Stubbornness 

Temper  outbursts 

Motor  activity 

Increased  fine  motor 

Truncal  gross  motor 

Thought  process 

Introspective 

Good  grasp  of  concepts 

Ciood  historian 

Extroverted 

Distracted  in  conversation 

Poor  historian 

Thought  content 

Anxieties  about 

responsibilities,  family 

D)w  self-esteem 

Anxiety  only  about  getting 
in  trouble 

Adequate  self-esteem 

Adjunctive  treatments 

A variety  of  adjunctive  treatments  have  been  sug- 
gested for  ADHD.  Evidence  for  their  efficacy  varies. 
Diet  plays  no  role  in  the  etiology  of  ADHD;  to  date 
there  is  no  evidence  that  additive-free  diets  improve 
the  behavior  of  ADHD  children  (18).  Some  parents 
insist  sugar  makes  their  children  hyperactive,  but 
when  such  children  are  tested  in  a controlled  set- 
ting, sugar  shows  no  effect  on  behavior  ( 19). 

Much  research  has  focused  on  the  various  psy- 
chotherapies for  ADHD,  the  most  popular  being  par- 
ent training  and  behavior  modification.  It  is  well 
established  that  these  treatments  do  not  replace 
medication  treatment  (20).  Recent  research  has  ex- 
amined whether  combining  these  treatments  with 
stimulant  medication  leads  to  an  outcome  superior 
to  stimulant  treatment  alone.  Short-term  (6  to  12 
weeks)  treatment  with  behavior  modification  does 
not  seem  to  lead  to  any  improvement  in  behavior 
over  treatment  with  medication  alone  (20).  Satter- 
field et  al  ( 2 1 ) compared  two  groups  of  ADHD  chil- 
dren. One  had  been  treated  with  stimulants  alone; 
the  other  had  been  treated  with  stimulants  and  an 
intensive  multimodality  treatment  consisting  of  be- 
havior modification,  parent  training,  and  intensive 
psychotherapy  for  both  the  child  and  the  parent, 
when  indicated.  Families  were  seen  for  an  average 
of  three  to  five  visits  per  month  for  an  average  of  35 
months.  Some  families  remained  in  treatment  for 
three  years.  The  study  showed  that  the  multi- 
modality treatment  group  had  significantly  fewer 
felony  arrests  and  fewer  institutionalizations  than 
the  drug-treatment-only  group.  Felony  arrest  was 
the  only  variable  examined,  so  the  impact  of  the 
multimodality  treatment  on  educational  achieve- 
ment, job  status,  marriage,  or  other  important  social 
variables  is  unknown.  Furthermore,  the  population 
studied  was  comprised  of  patients  with  severe 
ADHD  and  a high  incidence  of  conduct  problems. 
Children  whose  ADHD  symptoms  are  well  con- 
trolled on  medication  generally  do  not  need  addi- 
tional therapy.  However,  the  study  by  Satterfield  and 
associates  suggests  that  ADHD  children  whose  prob- 
lems continue  in  spite  of  medication  treatment 
should  be  engaged  in  intensive,  fairly  long-term  be- 
havior management  programs.  Such  programs  are 
expensive;  the  multimodality  program  in  the  above 
study  cost  $3,000  per  child  per  year.  Few  programs 
like  this  are  available  in  Texas,  and  none  are  avail- 
able for  low  income  families,  though  schools,  pri- 
vate mental  health  professionals,  and  community 
agencies  can  provide  short-term  treatment. 
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Cocaine  is  not  associated  with  a clearly  defined 
withdrawal  syndrome,  but  animal  studies  have 
shoum  that  it  may  be  more  addictive  than  heroin. 

A number  of  physical  effects  result  from  cocaine 
addiction.  Cardiovascular  sequelae  are  the  most 
immediate  life-threatening  effects,  but  AIDS  is  a 
hazard  in  intravenous  drug  abusers.  The  percent- 
age of  cocaine-abusing  women  is  nearing  that  of 
men,  and  gynecologic  and  obstetric  problems  ( eg 
spontaneous  abortion,  premature  labor,  and 
abruptio  placentae)  have  become  more  wide- 
spread as  a result  Effects  of  maternal  cocaine  con- 
sumption on  the  fetus,  infant,  and  child  are  not 
fully  knoum.  Reports  suggest  that  chronic  cocaine 
abuse  is  associated  with  neurotoxic  impairment  of 
cerebral  tissue.  Whether  neurotoxic  effects  on  per- 
sonality, cognition,  and  behavior  can  be  reversed 
in  the  chronic  cocaine  abuser  is  unknown.  Co- 
caine and  substance  abuse  should  be  considered  as 
a possible  cause  of  impairment  in  the  patient  with 
memory  and  concentration  deficits.  Cocaine  has 
been  associated  with  metabolism  of  catechola- 
mines, and  it  has  been  hypothesized  that  dopamine 
depletion  is  integral  to  addiction.  If  true,  this  the- 
ory may  lead  to  pharmaceutical  treatments. 

KEY  WORDS:  SUBSTANCE  ABUSE,  SUBSTANCE  USE  DISORDER, 
SUBSTANCE  DEPENDENCE,  ADDICTION,  ADDICTIVE  BEHAVIOR, 
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The  growing  epidemic  of  cocaine  abuse  and 
the  development  of  more  potent  prepara- 
tions, such  as  “crack,”  is  demonstrated  by  an 
increase  of  cocaine  use  of  more  than  400%  be- 
tween 1972  and  1982  ( 1 ),  Cocaine  has  been  used 
by  more  than  22  million  Americans,  of  whom  6 mil- 
lion are  considered  addicts  ( 2 ),  Accompanying  the 
dramatic  rise  in  cocaine  abuse  has  been  an  increase 
in  cocaine-related  fatalities.  Cocaine-related  deaths 
of  nationally  known  persons  have  received  consid- 
erable notoriety;  however,  such  fatalities  do  not 
adequately  reflect  the  complexity  and  extent  of 
medical  problems  associated  with  cocaine  abuse. 
Due  to  the  sudden  surge  in  cocaine  abuse,  the 
medical  community  has  been  hard  pressed  to  keep 
pace  in  educating  its  members  on  the  medical  im- 
plications of  cocaine  abuse.  This  review  explores 
current  medical  issues  and  trends  in  the  cocaine- 
abusing  population. 

Concepts  of  addiction 

During  the  1970s,  questions  about  the  addictive  po- 
tential of  cocaine  remained  unanswered.  In  fact,  co- 
caine was  and  is  often  viewed  as  a nonaddicting 
substance,  but  the  striking  escalation  in  cocaine  use 
has  been  one  of  the  forces  that  has  begun  to  re- 
shape the  medical  interpretation  of  addictive  dis- 


orders. In  1980,  the  disorder  of  cocaine  abuse  was 
identified;  the  disorder  of  cocaine  dependence  was 
still  in  question  ( 3 )-  The  term  cocaine  abuse  im- 
plies pathological  consumption  that  impairs  bio- 
logical and/or  psychosocial  functioning,  whereas 
cocaine  dependency  implies  an  abusive  pattern  as- 
sociated with  tolerance  and  a withdrawal  syndrome. 
Animal  studies  substantiated  the  addictive  proper- 
ties of  cocaine  with  evidence  that  it  was  at  least 
comparable  to  and  perhaps  more  addictive  than 
heroin  (4).  Because  much  understanding  of  drug 
abuse  was  based  on  the  properties  of  opiates,  barbi- 
turates, and  alcohol,  which  lead  to  tolerance  and 
consistent  physiological  withdrawal  symptoms, 
these  psychoactive  substances  formed  the  basis  for 
the  concept  of  addiction.  Cocaine  does  not  possess 
a clearly  defined  withdrawal  syndrome;  therefore, 
there  is  confusion  about  the  disorder  of  cocaine  de- 
pendency. This  confusion  is  demonstrated  by  use  of 
the  terms  physiological  and  psychological  addic- 
tion, a meaningless  distinction  in  terms  of  defining 
the  addictive  process.  The  addictive  process  is  a 
complex  interplay  of  physiological,  psychological, 
and  sociological  parameters. 

Cocaine  tolerance  and  withdrawal  are  still  con- 
troversial topics;  but  recent  work  has  deemphasized 
defining  addiction  in  terms  of  withdrawal  and  toler- 
ance. The  more  current  definition  emphasizes  de- 
pendency in  terms  of  a complex,  compulsive  pat- 
tern of  clinically  significant  behaviors  that  indicate  a 
serious  degree  of  involvement  with  a psychoactive 
substance  ( 5 ).  Current  work  has  reduced  the  dis- 
tinction between  abuse,  addiction,  and  dependence 
and  has  broadened  the  definition  of  dependence 
( 5 ).  Simplistically,  however,  cocaine  abuse  can  be 
viewed  as  “behavioral  toxicity”  associated  with  co- 
caine use.  In  contrast,  cocaine  dependency  is  neuro- 
logically  based  toxicity  and  is  an  organic  behavioral 
impairment  associated  with  cocaine  abuse. 

Effects  of  cocaine  use 

As  of  1987,  several  disorders  had  been  associated 
with  cocaine:  abuse,  dependence,  intoxication, 
withdrawal,  delirium,  and  delusional  disorder  (6). 

In  addition,  previous  work  had  described  a variety 
of  physical  effects  of  cocaine  addiction,  ranging 
from  CNS  stimulation  to  fatigue,  headaches,  sei- 
zures, septal  perforation,  mucosal  ulcerations,  den- 
tal caries,  malnutrition,  vitamin  deficiencies,  and 
gastrointestinal  disturbances  (7).  Significant  impair- 
ment in  pulmonary  function  was  found  in  all  abus- 
ing patients  who  smoked  cocaine  (8).  The  cardio- 
vascular sequelae  of  cocaine  addiction  have  been 
the  most  immediately  life-threatening.  Elevated 
blood  pressure  and  heart  rate,  arrhythmias,  con- 
gestive heart  failure,  and  death  are  commonly  asso- 
ciated with  the  abusing  pattern  ( 7 ).  In  a study  of 
hospitalized  cocaine  abusers,  approximately  25% 
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received  medical  treatment  for  “idiopathic  ” hyper- 
tension and  arrhythmias  before  the  cocaine  addic- 
tion was  diagnosed  (9).  After  two-week  detoxifi- 
cation, no  cardiac  medication  was  indicated  (9). 
Most  of  the  patients  were  treated  in  outpatient  set- 
tings by  general  practitioners  or  in  employee  health 
facilities.  Obviously,  cocaine  abuse  needs  to  be  con- 
sidered in  the  differential  diagnosis  of  idiopathic 
cardiovascular  disease. 

The  staggering  growth  of  cocaine  abuse  also  has 
implications  in  the  AIDS  epidemic.  The  group  sec- 
ond most  commonly  affected  by  acquired  immune 
deficiency  syndrome  (AIDS)  is  drug  abusers,  espe- 
cially intravenous  abusers.  A study  comparing  co- 
caine smokers  to  intravenous  drug  abusers  revealed 
that  intravenous  use  taxes  the  immune  system  (10). 
It  is  speculated  that  drugs  of  abuse,  the  patterns  of 
abuse,  and  lifestyle  of  the  abuser  may  affect  immu- 
nity. Thus,  the  drug-abusing  patient  may  be  at  added 
risk,  not  only  from  his  or  her  exposure  to  the  hu- 
man immunodeficiency  virus  ( HfV ),  but  possibly 
also  from  impaired  immune  functioning  secondary 
to  the  abusing  pattern  (10).  Though  opiate  abuse 
has  been  historically  associated  with  intravenous 
use,  the  sheer  magnitude  of  intravenous  cocaine 
abuse -ten  to  20  times  more  common  than  opiate 
abuse — offers  a significant  vector  in  the  transmission 
of  AIDS. 

A number  of  obstetrical  and  gynecological  condi- 
tions have  been  associated  with  cocaine  abuse.  Sig- 
nificant increases  of  spontaneous  abortion,  pre- 
mature labor,  and  abruptio  placentae  have  been  as- 
sociated with  cocaine  use  ( 1 1 ).  A recent  population 
study  suggests  men^rual  irregularities  and  dysfunc- 
tions in  60%  of  cocaine-abusing  women  (9).  Co- 
caine abuse  by  women  is  demographically  impor- 
tant because  the  percentage  of  cocaine-abusing 
women  is  becoming  equal  to  the  percentage  of 
cocaine-abusing  men  (12).  This  pattern  is  different 
than  that  for  other  drugs  of  abuse.  Traditionally,  far 
more  men  than  women  abuse  drugs,  or  at  least  they 
enter  treatment  in  greater  numbers  than  do  women. 
Although  numerous  factors  probably  contribute  to 
the  phenomenon  of  the  men-women  ratio  in  co- 
caine abuse,  my  personal  experience  suggests  co- 
caine’s appetite-suppressant  activity  may  be  sought 
by  weight-conscious  individuals.  An  important,  yet 
unanswered,  question  is  the  possible  neonatal  or  de- 
velopmental effects  to  offspring  exposed  to  mater- 
nal cocaine  consumption.  Further  work  is  needed  to 
explore  the  obstetrical  and  gynecological  implica- 
tions of  cocaine  abuse. 

A growing  body  of  information  strongly  suggests 
that  chronic  cocaine  abuse  is  associated  with  neuro- 
toxic impairment  of  cerebral  tissue.  Though  sei- 
zures, cerebral  bleeding,  and  infarctions  have 
previously  been  reported,  recent  neurometabolic 
and  neuropsychological  investigations  have  pro- 


duced tentative  data  that  imply  persistent  toxic  or- 
ganic impairment  of  cerebral  functioning  in  chronic 
cocaine  abusers.  Exploration  with  positron  emission 
tomography  (PET)  suggests  metabolic  abnormalities 
persisting  two  weeks  after  detoxification  (13).  Re- 
cent neuropsychological  investigation  of  hospi- 
talized cocaine  abusers  found  significant  memory 
impairment  in  100%  of  the  patients  two  weeks  after 
detoxification  ( 14).  Furthermore,  25%  of  the  pa- 
tients had  neuropsychological  impairment  sug- 
gestive of  a multi-infarct  phenomenon  and  50%  of 
the  population  had  neuropsychological  evidence 
suggesting  premorbid  learning  deficits  ( 14).  Cur- 
rent neurometabolic  and  neuropsychological  in- 
vestigations of  chronic  cocaine  abusers  suggest 
persistent  neurotoxic  irregularities  extending 
through  the  withdrawal  phase.  Investigations  high- 
light the  importance  of  and  need  for  aggressive 
rehabilitative  efforts  for  the  abusers  and  raise  ques- 
tions regarding  the  reversibility  of  these  effects.  The 
reversibility  or  irreversibility  of  cocaine’s  neu- 
rotoxic effects  on  cognition,  personality,  and  behav- 
ior in  the  chronic  abuser  is  unknown.  Mounting 
evidence  of  cocaine-related  impairment  of  cerebral 
functioning  supports  the  clinical  utility  of  using 
cognitive  testing  in  the  identification  of  the  abusing 
patient.  Evidence  of  memory  impairment  ( eg,  im- 
pairment in  subtracting  serial  7s  from  100,  retaining 
seven  digits  forward  and  five  in  reverse,  etc ) should 
raise  the  clinician’s  suspicion  of  organic  impairment 
of  cerebral  functioning.  Cocaine  abuse,  and  perhaps 
substance  abuse  in  general,  should  be  considered  as 
a possible  cause  of  impairment  when  clinical  evi- 
dence of  memory  and  concentration  deficits  is 
present. 

Cocaine  has  been  associated  with  the  metabolism 
of  catecholamines  ( eg,  dopamine,  norepinephrine ) 

(15) .  Dopamine  depletion  has  been  hypothesized  as 
integral  in  the  pathogenesis  of  cocaine  addiction 

( 16) .  If  true,  this  theory  supports  the  current  at- 
tempts to  use  dopamine  agonists  (eg,  bromocrip- 
tine, amantadine  hydrochloride)  in  treatment  to 
reduce  cocaine  “craving”  (17).  Antidepressants  (eg, 
desipramine ) have  been  theorized  to  ameliorate 
noradrenergic  depletion  and  have  been  employed 
in  clinical  trials  with  some  degree  of  success  (18). 
Recent  work  in  a chronic  cocaine-abusing  popula- 
tion demonstrated  a significant  and  persistent  de- 
crease in  plasma  3-methoxy-4-hydroxyphenylglycol 
(MHPG),  a noradrenergic  metabolite,  which  re- 
mained essentially  unchanged  four  weeks  after  de- 
toxification (19).  This  work  in  a clinical  population 
supports  the  theory  of  noradrenergic  depletion 
associated  with  chronic  cocaine  abuse.  Though 
preliminary  clinical  evidence  mounts  that  cate- 
cholamine levels  are  depleted  in  chronic  cocaine 
abusers,  and  that  certain  pharmaceutical  agents  can 
be  effective  in  ameliorating  cocaine  withdrawal 
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symptoms,  caution  must  be  exercised.  Such  work 
suggests  a promising  direction  in  treatment  for  co- 
caine abuse,  but  many  unknowns  remain. 

Summary 

The  growth  of  cocaine  use  has  placed  significant  de- 
mands on  the  health  care  system.  Medical  defini- 
tions and  understanding  of  abuse  and  dependency 
disorders  have  been  challenged  and  revised  during 
the  upsurge  of  cocaine  addiction.  The  frequency 
and  intensity  of  medically  related  sequelae  second- 
ary to  chronic  cocaine  use  have  increased  and  tend 
to  reflect  the  toxic  effects  of  cocaine  on  numerous 
organ  systems.  The  popularity  of  cocaine  use  and 
the  growing  medical  problems  secondary  to  its 
abuse  are  drawing  increasing  numbers  of  cocaine 
victims  to  seek  medical  treatment,  highlighting  the 
need  to  consider  drug  abuse  in  the  differential  diag- 
nosis continuously.  Though  once  considered  a be- 
nign, nonaddicting  substance,  evidence  suggests 
chronic  cocaine  use  has  a dependency  potential 
greater  than  alcohol  or  heroin.  Cocaine  has  potent 
effects  on  neurometabolism,  producing  significant 
cognitive  and  behavioral  changes.  A clinical  history 
of  progressive  social  impairment,  deterioration, 
mood  disturbances,  physical  findings,  and  memory 
disturbances  strongly  suggest  a dependency  dis- 
order of  a psychoactive  substance.  Considering  the 
popularity  of  cocaine,  further  questioning  and  a 
urine  drug  screen  is  clinically  useful  in  the  diagnosis 
of  cocaine  dependency. 
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Eating  disorders:  role  of 
the  primary  care 
physician 


Anorexia  nervosa  and  bulimia  nervosa  are  eating 
disorders  that  primarily  affect  adolescent  and 
young  women.  Only  about  one  patient  in  20  is 
male  It  is  important  for  the  primary  care  physi- 
cian to  recognize  these  disorders  and  to  know  their 
typical  medical  complications.  Patients  with 
anorexia  nervosa  weigh  at  least  15%  less  than  the 
weight  expected  for  persons  of  their  age,  sex,  and 
height  Despite  being  underweight,  however,  they 
consider  themselves  overweight  and  strive  to  be- 
come thinner.  Even  when  the  hallmark  delusion  of 
obesity  is  present,  however,  the  physician  should  be 
aware  that  other  disorders  may  be  responsible  for 
the  patient’s  signs  and  symptoms.  In  some  cases, 
other  illnesses  may  coexist  with  anorexia  nervosa 
Bulimia  nervosa  is  characterized  by  binge  eating 
followed  by  attempts  to  eliminate  the  consumed 
food  (eg  by  self-induced  vomiting  use  of  laxa- 
tives, and! or  use  of  diuretics).  The  patient  with 
bulimia  nervosa  may  maintain  normal  weight, 
but  like  the  patient  with  anorexia  nervosa,  she  ( or 
he)  is  subject  to  a number  of  medical  complica- 
tions. This  article  reviews  diagnosis,  treatment, 
and  complications  of  these  two  eating  disorders. 

KEY  WORDS:  EATING  DISORDERS,  ANOREXIA  NERVOSA, 
BUUMIA,  BODY  IMAGE,  SELF-CONCEPT,  BODY  WEIGHT,  DIFFER- 
ENTIAL DIAGNOSIS, 


Anorexia  nervosa  and  bulimia  nervosa  are  im- 
portant disorders  primarily  afifecting  adoles- 
cent and  young  adult  women.  About  one 
patient  in  20  is  male.  Crisp  et  al  found  that  0.5%  to 
1.0%  of  adolescent  girls  in  private  school  settings 
met  criteria  for  anorexia  nervosa,  suggesting  that 
middle  to  upper  socioeconomic  class  is  a risk  factor 
( 1 ).  Bulimia  nervosa  occurs  more  commonly  than 
anorexia  nervosa,  with  a prevalence  of  1 % to  3%  in 
college-age  women  (2).  It  is  important  for  the  pri- 
mary care  physician  to  recognize  the  early  symp- 
toms and  signs  of  these  disorders,  to  be  able  to  ask 
appropriate  questions  to  screen  for  characteristic, 
abnormal  attitudes  and  behaviors,  and  to  know  typi- 
cal medical  complications. 

Early  detection,  diagnosis,  and  differential 
diagnosis 

The  physician  may  be  perplexed  when  a young  pa- 
tient presents  with  weight  loss  for  which  no  specific 
medical  explanation  is  available.  Anorexia  nervosa 
should  be  part  of  the  differential  diagnosis  in  such  a 
case,  but  not  all  “stress-related”  or  “possibly  psy- 
chogenic” weight  loss  is  the  result  of  anorexia  ner- 
vosa. Several  important  clues  can  help  clarify  the 
diagnosis.  First,  patients  with  anorexia  nervosa  are 
by  definition  at  least  1 5%  below  the  weight  ex- 
pected for  persons  of  their  age,  sex,  and  height;  yet 


they  continue  to  consider  themselves  fat  and  are 
fearful  of  eating.  In  women  with  the  disorder,  men- 
strual periods  cease.  To  diagnose  anorexia  nervosa, 
the  physician  must  ascertain  that  the  patient  fears 
fatness  and  is  pursuing  thinness  despite  already 
being  substantially  underweight.  It  is  useful  to  ask 
the  patient,  “How  do  you  feel  about  your  body  size? 
Do  you  feel  it  is  about  right,  or  too  fat,  or  too  thin? 
Are  you  more  afraid  of  gaining  weight  or  losing 
weight?”  Typically  the  patient  with  anorexia  ner- 
vosa has  been  brought  in  (or  sent  iri)  by  family 
members  and  friends  who  are  concerned  about  the 
patient’s  weight  loss,  but  the  physician  must  bear  in 
mind  that  the  patient  herself  may  be  unable  to  see 
the  weight  loss  as  a problem  and  fears  medical  in- 
tervention (or  at  least  sees  it  as  unnecessary). 

Even  when  characteristic  “fear  of  fatness”  is 
present,  however,  illnesses  other  than  anorexia  ner- 
vosa may  be  present.  Hypothalamic  brain  tumors 
(3),  for  example,  and  regional  enteritis  (4)  are 
sometimes  associated  with  anorexia  nervosa-like  at- 
titudes about  body  size  and  eating.  The  situation  is 
further  complicated  by  the  fact  that  a higher-than- 
chance  association  has  been  noted  between  gonadal 
dysgenesis  in  women  (Turner’s  syndrome)  and 
anorexia  nervosa  (5).  Thus  a physician  should  pur- 
sue other  diagnoses  for  the  patient  with  a history  of 
headaches  or  visual  difficulties,  short  stature,  and/or 
loss  or  absence  of  secondary  sexual  changes.  Like- 
wise, abnormal  laboratory  ^dings  (eg,  elevated 
sedimentation  rate)  might  point  to  the  need  to  con- 
sider other  diagnoses,  even  though  the  patient’s 
attitudes,  behavior,  and  physical  state  meet  criteria 
for  anorexia  nervosa. 

Another  kind  of  diagnostic  problem  arises  when 
the  patient  with  anorexia  nervosa  seeks  (or  is 
brought  for)  medical  help  for  a complication  of  the 
disorder,  without  the  patient’s  or  family’s  awareness 
of  the  underlying  problem.  For  example,  when 
anorexia  nervosa  develops  in  a prepubertal  child, 
the  presenting  complaint  may  be  cessation  (or 
slowing)  of  physical  growth,  resulting  in  short  stat- 
ure. Women  may  present  for  evaluation  of  primary 
or  secondary  amenorrhea.  The  key  findings  for 
making  the  proper  diagnosis  in  such  cases  are  that 
the  patient  is  markedly  underweight  but  considers 
herself  (or  himself)  fat  and  fears  eating. 

A final  diagnostic  problem,  for  which  psychiatric 
consultation  is  useful,  is  that  other  serious  types  of 
psychopathology  may  result  in  weight  loss  (or  at 
least  contribute  to  it).  Depression,  for  example, 
compromises  appetite,  and  there  is  evidence  linking 
anorexia  nervosa  to  depressive  disease  (6).  The 
critical  distinction,  however,  is  that  patients  with 
anorexia  nervosa  stop  eating  not  because  they  lose 
appetite,  but  because  they  fear  weight  gain.  While 
antidepressants  may  help  alleviate  concomitant 
symptoms  of  depression  in  patients  with  anorexia 
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nervosa,  these  drugs  do  not  remedy  the  patient’s  ir- 
rational fear  of  fatness  (6).  Anorexia  nervosa  can 
also  be  distinguished  from  schizophrenia,  in  which 
cessation  of  eating  may  occur  because  of  a different 
kind  of  delusion,  namely  the  patient’s  fear  of  being 
poisoned.  Antipsychotic  drugs  (such  as  the  phe- 
nothiazines)  may  help  schizophrenic  patients,  but 
do  not  alleviate  the  anorexia  nervosa  patient’s  delu- 
sion of  being  too  fat. 

Bulimia  nervosa,  the  “binge-purge  syndrome,”  is 
characterized  by  recurrent  episodes  of  binge  eating, 
followed  by  attempts  to  get  rid  of  the  food,  usually 
by  self-induced  vomiting.  The  patient  may  also  use 
laxatives  and/or  diuretics  in  an  attempt  to  control 
weight  and  may  become  remarkably  obsessed  with 
binge-purge  behavior.  It  is  as  though  they  were  in 
the  grips  of  an  addiction;  there  is  great  distress  and 
embarrassment  at  not  being  able  to  control  the 
behavior. 

The  net  effect  of  the  large  amount  of  food  being 
ingested  and  purged  is  that  the  patient’s  weight  usu- 
ally remains  in  the  normal  range.  This,  combined 
with  the  patient’s  embarrassment  and  secretiveness, 
may  make  it  more  difficult  to  identify  bulimia  ner- 
vosa than  anorexia  nervosa  manifested  by  a patient 
who  is  underweight,  yet  persists  in  dieting  and  ex- 
ercising to  lose  more  weight.  The  disorders  seem 
related  in  that  patients  with  bulimia  nervosa  also 
have  exaggerated  concerns  about  body  size  and 
shape.  Patients  with  anorexia  nervosa  sometimes 
recover,  only  to  find  themselves  in  the  grips  of 
bulimia  nervosa.  A patient  may  have  both  disorders 
simultaneously,  a particularly  dangerous  combina- 
tion, since  the  consequences  of  bulimia  nervosa  are 
then  superimposed  on  the  compromised,  under- 
weight state  of  anorexia  nervosa. 

How,  then,  is  the  physician  to  detect  the  patient 
with  bulimia  nervosa?  Some  patients  become  so  dis- 
traught that  they  willingly  seek  help.  In  other  in- 
stances, the  physician  may  need  to  screen  for  this 
syndrome,  particularly  in  young  women  patients, 
much  as  one  would  screen  for  alcohol  and/or  other 
substance  abuse  behavior.  For  example,  the  physi- 
cian might  ask,  “Have  you  ever  gotten  into  the  habit 
of  eating  large  amounts  of  food  and  then  making 
yourself  get  rid  of  it?”  The  syndrome  is,  in  effect,  a 
kind  of  “food  abuse.”  Many  young  college  women 
can  apparently  “experiment”  with  binging  and  purg- 
ing without  ever  becoming  “hooked.”  Why  some  in- 
dividuals go  on  to  fall  victim  to  the  psychiatric 
syndrome  of  bulimia  nervosa  remains  enigmatic. 
Perhaps  physiologic  mechanisms  similar  to  those 
operative  in  other  substance  abuse  syndromes  are 
contributory  (7). 

A key  point  in  terms  of  differential  diagnosis  is 
that  vomiting  in  bulimia  nervosa  is  self-induced.  The 
patient  who  is  unable  to  keep  food  down  because  of 
nausea  or  other  gastrointestinal  discomfort  requires 


further  evaluation;  a primary  central  nervous  system 
lesion  or  secondary  gastrointestinal  problem  (such 
as  hiatal  hernia)  may  be  responsible. 

Medical  complications 

Severe  eating  disorders  are  among  the  most  difficult 
psychiatric  disorders  to  treat.  Early  detection  by  the 
primary  physician  and  referral  for  psychiatric  treat- 
ment may  improve  the  chances  for  a favorable  out- 
come. But  involvement  of  the  primary  physician 
should  not  cease  once  diagnosis  is  made.  The  eating 
disorders  have  important  physical  complications  for 
which  expert  evaluation  and  management  by  the 
primary  physician  are  indispensable.  The  physical 
complications  of  anorexia  nervosa  and  bulimia  ner- 
vosa are  discussed  in  the  following  paragraphs  in 
the  approximate  order  of  frequency  with  which 
they  occur  in  the  Eating  Disorders  Clinic  at  the  Uni- 
versity of  Texas  Southwestern  Medical  Center  in 
Dallas. 

WEIGHT  LOSS 

Weight  loss  is  an  issue  in  the  treatment  of  every  pa- 
tient with  anorexia  nervosa.  The  primary  physician 
may  be  surprised  at  how  tenaciously  patients  resist 
attempts  to  get  them  to  eat.  Reasoning  and  cajoling 
by  various  means  are  typically  of  no  help.  The  pa- 
tient’s sense  of  being  “too  fat”  is  of  delusional  pro- 
portions, meaning  that  it  is  a fixed,  false  belief 
unchanged  by  attempts  to  reason  with  the  patient. 
Hence  it  is  essential  to  establish  a plan  to  stop  the 
patient’s  weight  loss  and  encourage  small  but  steady 
weight  gains  (ie,  up  to  0.2  kg/day). 

Weight  stabilization  and  gain  can  be  attempted  on 
an  outpatient  basis  if  the  patient’s  physical  status  is 
otherwise  stable.  Weight  should  be  carefully  moni- 
tored at  least  once  a week.  The  physician  should  be 
careful  that  the  patient  is  doing  nothing  to  mislead 
him  or  her,  such  as  drinking  extra  liquids  before 
weighing,  wearing  heavy  clothes,  or  placing  heavy 
objects  in  clothing.  A dietician  can  help  the  patient 
plan  meals  that  provide  sufficient  calories  without 
inducing  weight  gain  too  rapidly.  Drinking  a nutri- 
tional product  like  Ensure  or  Sustacal  in  a pre- 
scribed manner  may  be  easier  for  the  patient  who  is 
especially  fearful  of  eating  and  losing  control  of 
weight. 

Sometimes  a patient  is  unable  to  gain  weight  as 
an  outpatient.  In  this  situation  it  is  important  to  hos- 
pitalize the  patient  before  weight  loss  seriously 
compromises  his  or  her  health.  Once  a patient 
demonstrates  the  inability  to  stop  weight  loss  as  an 
outpatient,  hospitalization  is  indicated.  Thus  if  a 
woman  of  average  height  weighs  4l  kg  when  first 
seen  by  the  physician,  she  and  the  physician  may 
agree  that  the  patient  will  be  hospitalized  if  her 
weight  reaches  39  kg.  With  this  clear  limit  in  place, 
the  patient  may  be  able  to  reverse  weight  loss  and 
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avert  hospitalization.  Not  all  patients  can  do  so, 
however. 

In  the  hospital,  a behavior  modification  plan  can 
be  implemented,  with  certain  activities  and  other 
rewards  contingent  on  weight  gain.  If  this  fails, 
feeding  with  nasogastric  tube  or,  in  extreme  cir- 
cumstances, with  parenteral  alimentation  may  be 
necessary.  The  primary  physician  should  supervise 
these  measures. 

Weight  gain  reverses  many  of  the  abnormal  phys- 
iological findings  in  anorexia  nervosa.  Body  tem- 
perature, pulse,  respiration  rate,  and  blood  pres- 
sure— typically  reduced  in  response  to  inadequate 
calories — return  to  normal.  Endocrine  changes  re- 
vert to  normal.  Menstrual  cycles  resume,  provided 
that  the  patient  begins  to  normalize  attitudes  to- 
ward eating  and  weight  and  actually  gains  weight. 
Unfortunately  weight  gain  per  se  does  not  alter  the 
patient’s  fear  of  fatness,  and  so  concomitant  psycho- 
logical treatment  is  always  indicated. 

DENTAL  EROSION 

Erosion  of  dental  enamel  is  in  our  experience  the 
most  common  complication  of  bulimia  nervosa. 
Stomach  acid  regurgitated  during  self-induced 
vomiting  erodes  the  surfaces  of  upper  teeth  because 
they  are  not  shielded  by  the  tongue  (8).  Reparative 
dental  work  may  cost  thousands  of  dollars.  Tooth 
surfaces  literally  disappear  beneath  fillings.  The  pa- 
tient may  have  been  too  embarrassed  to  inform  her 
dentist  about  the  problem.  For  this  reason,  all  pa- 
tients who  come  to  our  eating  disorders  clinic  re- 
ceive a dental  evaluation.  They  are  advised  that 
vigorous  tooth  brushing  after  an  episode  may  actu- 
ally worsen  the  problem,  by  rubbing  acid  into  the 
teeth.  In  contrast,  rinsing  with  an  alkaline  mouth- 
wash may  be  somewhat  protective,  until  the  abnor- 
mal eating  behavior  can  be  brought  under  control. 

BLOOD  CHEMISTRY  ABNORMAUTIES 
By  far  the  most  common  and  important  blood 
chemistry  abnormality  is  a lowered  serum  po- 
tassium level.  It  may  result  from  a combination  of 
inadequate  intake,  vomiting,  and  laxative  or  diuretic 
abuse.  It  is  particularly  dangerous  because  the  heart 
muscle  may  already  be  compromised  by  malnutri- 
tion and  more  susceptible  to  arrhythmias  in  the 
presence  of  hypokalemia.  Patients  may  be  at  greater 
risk  of  experiencing  cardiac  side  effects  of  the  tri- 
cyclic antidepressant  medications,  which  have  been 
found  useful  in  controlling  bulimic  episodes  (9). 
Potassium  deficiency  may  also  cause  irreversible 
kidney  damage.  Potassium  supplements  may  be  indi- 
cated as  a temporary  measure  until  the  problem  be- 
havior can  be  controlled.  Whenever  hypokalemia  is 
present,  an  electrocardiogram  should  be  performed 
promptly,  and  a decision  made  regarding  the  need 
for  medical  admission.  Patients  with  bulimia  may 


also  become  hypoglycemic  after  vomiting;  a fatality 
has  been  reported  (10).  Finally,  muscle  weakness 
and  mental  symptoms  such  as  impaired  concentra- 
tion and  memory  have  recently  been  found  to  be 
related  to  hypoglycemia  in  patients  with  eating  dis- 
orders (11). 

EMETINE  TOXICITY 

Emetine  toxicity  deserves  special  mention  as  a re- 
cently recognized  and  potentially  lethal  complica- 
tion in  patients  who  use  ipecac  chronically  to 
induce  vomiting  (12).  The  active  agent  emetine 
causes  irreversible  damage  to  cardiac  muscle.  All 
patients  with  anorexia  nervosa  or  bulimia  nervosa 
should  be  questioned  about  their  use  of  ipecac,  and 
they  should  be  cautioned  about  its  potentially  lethal 
effects.  Patients  with  less  severe  emetine  toxicity 
may  present  with  abdominal  pain  and  muscle 
weakness. 

CARDIAC  ABNORMALITIES 

Death  in  patients  with  anorexia  nervosa  and  bulimia 
nervosa  is  often  sudden  and  unexpected  and  may  be 
attributed  to  cardiac  causes.  Problems  caused  by 
malnutrition,  hypokalemia,  emetine  toxicity,  and  tri- 
cyclic antidepressent  side  effects  have  already  been 
mentioned.  In  the  case  of  anorexia  nervosa,  if  re- 
feeding is  too  rapid,  congestive  heart  failure  may 
ensue. 

GASTROINTESTINAL  ABNORMAUTIES 
Gastrointestinal  symptoms  may  be  difficult  to  evalu- 
ate in  patients  with  anorexia  nervosa  or  bulimia  ner- 
vosa. For  example,  abdominal  pain  might  not  be 
unexpected  in  a very  constipated  patient  with 
anorexia  nervosa,  or  in  a patient  with  bulimia  ner- 
vosa who  was  vomiting  several  times  a day.  But  ab- 
dominal and/or  chest  pain  may  herald  a surgical 
emergency,  such  as  acute  stomach  dilatation  in  a pa- 
tient with  anorexia  nervosa  being  re-fed,  or  rupture 
of  the  esophagus  in  a vomiting  patient  with  bulimia 
nervosa.  TTie  physician  needs  to  maintain  a high  in- 
dex of  suspicion  when  patients  with  eating  dis- 
orders experience  a sudden  change  in  their  physical 
status. 

OTHER  ABNORMAUTIES 

Some  patients  with  anorexia  nervosa  have  recently 
been  found  to  have  osteoporosis  and  vertebral  com- 
pression fractures  (13)-  Bed  rest  as  part  of  a treat- 
ment plan  to  encourage  weight  gain  may  predispose 
to  this  problem;  physical  activity  may  be  protective. 
Patients  with  bulimia  nervosa  who  induce  vomiting 
frequently  may  have  bilateral  enlargement  of  the 
parotid  glands,  giving  the  patient  an  unsightly  “chip- 
munk cheek”  appearance.  This  appears  to  be  of  no 
serious  clinical  significance.  The  back  surface  of  the 
hand  used  to  induce  vomiting  may  have  telltale  call- 
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uses,  resulting  from  repeated  abrasion  by  the  upper 
teeth  during  self- induced  vomiting  (14).  While  vari- 
ous endocrine  abnormaUties  may  be  demonstrated 
in  patients  with  eating  disorders,  they  are,  for  the 
most  part,  secondary  and  seem  to  represent  the 
physiological  response  of  the  body  to  the  disorder. 
Examples  in  anorexia  nervosa  include  a reduced 
serum  triiodothyronine  (T,)  level  and  prepubertal 
patterns  of  24-hour  plasma  luteinizing  hormone 
(LH)  concentrations.  These  seem  best  understood 
as  ‘Wisdom  of  nature”  adjustments — compromises 
in  metabolism  and  curbing  of  reproductive  ability 
make  “sense”  in  the  emaciated  state.  They  typically 
revert  to  normal  as  the  disorder  comes  under  con- 
trol. Consequently,  no  endocrine  studies  and  no 
specific  endocrinologic  treatments  are  indicated  in 
the  typical  patient  with  anorexia  nervosa  or  bulimia 
nervosa. 

Finally,  there  are  a host  of  laboratory  findings  that 
may  come  to  the  attention  of  the  primary  care  phy- 
sician and  therefore  require  brief  comment.  The 
blood  count  of  patients  with  anorexia  nervosa  may 
show  a mild  leukopenia  and  relative  lymphocytosis. 
However,  except  in  very  extreme  degrees  of  emaci- 
ation when  overwhelming  sepsis  may  occur,  pa- 
tients with  anorexia  nervosa  do  not  appear  more 
vulnerable  to  infectious  disease.  Erythrocyte  sedi- 
mentation rate  may  be  low  but  returns  to  normal 
with  weight  gain.  Serum  carotene  is  often  elevated 
in  patients  with  anorexia  nervosa,  possibly  reflect- 
ing internal  changes  in  metabolism  as  well  as  exter- 
nal dietary  factors.  Some  patients  have  elevated 
serum  cholesterol,  as  can  occur  in  normal  subjects 
with  reduced  caloric  intake.  Serum  amylase  may  be 
mildly  elevated  in  patients  with  bulimia  nervosa; 
both  salivary  glands  and  pancreas  appear  to  be 
contributory  to  this  elevation.  Patients  with  eating 
disorders  who  abuse  laxatives  may  develop  a meta- 
bolic acidosis,  manifested  by  a low  serum  bicarbo- 
nate level  (15).  When  they  stop  using  laxatives, 
rebound  fluid  retention  may  occur,  but  is  probably 
best  managed  by  reassurance,  without  further  use  of 
medication.  Food  substances  that  naturally  encour- 
age normal  bowel  habits  may  also  be  useful. 

Conclusion 

The  primary  physician  has  an  important  role  in  the 
early  detection,  diagnosis  and  differential  diagnosis, 
and  treatment  of  medical  complications  of  anorexia 
nervosa  and  bulimia  nervosa.  Long-term  outcome 
for  a particular  patient  is  difficult  to  predict;  the 
course  may  be  a difficult  one.  However,  the  pres- 
ence of  a well-functioning  treatment  team  with 
solid  ongoing  input  from  the  primary  care  physician 
ensures  that  the  patient  will  have  the  best  chance 
for  survival,  with  minimal  adverse  effects  from  com- 
plications and  with  an  optimal  chance  for  improve- 
ment of  the  underlying  eating  disorder  over  time. 
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Three  clusters  of  psychiatric  symptoms  are  associ- 
ated with  HIV-spectrum  illness:  organic  brain  syn- 
dromes, depression,  arul  anxiety  disorders.  About 
60%  of  AIDS  patients  have  neurologic  symptoms; 
80%  to  90%  have  neuropathologic  abnormalities 
at  autopsy.  The  three  types  of  neuropsychiatric 
complications  of  HIV  infection  are  meningitis,  en- 
cephalitis, arui  neoplasm.  This  article  emphasizes 
that  an  extensive  neurologic  work-up  for  organic 
illness  must  be  done  before  psychiatric  diagnoses 
are  considered  It  further  urges  the  practitioner  to 
reevaluate  symptoms  when  they  change.  Psychi- 
atric disorders  seen  most  commonly  are  dementia, 
depression,  and  anxiety.  The  article  suggests  mea- 
sures to  avoid  or  mitigate  psychiatric  morbidity 
arui  describes  treatment  approaches  that  may  help 
the  HIV-infected  patient 

KEY  WORDS:  PSYCHIATRIC  DISORDERS,  HIV  INFECTION,  AIDS, 
PSYCHOPHARMACOLOGY,  TREATMENT,  ORGANIC  BRAIN  SAT*!- 
DROMES,  DEPRESSION,  ANXIETY 


Aids  is  a focus  of  national  attention  for  the 
general  public  and  for  physicians  of  all  spe- 
cialties. For  many  physicians  it  is  most  diffi- 
cult to  treat  due  to  their  fear  of  death  and  contagion 
and  their  anger  with  persons  at  high  risk.  AIDS  is  as- 
sociated with  multiple  medical  illnesses:  Kaposi’s 
sarcoma  (KS),  Pneumocystis  carinii  pneumonia, 
HIV  (human  immunodeficiency  virus)  encephalopa- 
thy (AIDS  dementia  complex),  cryptococcosis,  pro- 
gressive multifocal  leukoencephalopathy,  toxoplas- 
mosis, cytomegalovirus  (CMV)  retinitis,  and  numer- 
ous others.  It  sometimes  disfigures,  frequently  dis- 
ables, and  eventually  kills  young  people.  A 1987 
account  of  AIDS  cases  in  Texas  stated  that  2,966  pa- 
tients had  been  counted  and  that  1,736  (59%  ) of 
them  had  died  ( 1 ).  The  annual  incidence  is  pro- 
jected to  increase  by  nearly  three  times  by  1991- 
The  number  of  people  infected  with  HIV  in  Texas 
by  1991  has  been  projected  to  be  240,000;  an  esti- 
mated 16,000  of  them  will  have  AIDS.  By  1996, 
there  may  be  60,000  AIDS  cases  in  the  state  ( 1 ). 

Psychiatric  disorders 

Psychiatric  disorders  are  seen  among  patients  in  all 
ranges  of  the  HIV  spectrum.  There  are  three  clus- 
ters of  psychiatric  symptoms  associated  with  HIV 
spectrum  disease:  organic  brain  syndromes,  depres- 
sion, and  anxiety  disorders. 

ORGANIC  BRAIN  SYNDROMES 
Organic  brain  syndromes  (OBS)  are  extremely  com- 
mon with  HIV  infection,  and  they  become  more 
common  with  progression  of  disease.  Approxi- 
mately 60%  of  patients  with  AIDS  have  neurologic 
symptoms;  neuropathologic  abnormalities  are  found 
in  80%  to  90%  of  AIDS  patients  at  autopsy  (2,3). 


Before  the  Centers  for  Disease  Control  redefined 
AIDS  criteria  in  1987  to  include  dementia  due  to 
HIV,  such  syndromes  were  seen  in  patients  with 
AIDS-related  complex  (ARC)  (4).  As  a result  of  the 
broadened  AIDS  definition,  the  total  number  of 
people  counted  as  AIDS  patients  is  expected  to  in- 
crease by  approximately  10%.  Despite  the  inclusion 
of  these  more  severe  syndromes  in  the  definition  of 
AIDS,  subtle  signs  of  cognitive  dysfunction  have 
been  documented  over  the  entire  range  of  HIV- 
spectrum  disorders  ( 5 ).  There  are  three  types  of 
neuropsychiatric  complications  of  HIV  infection — 
meningitis,  encephalitis,  and  neoplasm. 

MENINGITIS 

Of  the  meningi tides  seen  in  HIV-infected  patients, 
atypical  aseptic  meningitis  is  seen  most  commonly. 

It  presents  differently  from  HIV  encephalopathy  in 
that  there  are  headache,  fever,  and  meningeal  signs 
and  a benign,  self-limited  course.  Atypical  features 
include  recurrence,  chronicity,  cranial  nerve  in- 
volvement, and  long-tract  signs  (6).  This  form  of 
meningitis  may  be  due  to  HfV.  Its  distinction  from 
HIV  encephalopathy  may  be  a function  of  host  im- 
mune competence.  The  distinction  is  similar  to  the 
disparity  between  chronic  inflammatory  polyradicu- 
loneuropathy seen  with  generalized  lymphade- 
nopathy  and  the  distal,  symmetric  sensorimotor 
neuropathy  seen  in  AIDS.  There  is  no  specific  treat- 
ment for  atypical,  aseptic  meningitis. 

• Other  causes  of  meningitis  in  HIV-spectrum  dis- 
ease, in  order  of  decreasing  frequency,  include:  Tox- 
oplasma gorulii.  Cryptococcus  neoformans,  and 
Candida  albicans;  atypical  mycobacteria,  including 
Mycobacterium  avium-intracellulare  (MAI),  Trep- 
onema pallidum  (syphilis),  Mycobacterium  tuber- 
culosis (TB),  Coccidioides  immitis,  md  Aspergillus 
fumigatus;  and  bacterial  infection  {Escherichia 
coli)  (6).  The  foregoing  agents  may  alternatively 
present  as  meningoencephalitis  or  encephalitis  and 
result  in  brain  abscesses,  which  may  be  poly- 
microbial. CT  and  magnetic  resonance  imaging 
(MRI)  scans  may  be  normal  in  some  patients  with 
disseminated  toxoplasmosis.  More  commonly,  mag- 
netic resonance  imaging  has  detected  abnormalities 
in  29%  to  35%  of  AIDS  patients  who  had  normal  CT 
scans.  Cryptococcosis  has  presented  with  recent 
onset  of  headache  as  the  sole  complaint  in  a patient 
whose  neurological  findings  were  otherwise  normal 
(6).  Clearly,  the  neurological  work-up  for  organic 
brain  syndrome  prior  to  diagnosis  of  other  psychi- 
atric disease  is  most  important  in  the  HIV  popula- 
tion. In  addition,  neurological  work-ups  must  be 
repeated  as  the  patient’s  symptoms  change. 

ENCEPHAUTIS 

The  most  common  form  of  encephalitis  in  HIV-spec- 
trum disease  is  subacute  encephalitis  (HIV  encepha- 
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lopathy  or  AIDS  dementia  complex)  (6- 10).  It 
frequently  presents  as  a progressive,  subcortical  de- 
mentia. The  diagnosis  is  made  presumptively.  Early 
manifestations  are  mild  and  include  forgetfulness, 
difficulty  in  attention  and  concentration,  cognitive 
slowing,  abstraction  difficulty,  apathy,  and  lethargy. 
Frequently,  these  symptoms  are  confused  with  a pa- 
tient’s depressive  reaction  to  HfV-associated  illness 
and  to  anticipating  disability  and  death.  The  previ- 
ously mentioned  neuropsychological  symptoms, 
however,  may  be  unrelated  to  life  events  and,  unlike 
the  typical  course  of  reactive  depression,  may  con- 
tinue for  years.  In  addition,  motor  involvement  may 
be  prominent  with  unsteady  gait,  tremor,  and  dys- 
coordination.  Psychotic  symptoms  have  also  been 
reported  in  the  early  phases.  Other  early  signs  of 
HIV  encephalopathy  include  visuospatial  disor- 
ganization, constructional  difficulties,  mild  frontal 
lobe  dysfunction,  dysgraphia,  dysnomia,  dysarthria, 
and  hyperreflexia.  Later  in  the  course  of  the  illness  a 
number  of  other  signs  may  occur:  global  cognitive 
dysfunction,  mutism,  aphasia,  organic  hallucinosis, 
dominant  and  nondominant  parietal  lobe  signs,  in- 
continence, seizures,  dyskinesias,  parkinsonism,  and 
spasticity. 

Other  causes  of  encephalitis  must  be  ruled  out 
before  HIV  encephalopathy  is  diagnosed.  In  addition 
to  causes  of  meningoencephalitis  and  encephalitis 
already  mentioned,  other  agents  causing  encepha- 
lopathy include  cytomegalovirus  (CMV),  herpes 
simplex  virus  type  I (HSVI),  papovavirus  (respon- 
sible for  progressive  multifocal  leukoencephalopa- 
thy)  and,  rarely,  varicella- zoster.  It  is  important  to 
differentiate  causes  of  encephalitis  in  order  to  insti- 
tute specific  treatments,  when  available  (eg,  adenine 
arabinoside  [vidarabine  or  ara-A]  or  acyclovir 
[Zovirax]  for  HSVI ).  Acyclovir  has  been  shown  to 
have  potentially  synergistic  effects  with  azidothymi- 
dine  in  treatment  of  HfV  (11).  Neoplasms  such  as 
primary  central  nervous  system  lymphoma,  sys- 
temic lymphoma  with  extension  to  the  central  ner- 
vous system,  and  (rarely)  Kaposi’s  sarcoma  must  be 
ruled  out  as  well.  Toxicity  from  a variety  of  medica- 
tions commonly  prescribed  to  patients  with  HIV  in- 
fection must  also  be  considered  (eg,  the  interferons, 
interleukin-2,  cfs-platinum  vincristine  sulfate, 
bleomycin,  and  others ).  Only  when  this  extensive 
work-up  is  completed  can  one  justify  a presumptive 
diagnosis  of  HIV  encephalopathy. 

After  this  diagnosis  has  been  made,  appropriate 
treatment  should  be  instituted.  Psychostimulants 
such  as  methylphenidate  hydrochloride  (Ritalin) 
and  dextroamphetamine  sulfate  (Dexedrine)  have 
been  found  to  improve  mood  and  cognitive  perfor- 
mance within  hours  after  treatment  (12).  Methyl- 
phenidate has  the  advantages  of  relatively  minimal 
appetite  suppression  and  a shorter  half-life  of  two  to 
six  hours.  Oral  methylphenidate  is  initiated  at  5 to 


10  mg  three  times  daily  (7  am,  10  am,  and  1 pm), 
with  5 to  10  mg  increases  in  total  daily  dose  every 
two  to  three  days.  Response  is  usually  obtained  at 
30  mg  per  day,  but  as  much  as  1 20  mg  per  day  may 
be  required.  If  insufficient  response  is  obtained,  oral 
dextroamphetamine  with  its  longer  half-life  of  18 
hours  may  be  used  instead  at  5 to  10  mg  twice  daily 
(8  am  and  noon),  with  5 to  10  mg  increases  in  total 
daily  dose  every  two  to  three  days  to  a maximum 
daily  dose  of  60  mg.  Oral  pemoline  (Cylert)  may 
also  be  used  as  a third  line  drug  with  once-a-day 
dosing  starting  at  a dose  of  18.75  mg  every  morning 
and  increasing  each  week  by  one  tablet  per  day  un- 
til response  is  obtained  or  to  a maximum  of  1 12.5 
mg  per  day.  Memory  retraining,  maintenance  of  rou- 
tine schedules,  structured  environments,  and  fre- 
quent interactions  with  significant  others  are  also 
helpful.  Discussion  of  legal  issues  regarding  compe- 
tency, type  and  extent  of  treatment  desired  in  the 
future,  resuscitation  orders,  guardianship,  power  of 
attorney,  and  wills  should  be  completed  in  the  early 
phase,  as  the  progression  of  HIV  encephalopathy  is 
inexorable  and  highly  variable  in  its  course. 

The  above  recommendations  deal  with  HIV  en- 
cephalopathy presenting  as  apathy  and  lethargy. 
Other  medications  are  employed  for  psychotic 
symptoms  if  they  develop.  Psychosis  sometimes  oc- 
curs early  in  the  course  of  organic  brain  syndrome 
without  other  signs  of  AIDS  (13,14).  Delirium  sec- 
ondary to  infection  or  neoplasm  may  develop,  re- 
quiring treatment  of  severe  agitation.  Treatment 
with  neuroleptics  is  particularly  precarious  in  HIV- 
spectrum  disease.  Anticholinergic  side  effects  must 
be  minimized  so  that  memory  deficits  are  not  wors- 
ened and  mucous  membranes  are  not  dried,  the  lat- 
ter predisposing  to  candidiasis.  Antihistaminic  side 
effects  of  sedation  are  also  best  avoided.  In  addition, 
the  physician  should  also  avoid  neuroleptics  with 
side  effects  due  to  affinity  for  dopamine-2  receptors 
(eg,  uncovering  dyskinesia)  and  for  alpha,  adre- 
nergic receptors  (eg,  orthostatic  hypertension).  Re- 
ceptor binding,  pharmacodynamic,  and  clinical 
studies  suggest  that  molindone  hydrochloride 
(Moban)  may  be  the  best  neuroleptic  under  these 
conditions,  as  it  is  less  lipophilic  and  protein  bound 
and  more  rapidly  degraded  to  its  metabolites  than  is 
chlorpromazine  (Thorazine),  thioridazine  (Mellaril) 
or  haloperidol  (Haldol)  (15-17).  Oral  molindone 
may  be  started  at  5 to  10  mg  three  times  daily  with 
increases  in  total  daily  dose  of  10  to  25  mg  every 
three  to  four  days  to  a maximum  of  225  mg/day. 

The  average  dose  required  for  response  in  a geri- 
atric sample  was  85  to  100  mg/day  (16).  The  most 
common  side  effects  of  molindone  are  the  extra- 
pyramidal  reactions  of  akathisia,  rigidity,  and  tremor, 
but  they  are  less  commonly  noted  than  with  other 
neuroleptics  (16).  Although  molindone  has  been 
studied  in  injectable  form  (18),  that  form  has  not 
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become  generally  available.  Thus,  haloperidol 
(Haldol),  5 to  10  mg  injected  intramuscularly  may 
be  chosen  instead  for  the  treatment  of  severe  agita- 
tion. Haloperidol  may  be  administered  alone  or 
with  lorazepam  (Ativan  ),  if  necessary,  to  achieve  be- 
havioral calm.  Haloperidol  (started  at  3 mg  intra- 
venously) and  lorazepam,  if  needed,  (started  at  0.5 
to  1 mg  intravenously)  may  be  administered  as  fre- 
quently as  every  hour  in  a supervised  setting.  A pro- 
tocol has  been  established  for  concurrent  admin- 
istration and  dosing  of  the  two  drugs  (19)  Oral 
administration  and  low-dose  therapy  in  such  cases  is 
ineffective  because  peak  plasma  levels  are  not 
achieved  for  up  to  six  hours.  Even  with  intra- 
muscular administration,  a significant  delay  may  be 
observed  before  clinical  improvement  occurs.  Both 
drugs  may  be  administered  intravenously  over  less 
than  one  minute  each,  regardless  of  dose.  As  much 
as  10  mg  of  each  drug  every  hour  may  be  necessary 
to  achieve  behavioral  control,  which  is  typically 
seen  within  the  first  hour.  Administration  is  then 
changed  to  a four-hour  schedule  with  discontinua- 
tion of  lorazepam  after  three  to  four  more  doses. 
Resolution  of  the  delirium  has  been  seen  as  early  as 
1 2 hours,  but  may  be  extended  over  several  weeks. 
Haloperidol  is  continued  in  lower  doses  at  longer 
intervals,  as  needed  (19).  In  rare  cases,  as  much  as 
480  mg  of  haloperidol  and  240  mg  of  lorazepam 
have  been  required  and  were  administered  safely  in 
the  hospital  (20). 

Depression 

Depression  is  reported  in  80%  of  patients  but  re- 
mains to  be  defined  adequately  by  standard  criteria 
in  the  setting  of  HIV-spectrum  disorders.  Once 
other  organic  etiologies  have  been  ruled  out,  differ- 
entiation between  HIV  encephalopathy  and  major 
depressive  disorder  must  still  be  made.  The  diag- 
nosis of  depression  is  based  on  evaluation  of 
somatic,  affective,  and  cognitive  symptoms.  Reliance 
on  vegetative  symptoms,  (eg,  insomnia;  decreases  in 
energy,  appetite,  sexual  interest;  and  memory  and 
concentration  problems)  can  be  misleading  among 
HIV-infected  patients.  More  weight  must  be  given  to 
affective  symptoms  (eg,  depressed  mood  most  of 
the  day  nearly  every  day,  markedly  decreased  plea- 
sure, inappropriate  guilt,  spontaneous  crying  spells) 
and  cognitive  symptoms  (eg,  hopelessness;  helpless- 
ness; low  self-worA;  suicidal  ideation,  intent,  and 
plan).  Somatic  symptoms  may  contribute  to  a diag- 
nosis of  major  depressive  disorder  in  HIV-infected 
patients  if  they  can  be  differentiated  from  the  un- 
derlying disease.  If  a judgment  is  made  that  de- 
pressive symptoms  are  present  and  have  been 
present  consistently  for  at  least  two  weeks  (but  not 
as  long  as  two  years)  at  their  current  level  of  sever- 
ity, a di^nosis  of  major  depressive  disorder  can  be 
entertained.  The  incidence  of  this  depressive  dis- 


order occurs  in  as  few  as  20%  of  cases.  If  such 
symptoms  are  chronic  (lasting  more  than  two 
years),  a diagnosis  of  dysthymic  disorder  is  more 
likely.  If  the  symptoms  are  a reaction  to  a clear-cut 
stressor  occurring  within  three  months  of  symptom 
onset  but  not  lasting  more  than  six  months,  a diag- 
nosis of  adjustment  disorder  with  depressed  mood 
is  made.  This  is  the  most  common  depressive  dis- 
order, contributing  to  an  estimated  75%  of  cases. 
These  differentiations  should  be  attempted  before 
making  treatment  decisions,  as  antidepressants  are 
most  effective  (approximately  75%  ) in  the  treat- 
ment of  major  depressive  disorder,  less  so  in  dys- 
thymic disorders,  and  rarely  in  adjustment 
disorders. 

If  the  option  to  treat  with  an  antidepressant  is  se- 
lected, several  caveats  should  be  borne  in  mind.  Al- 
though the  psychostimulants  are  effective  in  major 
depressive  disorder,  the  possibility  of  habituation 
and  the  likelihood  of  profound  rebound  dpression 
upon  their  discontinuation  precludes  their  general 
use  for  depressive  disorders.  All  antidepressants, 
like  neuroleptics,  have  shown  approximately  equal 
efficacy  in  clinical  trials;  however,  side-effect  pro- 
files differ  widely.  Again,  anticholinergic  side  effects 
are  most  important  to  avoid. 

Of  the  antidepressants  in  common  use',  trazodone 
hydrochloride  (Desyrel)  has  the  fewest  anti- 
cholinergic side  effects  (21—23).  However,  sedation 
is  a frequently  encountered  side  effect.  Although 
priapism  has  been  reported  ( 1 in  10,000  patients), 
this  condition  is  reversible  if  the  patient  is  warned 
and  given  instruction  to  discontinue  medication  and 
seek  emergency  treatment  (24).  It  is  best  to  start 
oral  trazodone  hydrochloride  administration  wath 
50  mg  once  a day.  The  total  daily  dose  may  then  be 
increased  by  25  to  50  mg  every  three  to  four  days. 
Response  is  usually  obtained  at  a total  daily  dose  of 
1 50  mg,  but  a maximum  dose  of  400  mg  per  day 
may  be  required.  A three-times-daily  dosing  sched- 
ule (after  meals)  is  preferred.  Once-nightly  dosing 
may  be  used  but  carries  the  disadvantages  of  de- 
creased absorption,  decreased  stability  of  blood  lev- 
els, and  increased  side  effects. 

Of  the  tricyclic  antidepressants,  desipramine  hy- 
drochloride (Norpramin)  has  the  lowest  frequency 
of  anticholinergic  side  effects  and  is  relatively  ac- 
tivating. Fluoxetine  hydrochloride  (Prozac)  is  a 
promising  drug  low  in  anticholinergic  side  effects 
that  has  recently  been  approved  for  marketing.  It 
has  been  demonstrated  to  be  as  effective  as  im- 
ipramine  hydrochloride  and  amitriptyline  hydro- 
chloride in  the  treatment  of  major  depressive  dis- 
order (25,26).  In  both  trials  fluoxetine  was  better 
tolerated.  Nausea,  nervousness,  and  insomnia  are 
the  most  common  side  effects  (27).  Oral  fluoxetine 
may  be  started  at  20  mg  daily  and  increased  in  20 
mg  increments  every  three  to  four  days  to  a maxi- 
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mum  dose  of  80  mg  daily.  Maintenance  doses  aver- 
age 60  to  80  mg  daily  (28).  Safety  has  also  been 
documented  for  extended  therapy,  and  lull  recovery 
has  occurred  with  ingestions  of  up  to  3,000  mg 
(27). 

Several  types  of  counseling  can  be  as  effective  as 
antidepressants  in  the  treatment  of  depressive  dis- 
orders. For  adjustment  disorder  with  depressed 
mood,  antidepressants  are  not  indicated  at  all.  This 
disorder  is  self-limited  when  the  patient  has  an  ade- 
quate support  system.  With  these  patients  and  those 
who  do  not  tolerate  or  respond  to  antidepressants, 
referral  for  counseling  and  improved  support  sys- 
tems are  the  treatments  of  choice.  Cognitive 
therapy  has  an  impressive  success  rate  for  alleviat- 
ing even  more  severe  depression.  Improvement  of 
support  by  increasing  social  interaction  and  com- 
munity involvement  can  prevent  progression  of 
milder  depressions.  It  is  important  to  make  a refer- 
ral to  a mental  health  professional  experienced  with 
medically  ill  patients,  preferably  those  with  HIV- 
spectrum  disease. 

Anxiety  disorders 

Like  depressive  disorders,  anxiety  disorders  are  a 
group  of  disorders  in  which  diagnostic  differentia- 
tion is  important.  Again,  the  neurological  work-up 
must  be  complete  before  psychiatric  diagnosis  is  de- 
rived from  the  common  somatic  symptoms  of  anxi- 
ety (eg,  jitteriness,  tremor,  shortness  of  breath, 
dizziness,  numbness,  headache,  and  chest  pain). 
Anxiety  disorders  are  quite  common  early  in  the 
course  of  HIV-spectrum  illness.  Most  commonly, 
they  occur  after  initial  denial  of  the  meaning  of 
positive  antibody  testing.  As  the  patient  accepts  this 
information  into  consciousness  and  attempts  to  act 
upon  it,  he  or  she  becomes  more  anxious  about  the 
reactions  of  family,  lovers,  and  friends  and  about  an- 
ticipated illness,  disability,  and  death.  When  such  a 
response  becomes  dysfunctional,  the  diagnosis  of  an 
adjustment  disorder  with  anxious  mood  may  be 
made.  It  is  the  most  commonly  observed  type  of 
anxiety  disorder.  This  disorder  may  be  seen  again, 
though  less  frequently,  in  reaction  to  the  subse- 
quent'diagnosis  of  ARC  or  AIDS.  Although  the  diag- 
nosis of  ARC  often  is  not  as  threatening  initially  as 
the  diagnosis  of  AIDS,  uncertainty  about  the  illness 
mounts  as  the  patient  experiences  intercurrent  ill- 
nesses and  learns  more  about  the  course  of  the  dis- 
ease. In  fact,  the  diagnosis  of  AIDS  is  often  reported 
as  a relief  in  such  cases.  Of  course,  when  the  initial 
diagnosis  is  ARC  or  AIDS,  severe  adjustment  dis- 
orders with  anxiety  are  common.  If  anxiety  symp- 
toms persist  for  more  than  six  months,  the  diagnosis 
of  generalized  anxiety  disorder  may  be  made.  Less 
commonly,  intrusion  of  unwanted  thoughts  and  im- 
ages into  consciousness,  a phenomenon  ascribed  to 
post-traumatic  stress  disorder,  has  been  reported 


(29).  Obsessive-compulsive  disorder^  have  also 
been  reported  with  greater-than-baseline  frequency 
in  HIV-spectrum  disease  (9).  Although  panic  attacks 
may  occur,  there  is  no  definitive  evidence  that  the 
incidence  of  panic  is  greater  among  patients  with 
HIV-spectrum  illness. 

Such  diagnostic  differentiation  is  useful  for  treat- 
ment decisions.  The  most  common  anxiety  dis- 
orders, adjustment  disorder  with  anxious  mood  and 
generalized  anxiety  disorder,  may  be  treated  with- 
out resorting  to  medication.  Panic  disorder,  ob- 
sessive-compulsive disorder,  and  post-traumatic 
stress  disorder  are  frequently  treated  with  anti- 
depressants, which  may  sedate  and  worsen  memory 
deficits,  or  with  benzodiazepines  such  as  alprazolam 
(Xanax),  which  also  sedate  and  impair  cognitive 
function  and  motor  skills.  In  the  case  of  adjustment 
disorder  with  anxious  mood  and  generalized  anxi- 
ety disorder  in  HIV-spectrum  illness,  group  and  in- 
dividual counseling  are  the  treatments  of  choice. 
Group  techniques  aim  at  muscle  relaxation,  relaxing 
imagery,  meditative  states,  and  behavioral  self-man- 
agement techniques  for  stress.  Individual  counseling 
can  be  reserved  for  patients  who  need  follow-up 
care  after  group  therapy  or  for  those  who  prefer  indi- 
vidual help.  Biofeedback  is  frequently  successful  for 
individuals  who  need  concrete  referents  to  deter- 
mine their  performance.  Self-hypnosis  can  be  taught 
to  patients  on  an  individual  basis  in  a single  session. 

If  nonpharmacologic  therapies  fail  to  ameliorate 
adjustment  disorder  with  anxious  mood  or  gener- 
alized anxiety  disorder,  medication  may  be  re- 
quired. Benzodiazepines  should  be  avoided 
generally,  and  lipophilic,  long-acting  ben- 
zodiazepines particularly  (eg,  diazepam  [Valium] 
and  chlordiazepoxide  [Librium]).  Use  of  less 
lipophilic,  short-  to  intermediate-acting  ben- 
zodiazepines with  no  active  metabolites  (eg,  ox- 
azepam [Serax]  and  lorazepam  [Ativan])  are  better 
choices  (30).  They  are  simply  conjugated  with 
glucuronide  in  the  liver;  as  a consequence,  their 
metabolism  is  less  affected  by  liver  disease  and  drug 
interactions.  Both  of  these  factors  are  important  in 
managing  many  patients  with  HIV-spectrum  dis- 
orders. Short-term  treatment  supplemented  by  non- 
pharmacological  therapies  is  preferred,  especially 
for  those  with  a history  of  drug  abuse.  Should  long- 
term treatment  be  required,  it  may  be  considered 
safe  provided  a gradu^  withdraw^  schedule  is  used 
(31 ).  Finally,  a recently  approved  medication,  bus- 
pirone  (Buspar),  holds  much  promise  for  treatment 
of  anxiety  in  HIV-infected  patients.  It  has  the  advan- 
tages of  unimpaired  motor  function,  minimal  seda- 
tion, no  potentiation  of  the  effects  of  alcohol,  and 
no  apparent  potential  for  abuse  (32).  It  may  be 
started  at  an  oral  dose  of  5 mg  three  times  daily 
with  meals  and  increased  by  5 to  10  mg  in  total 
daily  dose  every  three  to  four  days  to  a maximum  of 
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60  mg/day.  Response  usually  occurs  after  approxi- 
mately a week  at  a therapeutic  dose  of  20  to  30  mg/ 
day.  If  an  immediate  effect  is  needed,  short-  to  inter- 
mediate-acting benzodiazepines  may  be  started  con- 
comitantly with  buspirone  and  discontinued  two 
weeks  later.  As  with  all  newly  approved  drugs,  un- 
toward reactions  should  be  monitored;  effects  of  its 
long-term  administration  are  unknown. 

Prevention  of  psychiatric  morbidity 
It  is  possible  to  prevent  psychiatric  morbidity  in 
HIV-infected  patients.  Specifically,  anxiety  and  de- 
pressive disorders  may  be  averted  by  counseling 
about  the  meaning  of  a positive  antibody  test  or  of  a 
recent  diagnosis  of  ARC  or  AIDS.  Proper  care  can 
prevent  suicide  by  depressed  patients.  Counseling 
of  anxious  patients  can  prevent  losses  in  job  pro- 
ductivity and  social  supports  while  reducing  so- 
matic preoccupations  that  can  lead  to  inappropriate 
doctor  visits  and  excessive  cost  to  the  patient.  Exac- 
erbations or  relapses  in  excessive  alcohol  and  drug 
use  also  can  be  avoided. 

Frequently,  the  patient  responds  to  the  seroposi- 
tive diagnosis  with  “emotional  shutdown”  (affective 
numbing),  and  thoughts  or  images  of  suffering  and 
death  may  intrude  unpredictably  and  uncontrollably 
into  consciousness  (as  occurs  chronically  in  post- 
traumatic  stress  syndrome)  (17).  The  patient’s  de- 
nial of  or  emotional  reaction  to  the  illness  may  pre- 
vent counseling  initially.  However,  once  integration 
of  the  information  has  occurred,  the  patient  should 
be  approached  again  about  counseling. 

Recommendations  for  what  must  be  included  in 
counseling  have  been  published  (33).  It  is  prefer- 
able that  positive  antibody  test  results  or  a new  di- 
agnosis of  ARC  or  AIDS  not  be  revealed  to  the  pa- 
tient by  telephone  or  by  mail.  A specific  counseling 
visit  to  discuss  the  meaning  of  the  test  result  or  di- 
agnosis should  be  arranged  with  the  patient.  Op- 
timally, this  is  conducted  by  the  physician  ordering 
the  test.  Otherwise,  the  patient  should  be  referred 
to  a community  agency  with  ongoing  counseling 
sessions  for  seropositive  clients.  The  patient  should 
be  informed  that  he  or  she  tested  positive  for  anti- 
body to  the  AIDS  virus.  Confirmation  by  Western 
blot  testing  is  necessary  before  assuming  infection 
by  HIV.  After  confirmatory  testing,  the  patient 
should  be  informed  that  Ae  test  merely  means  he 
or  she  has  been  infected  by  HIV.  This  does  not 
mean  that  the  patient  currently  has  any  illness  (ie, 
ARC  or  AIDS).  In  fact,  illness  may  never  develop. 
However,  current  studies  do  show  that  as  many  as 
14.9%  to  34.2%  of  seropositive  patients  may  de- 
velop AIDS  (34).  In  a study  of  homosexual  men, 
nearly  half  of  those  infected  with  HIV  developed  ill- 
nesses associated  with  ARC  or  AIDS  during  the  six- 
year  study  period  (35).  At  this  time,  it  remains  im- 
possible to  give  a seropositive  individual  any  spe- 


cific statistical  range  for  his  or  her  ultimate  chance 
of  developing  AIDS. 

Seropositive  patients  should  be  told  about  the 
syndrome  of  ARC  and  AIDS.  Although  it  should  not 
be  suggested  that  patients  are  in  control  of  the  dis- 
ease progression,  it  is  useful  to  suggest  that  they  can 
do  things  to  improve  their  immune  system  function: 
maintain  normal  weight,  avoid  sleep  deprivation, 
exercise  regularly,  maintain  a regular  activity  sched- 
ule, and  discontinue  or  decrease  cigarette  smoking, 
alcohol  intake,  and  intravenous  drug  use  (36-41 ). 
Furthermore,  there  is  evidence  that  tliere  are  psy- 
chosocial risk  factors  for  progression  of  HIV  infec- 
tion to  ARC  and  AIDS  (eg,  external  stressors, 
depressed  mood,  lack  of  social  support,  and  use  of 
passive  coping  style)  (42-49).  Control  of  such  risk 
factors  through  relaxation  training,  visual  imagery, 
self-hypnosis,  biofeedback,  stress  management,  com- 
munity support  groups,  and  cognitive  techniques 
should  be  suggested.  The  denial  of  disability  and 
eventual  death  should  be  encouraged  to  some  ex- 
tent to  maximize  attention  span  and  work  produc- 
tivity. It  may  also  be  helpful  to  encourage  altruism 
in  these  patients,  who  frequently  do  volunteer  work 
for  severely  debilitated  patients,  become  social  sup- 
ports for  other  patients  in  “buddy  programs,”  be- 
come administratively  active  in  AIDS-related  pro- 
grams, or  assist  in  public  policy  development.  The 
guiding  rule  is  to  encourage  altruism  and  denial  to 
the  point  that  it  is  functional  for  the  patient.  Utiliza- 
tion of  these  techniques  may  at  least  improve  the 
quality,  if  not  quantity,  of  life. 

Summary 

The  interface  between  psychiatric  and  HIV -spec- 
trum disorders  is  new  and  reflects  the  rapid  changes 
in  the  broader  field  of  AIDS  research.  Recommenda- 
tions that  are  currently  appropriate  may  be  revised 
by  the  results  of  future  studies.  Nevertheless,  sev- 
eral recommendations  can  be  made  for  care  of  the 
patient  with  an  HlV-spectrum  disorder.  Neurologi- 
cal consultation  may  be  needed  to  rule  out  other  in- 
fections responsible  for  a patient’s  complaints.  In 
addition,  neurological  follow-up  may  be  required 
with  reevaluations  initiated  according  to  change  in 
a patient’s  mental  status.  Specifically,  headache  in  an 
HIV-infected  patient  may  herald  cryptococcal  men- 
ingitis. Once  it  is  clear  that  a disorder  cannot  be  ex- 
plained by  another  organic  illness,  a psychiatric 
diagnosis  may  be  considered  and  consultation  ar- 
ranged, if  necessary.  Precise  psychiatric  diagnosis 
determines  choice  of  treatment.  Nonpharmaco- 
logical  interventions  are  preferable  when  they  are 
judged  as  likely  to  be  as  effective  as  medication. 
Nonpharmacological  interventions  are  most  fre- 
quently effective  for  the  anxiety  disorders  seen  in 
HIV-spectrum  patients.  If  pharmacological  interven- 
tion is  needed,  the  physician  should  follow  the  same 
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general  principles  of  therapeutic  drug  use  that  are 
applicable  to  other  patients.  The  physician  must 
choose  the  drug  with  the  best  risk/benefit  ratio, 
understand  the  pharmacokinetics  of  the  agent 
chosen,  and  know  the  differences  between  prepara- 
tions. In  addition,  he  or  she  should  minimize  drug 
use,  prescribe  the  simplest  regimen  to  enhance 
compliance,  provide  the  most  cost-effective  treat- 
ment, establish  an  ongoing  therapeutic  relationship, 
complete  each  drug  trial,  and,  most  importantly, 
avoid  polypharmacy.  Such  treatment  allows  patients 
with  HrV-spectrum  illness  to  achieve  and  maintain 
maximal  function. 
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YOCON* 

YOHIMBINE  HCI 


Descriptton:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
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and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-eflfective  indications  requires  further 
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if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
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feature  ■ Historic  hospital  a monument 

to  humane  mental  health  care 


Construction  of  the  State  Insane  ^4^^’- 
lum,  the  first  mental  hospital  in  Texas, 
began  131  years  ago.  In  1925,  reflecting 
a more  humane  attitude  toward  treat 
ment  of  the  mentally  ill  and  a shift 
from  custodial  to  curative  care,  the  leg- 
islature renamed  the  institution  the 
Austin  State  Hospital.  Once  an  architec- 
tural work  of  art,  the  hospital  has  been 
beset  with  furuting  problems  that  pre- 
vented proper  maintenance  of  the  his- 
toric structure.  However,  its  cornerstone, 
the  Administration  Building,  remains  a 
functionul  part  of  the  hospital,  which 
serves  34  surrounding  counties  and 
annually  admits  3,500  patients. 

The  following  history,  reprinted  with 
the  permission  of  the  Austin  State  Hos- 
pital, describes  the  unique  features  of 
the  hospital  and  the  environment  in 
which  it  was  created. 


The  year  1847  marked  the  first  anni- 
versary of  statehood  for  Texas. 
Eleven  years  earlier,  she  had  fought 
a bloody  revolution  that  made  her  a Re- 
public. For  the  ten  years  prior  to  joining 
the  Union,  Texas  was  an  independent 
country  struggling  to  provide  its  people 
with  the  basic  essentials  of  life  on  the 
frontier.  And  in  1847,  Texas  was  a fron- 
tier with  problems.  Cholera  was  epi- 
demic. Cattle,  her  primary  economic 
force,  were  stricken  with  black  tongue 
disease.  Her  farmers  fought  drought, 
freezes,  and  grasshoppers  that  threatened 
their  crops.  Roving  bands  of  savages 
threatened  their  lives. 

In  1847,  Austin  was  a settlement  on 
the  edge  of  the  Texas  frontier.  Her  650 
residents  lived  in  log  cabins  surrounded 
by  stockades  for  protection  against  In- 
dian attacks.  There  were  cavalry  there; 
but,  the  Tonkawa  Indian  Nation  was  not 
impressed.  Sam  Houston,  hero  of  the 
battle  of  San  Jacinto,  Father  of  Texas  In- 
dependence, was  elected  as  the  first 
United  States  Senator.  Hogs  were  taxed 
to  keep  them  off  the  city’s  muddy  streets. 
Elsewhere,  the  presence  of  rowdy  “bands 
of  legislators,  drunkards,  favor-seekers 
and  gadflys”  designated  Austin  as  the 
temporary  State  Capital.  It  wasn’t  until  a 
statewide  plebiscite  in  1850  that  Austin 
won  out  over  four  other  cities  to  become 
the  permanent  capital  of  Texas. 

This  new  state  government,  fighting  to 
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gain  respectability  and  to  bring  its  people 
together  in  the  face  of  seemingly  insur- 
mountable problems,  also  had  to  deal 
with  an  unresolved  social  situation — 
providing  for  the  care  of  the  mentally  in- 
sane. ITie  search  for  a solution  took  nine 
years.  In  1856  Governor  Elisha  M.  Pease 
instructed  an  evaluation  committee  to 
scour  the  country  for  a plan  and  a facility 
which  would  best  serve  the  mentally  in- 
sane. Several  years  earlier,  in  Phila- 
delphia, the  renowned  Dr  Thomas  Kirk- 
bride  began  dealing  with  the  insane  in  a 
new  and  progressive  manner.  His  ap- 
proach called  for  the  treatment  of  mental 
illness  through  behavioral  modification, 
drug  therapy  and  an  unrestrictive  en- 
vironment. This  plan  was  chosen  for  the 
state  facilities.  The  Texas  State  Hospital 
was  born. 

After  Austin  was  selected  as  the  State 
Capital  in  1850,  a building  boom  ensued. 
Permanent  government  complexes  were 
erected  and  the  frontier  was  pushed  to 
the  west.  Construction  was  begun  on  the 
Texas  State  Hospital  in  1857. 

The  building  plan  was  exquisite.  The 
Kirkbride  formula  utilized  a design  which 


allowed  for  the  expansion  of  facilities  by 
adding  wings,  similar  to  our  modern  con- 
cept. I'he  plan  called  for  the  hospital  to 
be  built  at  least  two  miles  from  the  town, 
yet  be  accessible  year  round.  The  grounds 
were  to  include  at  least  50  acres  of  land 
to  be  devoted  to  gardens  and  pleasure 
areas,  with  expansion  available  so  that 
there  would  be  at  least  1 00  acres  of  such 
ground  for  every  200  patients.  I’he  build- 
ings were  to  be  stone  and  provide  for 
private  windowed  rooms  and  wards 
above  ground. 

Meet  these  plans,  they  did.  At  the 
height  of  its  architectural  splendor,  the 
Texas  State  Hospital  occupied  nearly  400 
acres  of  land  and  housed  over  500  pa- 
tients in  three  wings  which  had  been 
added  to  the  building.  The  grounds  were 
more  “park-like”  in  nature  than  one 
would  expect.  They  included  fountains; 
lakes;  streams,  upon  which  one  could 
navigate  small  boats;  and  great  mani- 
cured lawns  with  large  expanses  of  grass 
and  shade.  So  lovely  were  the  landscaped 
areas,  that  many  of  Austin’s  citizens  could 
be  found  using  the  grounds  for  outings, 
picnics,  and  other  activities.  This  was  not 


One  of  the  oldest  known  photographs  ( circa 
1863)  of  the  Austin  State  Hospital  (Austin 
History  Center,  Austin  Public  Library  PICA  04)83) 
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A visitor  enjoys  the  landscaped  grounds  of  the 
Austin  State  Hospital  (Austin  History  Center, 
Austin  Public  Library  PICA  06694) 


only  condoned  but  encouraged  by  the 
hospital  staff. 

Architecturally,  the  buildings  were  a 
marvel  in  their  size,  scope  and  imagina- 
tion. Each  new  construction  was  sought 
after  as  a major  architectural  commis- 
sion. Built  from  native  stone,  all  of  the 
structures  blended  together  in  a campus 
environment  of  graceful  similarity  with- 
out conformity.  Of  those  harmonious 
buildings  standing  during  the  first  decade 
of  this  century,  only  the  current  Admin- 
istration Building  remains.  It  is  the  origi- 
nal wing  of  the  hospital  of  Dr  Kirkbride’s 
visionary  design.  The  other  buildings 
have  been  destroyed;  some  as  recently  as 
1974.  The  Hospital/Administration  Build- 
ing is  literally  a shell  of  its  former  design 
for  maximum  utility  and  efificiency.  What 
does  remain  of  its  splendor  has  become  a 
monument  to  those  whose  enlightened 
mental  health  priorities  were  forged  in 
the  midst  of  the  hardships  and  frustra- 
tions of  frontier  life. 


Three  stylish  women  of  the  19th  century  rest  on 
the  steps  of  the  Austin  State  Hospital  (Austin 
History  Center,  Austin  Public  Library  PICA  04376) 


The  Austin  State  Hospital  in  its  prime  was  an 
architectural  work  of  art  (Austin  History  Center, 
Austin  Public  Library  PICA  04373 ) 
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Hospital  struggles  to  hold  its  place  in  history 


rime,  scarce  public  funds,  and  society’s 
ledication  to  newness  have  taken  their 
oil  on  the  Austin  State  Hospital.  By  1958, 
Jhe  Administration  Building,  which  had 
Deen  a symbol  of  progressive  mental 
lealth  care,  no  longer  could  meet  build- 
ing code  requirements  and  health  care 
standards,  and  was  designated  to  house 
the  hospital’s  administrative  offices. 

Eighteen  years  later,  the  Austin  State 
Hospital  Volunteer  Services  Council  set 
in  motion  a plan  to  renovate  the  struc- 
ture. They  began  by  commissioning  an 
architectural  study  to  determine  the 
building’s  historic  significance  and  pro- 
ject the  cost  for  renovation  versus  new 
construction.  The  building  has  been  des- 
ignated a Historic  Texas  Landmark  and  is 
listed  in  the  National  Register  of  Historic 
Places.  Lael  Byers,  a member  of  the  hos- 

ipital’s  administrative  staff,  who  helped 
launch  the  preservation  project,  re- 
marked, “The  hospital  is  completely  as 
significant  as  the  Alamo  and  Indepen- 
dence Hall  in  Philadelphia,  so  it  ranks 
right  up  there.” 


The  architectural  study  of  the  building 
concludes:  ( 1 ) Code  deficiencies  and  ma- 
terial deterioration  seriously  jeopardize 
this  important  Texas  landmark,  threaten 
related  offices,  and  risk  the  safety  of  its 
occupants,  and  (2)  this  building,  which 
has  nobly  served  Texas  for  over  1 30 
years  remains  quite  worthy  of  renovation 
and  continued  service.”  Renovation 
offers  not  only  the  opportunity  to  pre- 
serve a historically  significant  structure, 
but  also  a cost-effective  method  of 
providing  office  space  for  the  hospital’s 
administrative  services.  Renovation  is  es- 
timated to  cost  $54  per  square  foot,  as 
opposed  to  $80  to  $90  per  square  foot 
for  a new  structure. 

A Construction  Management  Commit- 
tee is  exploring  funding  options  for  the 
preservation  project,  but  the  committee’s 
volunteers  have  made  little  headway  in 
raising  the  estimated  $4  million  neces- 
sary to  completely  restore  the  building 
to  grandeur.  “The  times  are  bad  for  indi- 
vidual contributions,  and  grant  money  is 
way  down,”  hospital  Superintendent 


Kenny  Dudley  explains.  Mr  Dudley  adds 
that  intermittent  repairs  have  helped 
keep  the  building  operational.  The  most 
immediate  need  is  for  a new  roof  to  pro- 
tect the  structure  from  further  water 
damage. 

Despite  the  obstacles.  Construction 
Management  Committee  Member  Do- 
netta  Goodall  remains  optimistic  that  the 
building  can  be  saved.  “I’m  also  realistic,” 
she  adds.  “I  know  that  it’s  going  to  take  a 
lot  of  time  and  effort.  I think  it  will  hap- 
pen, but  it’s  going  to  take  time.” 

Editor’s  note:  Further  information  on 
the  preservation  project  is  available 
from  Susan  Adair,  Director  of  Volunteer 
Services,  Austin  State  Hospital,  4110 
Guadalupe,  Austin,  TX  78751,  phone 
(512)  452-0381. 


I The  deterioration  of  the  Austin  State  Hospital’s 
\ Administration  Building  has  spurred  concerned 

! 


volunteers  to  work  toward  renovation  of  the 
historic  structure. 


Water  damage  has  made  part  of  the  Administration 
Building  unfit  for  use. 
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UFESflVER. 


It’s  no  exaggeration.  Without  this  animal  and 
thousands  like  it,  without  dedicated  men  and 
women  in  laboratories  across  the  country,  medi- 
cal practice  as  we  know  it  would  be  impossible. 
Without  biomedical  research,  we’d  be  reduced  to 
trial-and-error  medicine. 

We’ve  proven  the  value  of  research.  Penicillin. 
Sulfonamides.  Radiation  therapy.  Organ  trans- 
plants. Laser  surgery.  Yet  there’s  much  more  we 
need  to  know. 

That's  why  the  AMA  is  urging  increased  fed- 
eral funding  of  biomedical  research.  That’s  why 
w'e're  working  to  improve  the  science  curriculum 


in  our  schools  and  graduate  medical  student 
recruitment  into  research  programs.  And  that’s 
why  we’re  expanding  our  efforts  to  inform  the 
public  about  the  value  of  biomedical  research  in 
general  and  animal  research  as  a component  of 
biomedical  research  in  particular. 

We’ve  come  a long  way.  Together  we  can  go 
so  much  further. 

Our  members  make  a difference. 

If  you’re  not  a member,  we  need  your  support. 

Call  T800-AMA-1452.  In  Illinois,  call  collect, 
312-645-4783. 


In  most  cases,  medical  association  dues  may  be  deductible  as  professional  or  business  expenses. 

Dues  and  other  contributions  to  the  AMA  are  not  deductibfe  as  charitable  contributions  for  Federal  income  tax  purposes. 
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1988  Calendar  Of  Practice 
Management  Workshops 

Sponsored  by  the  Texas  Medical  Association 


For  your  information:  This  is  your  calendar  of  work- 
shops sponsored  by  the  Texas  Medical  Association  for  the 
remainder  of  1 988.  Keep  it  in  a convenient  place  for  easy 
reference.  Registration  information  will  be  mailed  approxi- 
mately six  weeks  prior  to  each  workshop  series.  If  you  have 
additional  questions  regarding  a workshop  or  registration, 
contact  the  TMA  Office  of  Practice  Management 
Services,  512/477-6704,  ext.  262. 


How  to  Get  Started  in  Medical  Practice- 

Designed  to  give  you  the  basic  step-by-step  procedures 
needed  for  a successful  practice,  whether  you  are  starting 
your  own  practice  or  joining  an  established  one.  By 
knowing  basic  management  techniques  you  will  control 
your  practice  rather  than  allowing  your  practice  to  control 
you.  The  workshop  includes  practical  information  that  you 
can  put  to  use  immediately.  Workshop  topics  include: 

• Practice  alternatives — solo,  group  or  HMO? 

• Practice  setting  and  practice  marketing  techniques 

• Financing  your  practice — and  practice  buy-ins 

• Medical  records 

• Patient  management/scheduling 

• Personnel  management 

• Financial  management  techniques 

Faculty:  Conomikes  Associates,  Inc. 

Fee:  $65  for  senior  residents  currently  enrolled  in  a 

recognized  Texas  residency  program  or  fellow- 
ship. Others:  TMA  member,  $1 15,  non-member, 
$140 

The  1-2-3's  of  Practice  Development- 

Designed  to  help  take  the  mystery  out  of  practice  devel- 
opment, this  workshop  is  essential  in  today's  changing 
medical  environment.  All  physicians  whether  newly  li- 
censed or  having  an  established  practice  will  benefit  from 
this  workshop  series.  This  workshop  will  help  you: 

• Set  desirable  and  attainable  goals  for  your  practice 

• Develop  a practical,  cost  effective  plan  to  increase, 
maintain  or  change  the  mix  of  your  patient  census 

• Implement  ethical  and  effective  systems  and  programs 
to  attract  and  retain  the  type  of  patients  you  wish  to  see 

• Involve  your  staff  in  the  process  to  enhance  your  efforts 
and  their  job  satisfaction 

• Produce  tangible  results  towards  attaining  your  ideal 
practice 

Faculty:  Marketing  Rx,  Inc. 

Fee:  TMA  member/office  staff,  $200;  non-member, 

$300  (luncheon  included) 


Insurance  Claims  Preparation,  Coding 
and  Documentation- 

Focuses  on  the  "how-to's"  of  insurance  claims  prepara- 
tion and  coding  with  special  emphasis  on  medical,  sur- 
gical, and  diagnostic  coding.  Designed  for  physicians, 
office  managers,  insurance  managers,  or  anyone  in- 
volved with  third-party  payers.  Specific  topics  include: 

• Why  code? 

• What's  the  difference  between  CPT  and  HCPCS? 

• When  and  how  to  use  modifiers 

• How  proper  coding  minimizes  delays  and  denials  and 
maximizes  reimbursement 

• How  proper  coding  affects  today's  payments  and  to- 
morrow's profiles 

• Is  Medicare's  electronic  claims  submission  worthwhile, 
and  will  it  work  for  your  specialty? 

Faculty:  Harold  Whittington  and  Associates 
Fee:  TMA  member/office  staff,  $85,  $1 60  if  attending 

morning  and  afternoon  sessions;  non-member, 
$125,  $225  if  attending  morning  and  afternoon 
sessions 

How  to  Improve  Your  Third-Party  Reimbursement- 

Revised  in  1988  and  presentee!  in  conjunction  with  the 
coding  series,  this  workshop  focuses  on  Medicare/Medi- 
caid reimbursement,  profile  development  and  the  1988 
MAAC.  Specific  topics  include: 

• What's  happened  with  Medicare  and  what  changes  are 
anticipated? 

• How  did  the  1988  MAAC's  change? 

• How  to  verify  the  accuracy  of  MAAC  reports  and  cor- 
rect them  if  there  are  errors 

• How  to  survive  a Medicare  audit 

• How  to  increase  charges  for  maximum  profile  develop- 
ment and  leverage  charges  for  maximum  pay-back 

• How  to  identify  and  correct  profile  errors 

• How  to  determine  if  you  should  join  an  HMO 

• HMO  contract  evaluations  and  negotiations 

Faculty:  Harold  Whittington  and  Associates 
Fee:  TMA  member/office  staff,  $85,  $1 60  if  attending 

morning  and  afternoon  sessions;  non-member, 
$1 25,  $225  if  attending  morning  and  afternoon 
sessions 

How  to  Run  a More  Profitable  Practice- 

This  action-oriented  workshop  is  designed  to  provide 
effective  solutions  for  maximizing  your  revenues  and  min- 
imizing your  overhead.  Topics  include: 

• Educating  your  patients  to  pay 

• Increasing  productivity  by  incentive-oriented  income 
distribution  plans 


• Differentiating  yourself  from  your  competition 

• Increasing  your  market  shore 

• HMO/PPO/IPA  strategy 

• Cost  of  taking  on  o new  colleague 

• Effective  use  of  personnel 

• How  o computer  con  improve  your  productivity 

• Tightening  financial  controls 

• Role  of  the  office  manager 

• Year-round  planning 

• Do-it-yourself  progress  reports 

Faculty:  Conomikes  Associates,  Inc. 

Fee:  TMA  member/office  staff,  $165;  non-member, 

$245  (luncheon  included) 


A special  workshop  series  on  Medicare  partic 
ipation  and  the  Medicore  Catastrophic  Coverage  Act  of 
1 988  is  planned  in  October  and  November.  Watch  for  a 
mailing  from  TMA  announcing  the  series  in  September. 

Co-sponsors 

The  following  County  Medical  Societies  are  participating 
as  co-sponsors  in  the  1988  practice  management  work- 
shops and  seminars: 

Bexar,  Dallas,  El  Paso,  Harris,  Potter-Randall,  Smith,  Tar- 
rant, Taylor-Jones-Haskell,  and  Travis  County  Medical 
Societies 


1988  Workshop  Schedule  By  Series 


Workshop  Series 

Date 

City 

How  to  Get  Started  in  Medical  Practice 
(Conomikes  Associates,  Inc.) 

October  28-29 
November  16-17 
November  18-19 
November  29-30 
December  1-2 

Temple 

Dallas 

Lubbock 

Houston 

San  Antonio 

The  1-2-3's  of  Practice  Development 
(Marketing  Rx,  Inc.) 

September  24 

Dallas 

Insurance  Claims  Preparation,  Coding  and  Documentation  (Morning) 

How  to  Improve  Your  Third-Party  Reimbursement  (Afternoon) 

(Both  workshops,  by  Harold  Whittington  & Associates, 
will  be  offered  on  these  dates  in  these  cities.) 

September  13 
September  14 
September  20 
September  22 
September  28 
September  29 
October  13 
October  14 
October  19 
October  21 

San  Antonio 
McAllen 

Fort  Worth 
Tyler 

Austin 

Houston 

Midland 

Lubbock 

Abilene 

Dallas 

How  to  Run  a More  Profitable  Practice 
(Conomikes  Associates,  Inc.) 

October  5 

October  6 
November  9 
November  10 
November  11 

Austin 

Dallas 

San  Antonio 
Fort  Worth 
Houston 

Dojou  Let 
15iir  Staff 

PlavDoctor? 


If  you  leave  the  coding  of  pro- 
cedures up  to  your  staff,  you 
may  be  letting  them  play 
doctor.  Not  only  could  this  be 
costing  you  money,  it  could  be 
exposing  you  to  audit  liahUity. 
Why?  Procedures  and  ser- 
vices listed  in  CPT  are  often 
complicated  and  difficult  to 
understand  for  non-medical 
staff.  So  give  your  billing  statf 
a lesson  in  procedures  with 
CPT  Coding  Made  Easy: 

A Technical  Guide  to  GPT. 


Perfect  guide  for 
non-medical  staff 
Describes  CPT 
procedures  in 
plain  English 
Teaches  how  to 
avoid  costly 
misinterpretations 
of  CPT  definitions 
Helps  improve 
reimbursement 
Helps  reduce  audit 
liability 

An  ideal  reference 
for  beginning  and 
ckivanced  coders 
alike 


Medical  Administration  Publications 
671  Executive  Drive 
Willowbrook,  IL  60521 
312/654-1666 


Wl  ore  on  the  Subjects 


The  TMA  Memorial  Library  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  ivriting  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 

EATING  DISORDERS:  ROLE  OF  THE  PRIMARY  CARE 
PHYSICIAN 

Journal  Articles 

Luby  ED,  Marrazzi  MA,  Sperti  S:  Anorexia  nervosa:  a syndrome 
of  starvation  dependence.  Compr  Ther  13(9):  16—21,  1987. 

Position  of  the  American  Dietetic  Association:  nutrition  inter- 
vention in  the  treatment  of  anorexia  nervosa  and  bulimia  ner- 
vosa. J Am  Diet  Assoc  88(  1 ):68— 71,  1988. 

Price  WA:  Pharmacologic  management  of  eating  disorders.  Am 
Earn  Physician  37(5):  157- 162,  1988. 

Books 

Andersen  AE:  Practical  comprehensive  treatment  of  anorexia 
nervosa  and  bulimia.  Baltimore,  Md,  Johns  Hopkins  University 
Press,  1985. 

Brownell  KD,  Foreyt  JP  (eds):  Handbook  of  eating  disorders: 
physiology,  psychology,  and  treatment  of  obesity,  anorexia,  and 
bulimia.  New  York,  Basic  Books,  1986. 

Romeo  FF:  Understanding  anorexia  nervosa.  Springfield,  111,  CC 
Thomas,  1986. 

Weiss  L,  Katzman  M,  Wolchick  S:  Treating  bulimia:  a psycho- 
educational  approach.  New  York,  Pergamon,  1985. 

Audiovisual 

Eating  Disorders:  Food  for  Thought,  NCME  Tape  #440;  48  min 
VHS  video.  New  York,  Network  for  Continuing  Medical  Educa- 
tion, 1985. 


NSW  DEVELOPMENTS  IN  THE  TREATMENT  OF  ANXIETY 
DISORDERS 

Journal  Articles 

Dommisst  CS,  Hayes  PE:  Current  concepts  in  clinical  therapeu- 
tics: anxiety  disorders.  Part  2.  Clin  Pharm  6(3):  196-215, 

1987. 


Hayes  PE,  Dommisse  CS:  Current  concepts  in  clinical  therapeu- 
tics: anxiety  disorders.  Part  1.  Clin  Pharm  6(2):  140—147, 

1987. 

Katerndahl  DA:  The  sequence  of  panic  symptoms.  J Fam  Pract 
26(1):  49-52,  1988. 

Books 

Goodwin  DW:  Anxiety.  New  York,  Oxford  University  Press, 
1986. 

Michelson  S,  Ascher  LM  (eds):  Anxiety  and  stress  disorders: 
cognitive-behavioral  assessment  and  treatment.  New  York, 
Guilford,  1987. 

Pasnau  RO  (ed):  Diagnosis  and  treatment  of  anxiety  disorders. 
Washington,  DC,  American  Psychiatric  Press,  1984. 

Audiovisuals 

Hypochondriacal  Symptoms  in  Panic  Disorder,  Audio-Digest 
Psychiatry,  vol  1 7,  issue  1 ; audiotape  recording.  Glendale,  CA, 

1988. 

Panic  Disorder:  The  Nameless  Fear,  NCME  Tape  #492;  18  min 
VHS  video.  New  York,  Network  for  Continuing  Medical  Educa- 
tion, 1987. 


PRESENTATION  OF  THE  ALCOHOLIC  AND 
CONFRONTATION  OF  THE  ALCOHOLIC 

Journal  Articles 

Cook  BL,  Garvey  MJ,  Shukla  S:  Alcoholism.  Prim  Care 
14(4):  685 -697,  1987. 

Milhorn  HT:  The  diagnosis  of  alcoholism.  Am  Fam  Physician 
37(6):  175-183,  1988. 

Books 

Barnes  HN,  Aronson  MD,  Delbanco  TL  (eds):  Alcoholism:  a 
guide  for  the  primary  care  physician.  New  York,  Springer- 
Verlag,  1987. 

Bieder  L,  O’Hagan  J,  Whiteside  E:  Handbook  on  alcoholism  for 
health  professionals.  London,  Heinemann  Medical  Books,  1985. 

Cox  WM  (ed):  Treatment  and  prevention  of  alcohol  problems: 
a resource  manual.  Orlando,  Fla,  Academic  Press,  1987. 

Knott  DH:  Alcohol  problems:  diagnosis  and  treatment.  New 
York,  Pergamon  Press,  1986. 
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Texas  Medical  Association  Committee  on  Physician  Health  & 
Rehabilitation:  Handbook  for  physician  intervenors.  Austin, 
Texas  Medical  Assocition,  1987. 

Audiovisuals 

Alcoholism:  A Practical  Guide  to  America’s  #1  Drug  Problem, 
NCME  Tape  #505;  45  min  VHS  video.  New  York,  Network  for 
Continuing  Medical  Education,  1987. 

Alcoholism  and  the  Physician;  80  min  3/4”  video.  San  Diego, 
CA,  Project  Cork  of  Dartmouth  Medical  School,  1982. 

Alcoholism:  Early  Diagnosis  and  Treatment;  120  min  VHS 
video.  Chicago,  American  Medical  Association,  1986. 


CRACK  AND  COCAINE:  CURRENT  MEDICAL  ISSUES 
Journal  Articles 

Bouknight  LG,  Bouknight  RR:  Cocaine — a particularly  addic- 
tive drug.  Postgrad  Med  83(4):115-11 8, 121-124,131,1 988. 

Garber  MW,  Flaherty  D:  Cocaine  and  sudden  death.  Am  Earn 
Physician  36(4): 227-230,  1987. 

Gawin  FH,  EUinwood  EH  Jr:  Cocaine  and  other  stimulants.  Ac- 
tions, abuse,  and  treatment.  N EnglJ  Med  318(18):  1173- 
1182,  1988. 

Books 

Washton  AM,  Gold  MS  (eds):  Cocaine:  A clinician’s  handbook. 
New  York,  Guilford  Press,  1987. 

Weiss  RD:  Cocaine.  Washington,  DC,  American  Psychiatric 
Press,  1987. 

Audiovisuals 

Cocaine  Addiction  and  Treatment,  Audio-Digest  Internal  Medi- 
cine, vol  34,  issue  5;  audiotape  recording.  Glendale,  CA  1987. 

Drug  of  Choice:  Cocaine  in  the  80s,  Audio-Digest  Psychiatry, 
vol  17,  issue  3;  audiotape  recording.  Glendale,  CA,  1988. 


PSYCHIATRIC  DISORDERS  IN  HIV  SPECTRUM  ILLNESS 
JoiuTtal  Articles 

Faulstich  ME:  Psychiatric  aspects  of  AIDS.  Am  J Psychiatry 
l44(5):551-556,  1987. 


Johnson  JM:  Neuropsychiatric  sequelae  of  HIV  infection.  J Am 
Osteopath  Assoc  88(4): 494-498,  1988. 

Perry  SW,  Markowitz):  Psychiatric  interventions  for  AIDS- 
spectrum  disorders.  Hosp  Community  Psychiatry  37(10): 
1001-1006,  1986. 

Rubinow  DR,  Berrettini  CH,  Brouwers  P et  al:  Neuropsychi- 
atric consequences  of  AIDS.  Ann  Neurol  23  Suppl:S24— S26, 
1988. 

Audiovisual 

Counseling  the  HfV  Antibody  Positive  Patient;  1 5 min  VHS 
video.  Los  Angeles,  Los  Angeles  County  Medical  Association 
and  Los  Angeles  County  Department  of  Health  Services,  1 987. 


ATTENTION-DEFICIT  HYPERACTIVITY  DISORDER:  NEW 
DIAGNOSIS,  OLD  PROBLEMS 

Journal  Articles 

American  Academy  of  Pediatrics  Committee  on  Children  with 
Disabilities,  Committee  on  Drugs:  Medication  for  children  with 
an  attention  deficit  disorder.  Pediatrics  80(5): 758— 760,  1987. 

Bond  WS:  Recognition  and  treatment  of  attention  deficit  dis- 
order. Clin  Pharm  6(8):6l7— 624,  1987. 

Meller  W,  Lyle  K:  Attention  deficit  disorder  in  childhood.  Prim 
Care  14(4):  745- 759,  1987. 

Meller  WH,  Yates  WR:  Hyperactivity  in  children:  changing  di- 
agnostic criteria.  Am  Fam  Physician  37(3):  129-132,  1988. 

Book 

Wender  PH:  The  hyperactive  child,  adolescent,  and  adult:  at- 
tention deficit  disorder  through  the  lifespan,  ed  3.  New  York, 
Oxford  University  Press,  1987. 

Audiovisuals 

Barkley,  RA:  Attention  Deficit  Disorders  in  Children;  60  min 
VHS  video.  Madison,  Wis,  Television  Services  Production, 

1984. 

Barkley,  RA:  Attention  Deficit  Hyperactivity  Syndrome;  120 
min  VHS  video.  Houston,  Association  for  Children  with  Learn- 
ing Disabilities,  1988. 
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No  trees.  No  match. 

Hold  a classic  wooden  racket  in  your  hands.  The  way  tennis  champions  have  done  for 
centuries  before  you.  Feel  its  resilience  and  grace.  Its  balanee  and  its  power.  Remember,  without 
trees,  there  would  never  have  been  wood  raekets.  And  only  you  can  prevent  forest  fires. 


A Public  Service  of  the  U.S.D.  A,  Forest  Service,  and  your  State  Foresters.  © Internatioi  al  Tennis  Hall  of  Fame 
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Olinical  Abstjncts 


Clinical  abstracts  are  selected  from  cwrent  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 


NSAIDs:  An  overview.  Cynthia  S.  Boynton,  Christopher  F. 
Dick,  RPh,  and  Gilbert  H.  Mayor,  MD,  FCP.  (American  College 
of  Clinical  Pharmacology  of  Clinical  Pharmacology, 

vol  28,  no  6,  pp  512-517. 

The  occurrence  of  adverse  reactions  to  nonsteroidal  anti- 
inflammatory drugs  (NSAIDs)  is  inevitable,  given  their  wide- 
spread use.  Well  over  5 million  people  are  exposed  to  non- 
aspirin NSAIDs  daily.  Worldwide,  it  is  estimated  that  more  than 
100  million  patients  have  been  exposed  to  ibuprofen  alone, 
and  the  entry  of  new  agents  into  the  market  will  continue  to 
increase  this  extensive  exposure.  In  view  of  such  frequent  use, 
the  number  of  side  effects  reported  with  these  drugs  is  remark- 
ably low.  During  a one-year  period  beginning  in  1983,  the  fre- 
quency of  adverse  drug  reactions  reported  for  eight 
established  NSAIDs  was  24.4  per  million  prescriptions.  The  fre- 
quency of  fatal  adverse  reactions  was  1 . 1 per  million  prescrip- 
tions. As  a group  these  agents  are  among  the  safest 
pharmaceuticals  in  use.  This,  combined  with  their  efficacy,  cost 
effectiveness,  and  patient  acceptance,  should  guarantee  the  in- 
creased use  of  NSAIDs  in  the  years  ahead. 

Decreased  breast  cancer  mortality  through  mammo- 
graphic  screening:  results  of  clinical  trials.  Stephen  A. 

Feig,  MD.  (The  Radiological  Society  of  North  America),  Radi- 
ology, vol  167,  no  3,  pp  659-665. 

A combined  analysis  of  data  from  five  major  screening  studies 
indicates  that  annual  screening  of  all  women  aged  40  and  over 
by  means  of  state-of-the-art  mammography,  with  two  views  per 
breast  and  physical  examination,  could  reduce  breast  cancer 
mortality  by  at  least  40%  and  possibly  as  much  as  50% . 

Modem  approach  to  the  diagnosis  and  treatment  of  tu- 
berculosis in  children.  Jeffrey  R.  Starke,  MD.  ( WB  Saunders 
Co),  Pediatric  Clinics  of  North  America,  vol  35,  no  3,  pp 
441-464. 

Tuberculosis  in  children  remains  an  important  infectious  dis- 
ease in  the  United  States,  with  1,261  cases  reported  in  1985. 
The  percentage  of  extrapulmonary  manifestations  is  increasing. 
Advances  in  the  diagnosis  and  treatment  of  tuberculosis  in 
children  have  lagged  behind  those  in  adults  owing  to  dimin- 
ished familiarity  with  the  disease  and  difficulty  in  performing 
clinical  studies  in  children.  Tuberculosis  in  the  United  States 
now  occurs  mainly  in  clusters  of  high-risk  people,  such  as  the 
foreign  born,  Hispanics,  blacks,  Native  Americans,  and  the  im- 
poverished. In  general,  the  diagnosis  of  tuberculosis  is  epi- 
demiological, supported  by  the  chest  roentgenogram,  skin  test, 
and  most  important,  contact  tracing.  As  the  rate  of  drug- 
resistant  tuberculosis  increases,  greater  effort  should  be  made 


to  obtain  cultures.  New  advances,  such  as  DNA  probes  and 
serodiagnosis,  may  improve  diagnostic  accuracy,  especially  for 
extrapulmonary'  tuberculosis.  Noncompliance  is  the  major 
problem  in  treating  tuberculosis,  and  greater  effort  should  be 
directed  toward  novel  treatment  approaches  in  children,  such 
as  twice-weekly  supervised  therapy  and  shorter,  more  intense 
durations  of  therapy. 


Re-evaluating  the  role  of  progestogen  therapy  after  the 
menopause.  Brian  E.  Henderson,  MD,  Ronald  K.  Ross,  MD, 
Rogerio  A.  Lobo,  MD^,  et  al.  (American  Fertility  Society),  Fertil- 
ity and  Sterility,  vol  49  (Suppl),  no  5,  pp  9s- 15s. 

An  estrogen-progestogen  regimen  of  hormone  replacement 
therapy  has  become  widely  used  in  recent  years,  primarily  as  a 
means  to  proteet  the  endometrium  from  the  carcinogenic 
effects  of  unopposed  estrogen  therapy  ( ERT ).  In  this  article, 
the  authors  evaluate  the  probable  effects  of  this  regimen  on 
mortality  from  endometrial  cancer  as  well  as  mortality  from 
other  chronic  diseases.  They  conclude  from  this  analysis  that 
ERT  is  to  be  preferred  to  combination  therapy  for  postmeno- 
pausal women  without  a uterus,  primarily  because  it  is  pre- 
dicted that  ERT  confers  a significantly  greater  benefit  on  heart 
disease  risk.  In  women  with  a uterus,  if  progestogens  are  to  be 
prescribed,  they  should  be  given  in  the  lowest  possible  dose 
needed  to  achieve  the  desired  histologic  changes  in  the  endo- 
metrium, since  the  predicted  loss  in  heart  disease  benefit  from 
adding  the  progestogen  is  substantial. 


COPD  in  the  ambulatory  elderly:  Management  update. 

Michael  C.  Boyars,  MD.  (Harcourt  Brace  Jovanovieh),  Geri- 
atrics, vol  43,  June  1988,  pp  29—40. 

Chronic  obstructive  pulmonary  disease  (COPD)  is  made  up  of 
at  least  three  entities:  asthma,  chronic  bronchitis,  and  emphy- 
sema. Each  has  its  own  unique  physiology,  pathology,  and  natu- 
ral history.  These  are  reviewed,  and  current  therapeutic 
options  are  presented,  including  the  first-line  therapy  of 
agonists,  theophylline,  and  the  newer  anticholinergic  inhalers. 
The  role  of  steroids,  both  acute  and  chronic,  the  proper  use  of 
antibiotics  and  vaccinations,  and  the  use  of  home  oxygen 
therapy,  pulmonary  rehabilitation,  and  anxiolytics  are  discussed. 
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\hedicine  and  the  Law 


Hospitals  and  HCFA — a terminal 
situation? 

Physicians  and  hospitals  have  a symbiotic  relationship.  Hos- 
pitals need  physicians  to  render  care,  and  physicians  need 
hospitals  in  which  to  place  patients.  When  a hospital  faces 
termination  from  the  Medicare  program,  the  interests  of  phy- 
sicians are  threatened  as  well  This  article  provides  an  over- 
view of  the  termination  process  for  those  situations  in  which 
i the  Health  Care  Financing  Administration  (HCFA)  seeks  to 
1 terminate  the  Medicare  Provider  Agreement  for  alleged  viola- 
\ tions  of  the  Conditions  of  Participation. 

I 

Conditions  of  participation 

In  order  to  claim  reimbursement  for  services  provided  to 
Medicare  patients,  a hospital  first  must  agree  to  comply  with 
I the  HCFA’s  Conditions  of  Participation  applicable  to  hospitals 
( 1 ).  Under  Medicare  rules,  hospitals’  operations  are  broken 
down  into  two  categories:  “basic  hospital  functions”  ( 2 ) and 
“optional  hospital  services”  (3).  Basic  hospital  functions  com- 
I prise  activities  related  to  quality  assurance,  medical  staff, 

I nursing,  medical  records,  pharmacies,  laboratories,  food  and 
diet,  utilization  review,  physical  environment,  and  infection 
* control  (4). 

Optional  hospital  services  are  surgical  services,  anesthesia, 
nuclear  medicine,  outpatient  services,  emergency  services,  re- 
I habilitation  services,  and  respiratory  care  services  (5).  Many 
I physicians  consider  some  of  these  areas  as  basic  hospital  fiinc- 
! tions,  but  Medicare  apparently  does  not. 

A hospital  that  is  accredited  by  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organizations  (JCAHO)  is  deemed  to 
meet  all  of  the  Medicare  conditions  of  participation  for  hospi- 
tals, with  the  exception  of  utilization  review.  In  addition,  if  a 
state  imposes  a hi^er  requirement  as  a condition  for  partici- 
pation in  Medicaid,  then  HCFA  is  required  to  impose  a similar 
higher  requirement  as  a condition  for  Medicare  payment  in 
that  state  (6). 

I State  survey  agency 

I HCFA  has  entered  into  an  agreement  with  the  Texas  Depart- 
I ment  of  Health  (TDH)  whereby  TDH  surveys  hospitals  to  de- 
termine  whether  they  meet  the  conditions  of  participation. 

; TDH  is  responsible  for  resurveying  hospitals  as  often  as  neces- 
sary to  determine  the  degree  of  compliance  and  to  confirm  the 
' correction  of  any  deficiencies.  TDH  also  evaluates  reports 
i pertaining  to  the  health  and  safety  of  patients  and  takes  any 
1 appropriate  actions  that  may  be  necessary  to  either  achieve 
j the  hospital’s  compliance  or  to  certify  its  noncompliance  to 
! HCFA  (7). 


I Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
1 stand  the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
I ers  should  seek  assistance  from  their  own  attorneys. 


In  its  surveys,  TDH  examines  the  manner  and  degree  to 
which  the  hospital  satisfies  conditions  of  participation.  Instruc- 
tions to  TDH  for  these  activities  are  listed  in  a policy  manual 
published  by  HCFA  (9).  Unlike  the  JCAHO,  TDH  is  not  re- 
quired to  have  a physician  as  a member  of  the  survey  team  to 
address  the  quality  of  patient  care.  This  can  result  in  disagree- 
ments between  medical  staff  and  the  survey  team  over  issues 
related  to  medical  matters. 

If  TDH  determines  that  a hospital  is  not  meeting  one  or 
more  of  the  conditions  of  participation,  that  hospital  still  may 
participate  in  Medicare,  but  only  if  it  submits  a “plan  of  correc- 
tion,” designed  to  achieve  compliance  within  a reasonable  pe- 
riod^of  time,  which  is  acceptable  to  HCFA.  What  is  considered 
a reasonable  period  of  time  to  comply  depends  on  the  nature 
of  the  deficiency  and  TDH’s  judgment  as  to  the  hospital’s  capa- 
bilities of  achieving  compliance.  The  hospital  normally  will 
have  60  days  after  notification  of  the  deficiencies  in  which  to 
comply,  although  TDH  may  recommend  to  HCFA  that  addi- 
tional time  is  reasonable  under  the  circumstances  (10). 

If  TDH  determines  that  the  hospital’s  deficiencies  substan- 
tially limit  its  ability  to  render  adequate  care,  then  TDH  will 
certify  to  HCFA  that  the  hospital  is  in  noncompliance.  In  this 
case,  TDH  has  90  days  from  the  date  of  the  exit  conference  to 
transmit  its  findings  to  HCFA  (11).  The  documentation  to  sup- 
port a recommendation  for  termination  includes  the  current 
hospital  survey  report  (with  a full  description  of  the  deficien- 
cies noted ),  prior  survey  reports,  copies  of  all  communications 
with  the  hospital,  and  notification  to  the  hospital  that  failure  to 
correct  deficiencies  will  result  in  a recommendation  for  termi- 
nation (12). 

The  termination  timetable  may  be  interrupted  if  the  hospital 
claims  to  have  corrected  a deficiency,  or  makes  “credible  alle- 
gation of  compliance.”  A credible  allegation  of  compliance  is 
one  that:  (a)  is  made  by  a hospital  with  a history  of  commit- 
ment to  compliance,  (b)  is  realistic  in  terms  of  the  possibility 
of  the  corrective  action  having  been  accomplished  between 
the  exit  conference  and  the  date  of  the  allegation,  and  (c)  ac- 
tually resolves  the  problems  created  by  the  deficiency  (13). 

On  the  other  hand,  the  termination  timetable  may  be  accel- 
erated from  90  days  to  23  days  if  TDH  determines  that  any  one 
of  three  situations  exists:  (a)  there  is  an  immediate  threat  to 
patient  health  and  safety,  (b)  compliance  cannot  be  achieved 
within  90  days,  or  (c)  the  hospital  has  not  shown  a good  faith 
effort  to  achieve  compliance  (14). 

Termination  of  agreement  by  HCFA 

After  TDH  has  forwarded  all  documentation,  then  HCFA  may 
terminate  the  provider  agreement.  The  decision  to  terminate  is 
discretionary  because  HCFA  is  not  bound  by  TDH’s  recom- 
mendations (15).  Notice  of  the  termination  is  given  to  the  hos- 
pital at  least  1 5 days  before  the  effective  date  of  termination  of 
the  agreement,  and  the  notice  states  the  reasons  for  the  termi- 
nation, the  effective  date  of  the  termination,  and  the  extent  to 
which  payment  is  available  for  inpatient  hospital  services  fur- 
nished to  beneficiaries  who  were  admitted  before  the  effective 
date  of  termination  (16,17). 

At  the  time  that  notice  is  sent  to  the  hospital,  HCFA  also 
gives  notice  of  the  termination  to  the  public,  generally  by  pub- 
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lication  in  a newspaper.  If  HCFA  does  not  follow  through  with 
its  announced  intention  to  terminate  due  to  actions  discussed 
below,  then  the  hospital  is  at  a disadvantage  because  the  notice 
already  has  been  made  public  and  the  regulations  do  not  re- 
quire HCFA  to  pubUsh  the  fact  that  the  termination  action  has 
been  withdrawn. 

The  termination  of  a provider  agreement  by  HCFA  is  an  “ini- 
tial determination”  (18).  After  an  initial  determination  is  made, 
there  are  several  appeal-type  procedures  that  a hospital  can  ex- 
plore before  a hearing  occurs.  One  option  is  for  the  hospital  to 
seek  a “reinstatement  after  termination”  whereby  a new  pro- 
vider agreement  is  submitted.  Reinstatement  can  be  accom- 
plished when  HCFA  determines  that  the  reason  for  termination 
of  the  previous  agreement  has  been  removed  and  there  is  a 
reasonable  assurance  that  the  conditions  that  prompted  the 
termination  will  not  reoccur  (19). 

HCFA  may  reconsider  an  initial  determination  that  affects  a 
hospital’s  ability  to  claim  payment  for  emergency  services 

(20) .  Reconsideration  is  a review  of  the  initial  determination, 
which  is  granted  administratively  but  not  statutorily.  A request 
for  reconsideration  may  be  in  the  form  of  a letter  or  other 
written  statement  expressing  dissatisfaction  with  the  initial  de- 
cision. It  is  sent  to  TDH  and  then  forwarded  to  HCFA.  In  the 
request  for  reconsideration,  the  hospital  must  state  the  issues 
with  which  it  disagrees  and  the  reasons  for  disagreement  (20). 
After  receiving  the  request,  HCFA  may  receive  written  evi- 
dence and  either  affirm  or  modify  the  initial  determination 

(21) .  Most  cases  require  TDH  to  reinvestigate  the  facts,  par- 
ticularly if  there  are  questions  about  the  hospital’s  efforts  to 
correct  deficiencies.  Additional  on-site  visits  by  TDH  survey 
personnel  may  be  made  (22).  HCFA’s  reconsidered  determina- 
tion is  binding  unless  it  subsequently  is  reversed  or  modified 
by  a hearing  decision  (23). 

The  reopening  of  a determination  that  affects  the  ability  to 
claim  payment  for  emergency  services  is  manadatory  if  the 
specified  steps  are  followed.  However,  any  other  initial  deter- 
mination affecting  the  hospital’s  participation  in  Medicare  is 
“reopened”  at  HCFA’s  discretion  (24).  HCFA  has  12  months 
from  the  date  of  the  initial  determination  to  exercise  its  discre- 
tion to  reopen  the  case  (24).  If  HCFA  exercises  its  discretion 
to  reopen  the  case,  then  it  may  “revise”  the  initial  determina- 
tion. The  revised  determination  is  binding  unless  modified  by  a 
hearing  decision  or  “further  revised”  (25). 

The  ultimate  administrative  remedy  is  a hearing  before  an 
administrative  law  judge.  A hospital  may  appeal  an  initial,  re- 
considered, or  revised  determination.  In  order  to  do  so,  the 
hospital  must  submit  a written  request  that  identifies  the  spe- 
cific issues  with  which  the  hospital  disagrees  and  specifies  the 
basis  for  its  contention  that  the  findings  and  conclusions  are  in- 
correct (26).  The  request  for  a hearing  must  be  filed  with 
HCFA  within  60  days  of  receipt  of  the  notice  of  initial,  recon- 
skiered,  or  revised  determination  (26).  Although  the  request 
for  a hearing  may  include  a plea  for  expeditious  handling, 

HCFA  is  not  required  to  grant  a hearing  within  any  specified 
period  of  time. 

Prehearing  conference 

The  administrative  law  judge  may,  at  his  discretion,  call  a pre- 


hearing conference  to  discuss  pertinent  issues  (27).  Prehear- 
ing conferences  before  the  administrative  law  judge  are  similar 
to  pretrial  conferences  in  federal  district  court.  However,  the  : 
regulations  governing  the  conduct  of  prehearing  conferences  i 
are  not  as  broad  as  the  rules  pertaining  to  pretrial  conferences  ! 
(28)  because  administrative  procedures  generally  are  less  for-  j 
mal  than  judicial  procedures.  As  with  a pretrial  conference,  ; 
there  is  the  danger  that  a prehearing  conference  will  be 
merely  a ritual  meeting  involving  a formal  exchange  of  the  par  i 
ties’  legal  contentions  without  any  meaningful  analysis  because 
each  side’s  position  will  have  been  evident  long  beforehand, 
beginning  with  the  survey  process.  In  any  case,  the  administra- 
tive law  judge  will  issue  an  order  setting  forth  the  agreements 
and  stipulations  entered  into  at  the  prehearing  conference, 
which  are  binding  on  all  the  parties  (29). 

Hearings  and  appeals 

At  the  hearing  itself,  the  adminstrative  law  judge  determines 
the  conduct  of  the  hearing  and  the  order  of  arguments  of  the 
parties  (30).  The  administrative  law  judge  may  receive  evi- 
dence even  though  that  evidence  would  be  inadmissible  under 
the  rules  of  evidence  applicable  to  federal  court  procedures 
( 3 1 ).  A record  of  the  hearing  is  made  and  transcribed  ( 32  ). 

The  hospital  may  waive  its  right  to  appear  and  present  evi- 
dence by  filing  a written  waiver  (33).  In  such  a case,  an  oral 
hearing  is  not  required  except  to  the  extent  that  testimony  is 
necessary  to  clarify  any  facts  at  issue  (33). 

After  the  hearing,  the  administrative  law  judge  issues  a writ- 
ten decision,  containing  findings  of  fact  and  conclusions  of  law 
( 34  ).  This  decision  is  binding  on  HCFA  and  the  hospital — 
unless  either  party  requests  review  of  the  decision  by  the  ap- 
peals council  (34).  If  the  appeals  council  denies  the  request 
for  review,  then  the  party  has  a right  to  judicial  review  by  filing 
an  action  in  federal  district  court  (34). 

The  appeals  council  may,  on  its  own  motion,  conduct  the 
hearing  itself  in  accordance  with  the  same  rules  governing 
hearings  before  the  administrative  law  judge  (35).  In  the  case 
of  a hospital  terminated  from  Medicare  status,  the  appeals 
council  will  grant  the  request  for  review  of  the  administrative 
law  judge’s  decision  (36).  The  appeals  council  may  request  ad- 
ditional evidence  and  conduct  evidentiary  hearings  as  neces- 
sary ( 37 ),  and  may  reopen  and  revise  its  own  decisions  or 
remand  the  case  to  the  administrative  law  judge  (38).  If  the 
hospital  is  dissatisfied  with  the  decision  of  the  appeals  council, 
it  has  60  days  from  receipt  of  notice  of  the  appeals  council’s 
decision  to  commence  judicial  review  by  means  of  civil  action 
in  federal  district  court  (39). 

Judicial  review 

A provider  terminated  from  Medicare  participation,  including  a 
hospital,  has  a right  to  judicial  review  in  federal  district  court 
(40).  This  rarely  is  done  because  the  consequences  of  termina- 
tion— loss  of  funding — are  sufficient  to  either  effect  an  amica- 
ble settlement  or  put  the  hospital  out  of  business  altogether 
before  the  review  is  sought. 

Nevertheless,  litigation  over  Medicare  provider  status  oc- 
curs. It  usually  is  limited  to  the  question  of  due  process  be- 
cause in  the  review  of  administrative  agency  decisions,  the 


Texas  Medicine 


ssue  is  not  whether  the  agency  arrived  at  the  proper  conclu- 
sion on  the  basis  of  conflicting  evidence,  but  whether  the  facts 
hat  the  agency  found  were  enough  to  justify  the  decision.  If 
Jie  court  finds  that  the  agency’s  action  is  supported  by  sub- 
stantial evidence,  the  action  will  be  sustained  even  though  the 
evidence  conflicts  (41). 

Judicial  review  also  considers  whether  the  agency  acted  ar- 
I bitrarily  and  without  regard  to  the  facts.  If  it  did,  then  ques- 
tions of  due  process  arise.  A Medicare  provider  has  a property 
interest  in  expectation  of  continued  Medicare  reimbursement, 
and  this  interest  is  protected  by  due  process  requirements 
(42).  Due  process  mandates  that  some  kind  of  notice  of  the 
government’s  actions  and  some  kind  of  hearing  be  given.  How- 
ever, the  timing  and  content  of  the  notice  and  hearing  depend 
upon  an  appropriate  balance  between  the  government’s  inter- 
est in  patient  health  and  safety  and  the  provider’s  property  in- 
terest in  Medicare  reimbursement  (42). 

Under  this  rationale,  the  fact  that  the  provider  might  not  sur- 
vive economically  without  program  patients  does  not  justify  a 
formal  hearing  before  the  termination  of  provider  status  be- 
cause the  provider  is  not  the  intended  beneficiary  of  the  pro- 
gram (42).  Furthermore,  the  due  process  requirement  is 
satisfied  by  the  informal  review  meeting  before  the  effective 
date  of  termination  (41).  Thus  the  informal  meetings  between 
hospital  management  and  survey  personnel  may  be  sufficient 
in  terms  of  due  process. 

The  government’s  failure  to  tell  the  provider  exactly  what 
measures  it  will  use  to  determine  compliance  does  not  neces- 
sarily render  the  informal  pretermination  meetings  mean- 
ingless from  a due  process  standpoint,  even  when  the  provider 
claims  that  lack  of  information  results  in  the  inability  to  dem- 
onstrate the  ability  to  achieve  compliance  (42).  This  is  true 
even  where  the  provider  and  its  attorney  attend  the  informal 
pretermination  meetings  and  provide  a timely  plan  of  correc- 
tion (42). 

Finally,  time  lag  between  termination  and  the  post-termina- 
tion hearing  has  been  held  not  to  violate  due  process,  even 
where  the  delay  is  20  months  and  99%  of  the  provider’s  in- 
come is  derived  from  the  program  (43). 

Therefore,  judicial  review  of  provider  terminations  typically 
is  limited  to  due  process  questions,  which  generally  have  been 
found  in  the  government’s  favor. 

Conclusion 

Hospitals  facing  termination  from  the  Medicare  program  also 
face  procedures  that  are  complicated,  lengthy,  and  potentially 
expensive.  Physicians  who  practice  in  those  hospitals  should 
be  aware  of  the  process  in  order  to  protect  their  interests.  Be- 
cause judicial  review  of  the  facts  is  limited,  the  opportunity  for 
input  effectively  is  confined  to  the  initial,  survey  phase. 

Future  articles  will  deal  with  termination  procedures  uti- 
lized by  the  Department  of  Health  and  Human  Services,  Office 
of  the  Inspector  General,  and  those  mandated  by  the  new  pa- 
tient transfer  regulations  of  the  Consolidated  Omnibus  Budget 
Reconcilation  Act  of  1985. 

HUGH  M.  BARTON,  JD 

TMA  Assistant  General  Counsel 
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Texas  Medicine 


Taking  Giant  Steps. 


The  smallest  step  can  be 
a milestone . . . the  simplest 
task,  a major  accomplish- 
ment. For  individuals  suf- 
fering from  a physical  dis- 
ability, the  day-to-day  tasks 
we  all  take  for  granted  can 
be  major  obstacles  to  inde- 
pendence and  mobility. 


At  Dallas  Rehabilita- 
tion Institute  (DRI),  our 

team  of  physicians,  thera- 
pists and  nurses  can  plan 
an  individualized  treatment 
program  to  help  your  pa- 
tient regain  as  much  func- 
tion and  independence  as 
possible.  With  the  most 


modern  facilities  and 
equipment,  and  therapists 
who  are  rehabilitation 
specialists,  we  offer  a 
unique  approach  to  reha- 
bilitation. 

Our  comprehensive  re- 
habilitation programs  in- 
clude: 

• spinal  cord  injury 

• head  injury 

• stroke 

• arthritis 

• amputee 

• spinal  pain 

Call  us  to  arrange  a pri- 
vate tour  of  our  facilities  or 
to  receive  more  informa- 
tion on  the  disease  category 
rehabilitation  programs 
offered  at  DRI. 


9713  Harry  Hines  Blvd. 
Dallas,  TX  75220-5441 
(214)  358-6000 
1-800-441-9199  (TX  only) 


PHYSICIAN 
SPECIALISTS. 


The  Air  Force  can  make  you  an  attractive 
offer — outstanding  compensation,  better 
working  hours  plus  opportunities  for 
professional  development.  You  con  hove 
a challenging  practice  and  time  to 
spend  with  your  family.  Find  out  what  the 
Air  Force  offers  a specialist  up  to  age  58. 
Coll 

USAF  HEALTH  PROFESSIONS 
1-800-423-USAF 

TOLL  FREE  = _ 
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Vandalism  of  parks  and  play- 
grounds. Theft  from  historic  sites. 
Killing  endangered  animals  for  profit. 
Litter  and  other  thoughtless  behavior. 
This  is  what’s  happening  to  our  public 
lands  today . And  that’s  a public  disgrace. 

Some  people,  either  through 
ignorance  or  spite,  are  abusing  our  rec- 
reation areas,  wildlife,  and  our  history. 


It’s  more  than  a shame,  it’s  a crime. 

And  if  we  sit  back  and  let  it 
continue,  we’re  not  much  better  than 
the  bad  ^ys.  So  we  have  to  fight  back. 

Right  now,  in  your  area,  there  are 
good  guys  - individuals  and  groups  - 
who  are  dedicated  to  helping  our  pubhc 
lands.  And  they’re  tough.  A lot  tougher 
than  the  clowns  who  get  their  kicks  out 


of  scrawling  their  names  in  public  areas. 

If  you  write  to  us,  we’ll  tell  you 
how  you  can  help.  Let’s  keep  the  public 
lands  something  the  public  can  be 
proud  of 


Write: 

Take  Pride  in  America 
P.O.  Box  1339 
Jessup,  MD  20794 


BAD  GUYS  ABUSE  PUBUC  LAND. 
GOOD  GUYS  SAVE  IT. 
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\hedicine  in  literature 


Medicine  in  Literature  is  a randomly  selected  sample  of 
medical  texts  recently  purchased  by  the  TMA  Memorial  Li- 
brary. In  1988  the  library  will  add  more  than  600  book  titles 
to  its  60,000- volume  collection  of  books  and  bound  journals, 
and  regularly  increases  its  holdings  of  motion  pictures, 
audiocassettes,  videocassettes,  and  slide  presentations.  In  ad- 
dition, the  library  subscribes  to  1,035  medical  and  health- 
related  journals.  For  additional  information,  call  the  Memo- 
rial Library  at  (512)  477-6704. 
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It’s  called  talking.  Right  or  wrong,  many  older  people  today 
feel  that  doctors  just  don’t  spend  as  much  time  talking 
with  their  patients  as  they  used  to.  Things  seem  more 
rushed  and  hurried. 

But  talking,  especially  about  medicines,  is  more  important 
than  ever  before.  Your  older  patients  may  be  taking  several 
different  medicines  and  seeing  more  than  one  doctor.  And 
many  older  people  are  treating  themselves  with  over-the- 
counter  drugs. 

Unfortunately,  an  older  person’s  response  to  medicines  is 
less  predictable  than  a younger  person’s.  They  can  experience 
altered  drug  actions  and  adverse  drug  reactions. 

So,  if  they  don’t  tell  you  first,  ask  them  what  they’re  taking 
and  if  the  medicines  are  causing  any  problems.  Take  a 
complete  medications  history  including  both  prescription 
and  non-prescription  medicines. 


Make  it  a point  to  tell  them  what  they  need  to  know  — the 
medicine’s  name,  how  and  when  to  take  it,  precautions,  and 
possible  side  effects.  Give  them  written  or  printed  information 
they  can  take  home,  and  encourage  them  to  write  down 
what  you  tell  them. 

Good,  clear  communication  about  medicines  can  increase 
compliance,  prevent  problems,  and  lead  to  better  health. 

So  re-introduce  the  oldest  advance  in  medicines.  Make 
talking  a crucial  part  of  your  practice.  It  isn’t  a thing  of  the 
past.  It’s  the  way  to  a healthier  future. 

Before  they  take  it, 
talk  about  it 


National  Council  on 
pr  Patient  Information  and  Education. 
666  Eleventh  St,  N.W.  Suite  810 
Washington,  D.C.  20001 
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On  November  8, 1988 
vote  Texas  Supreme  Court 


Tom  Phillips 
Paul  Murphy 
Nathan  Hecht 
Raul  Gonzalez 
Jack  Hightower 


TEXPAC 

Texas  Medical  Political  Action  Committee 

1905  North  Lamar  Blvd.,  Suite  207,  Austin  TX  78705 


Physician  membership  categories  (check  one) 


□ 300  Club  $300 

□ Active  $100 

□ Advocate  $A5 

(1  St  year  practitioners  and  retirees  only) 

□ Residents  $20 

□ Medical  Students  $0 

Full  Name 

Address 

City Zip 

License  No 

County 


Auxiliary  membership  categories  (check  one) 


□ 300  Club  $300 

□ Auxiliary  Sustaining  $100 

□ Auxiliary  Active  $35 


Full  Name — 

Spouse’s  Name 

City 

Please  make  checks  payable  to  TEXPAC 

VISA/Mastercard 

I wish  to  pay  my  dues  by  credit  card. 

Name  on  card 

Card  No.  — 

Exp.  Date 

Texas  Driver’s  License 

Signature 


TEXPAC  300  Club  Pledge  Program 

I wish  to  participate  in  the  TEXPAC  300  Club 

Pledge  Program.  I understand  that  I will  be  billed  at 
the  requested  intervals  and  that  these  billings  will 
continue  until  I notify  TEXPAC  otherwise. 

Please  bill  me: Annually/January  @ $300 

Quarterly  @$75 

Monthly  @$25 

Contributions  to  Texas  Medical  Association  for  PAC  (TEXPAC) 
are  not  deductible  as  charitable  contributions  for  federal 
income  tax  purposes. 

Voluntary  political  contributions  (Texas  Medical  Association 
PAC  2/3,  American  Medical  Association  PAC  1 /3)  are  not 
limited  to  the  suggested  amount.  Neither  TMA  or  AMA  or 
their  auxiliaries  will  favor  or  disadvantage  anyone  based  on 
the  amounts  or  failure  to  make  contributions.  Contributions 
are  subject  to  Federal  Election  Commission  regulations. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
loseph  T.  Queng,  MD 
Lawrence  C.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Clenna  M.  Kyle,  PhD 


CONSULTANTS 

Evan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 


7777  Forest  Lane,  Suite  B-322,  Dallas, 
214  991-6000 

CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


Texas  75230 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 
Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 
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Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 


PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 


SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


Representing  the  Profession 

. . . Another  service  of  your  association 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

COLON  & RECTAL  SURGEON 
OUT-PATIENT  LASER  HEMORRHOIDECTOMY 

Bowel  obstruction  from  cancer  of  the  colon,  volvulus, 
Crohn's  or  ulcerative  colitis,  toxic  megacolon,  diverticular 
obstruction,  acute  or  chronic  colon  bleeding,  colovesicle 
fistula,  rectovaginal  fistula,  rectal  fistulas,  rectal  prolapse, 
anal  incontinence,  warts,  pruritus  ani,  rectal  abscesses, 
hemorrhoids  and  other  rectal  conditions. 

Emergency  consultations  and  referrals;  weekends  and 
evenings. 

Privileged  at  Baylor  University  Medical  Center 

214  821-4300,  answered  24  hours  and  weekends 
214  341-0859,  residence 


Texas  Medicine 


DERMATOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 
RICHARD  F.  WAGNER,  JR.,  MD 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 


DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 

. . . Another  service  of  your  association 


ENDOCRINOLOGY 

ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Mark  your  calendar  for  future 
TMA  meetings: 

Fall  Leadership  Conference,  September  17,  1988 — Austin 
Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — ^Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 

Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-UFE 
6431  Fannin  Street,  Houston,  Texas  77030 


INFECTIOUS  DISEASES 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURCENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WEST  HOUSTON  HAND  CENTER,  PA 
Neal  R.  Reisman,  MD,  FACS 
Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  5S8-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  7S235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsylvania,  Suite  100, 

Fort  Worth,  Texas  76104;  817  336-3399 

join  TEXPAC 

. . . One  strong  voice 

Texas  Medicine 


NUCLEAR  MEDICINE 


STUART  A.  TERRY,  MD 

Sub-Specialty  Glaucoma 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 


M&S  Tower,  Suite  401,  730  N.  Main, 

San  Antonio,  Texas  78205;  512  226-5191 


100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 


EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 


OCCUPATIONAL  MEDICINE 


1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Cary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 
Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Houston  Eye  Associates  Building,  2855  Gramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 

TMA  Practice  Management  Workshops  


. . . Another  service  of  your  association 


TMA  Physician  Placement  Service 

. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L Ray  Lawson,  MD  William  A.  Bruck,  MD 

Robert  D.  Vandermeer,  MD  W.  Z.  Burkhead,  Jr.,  MD 

Wynne  M.  Snoots,  MD  Richard  D.  Schubert,  MD 

R.  Stephen  Curtis,  MD  John  A.  Baker,  MD 

W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  3,15-4316 

Louis  j.  Levy,  MD,  PA 
Henry  C.  McDonald,  jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
).  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 
R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


SAN  ANTONIO  HEAD  & NECK  SURGICAL 
ASSOCIATES,  PA 

Board  Certified  Otolaryngologists 

Julius  F.  Marlowe,  MD 

Michael  H.  Bertino,  MD 

C.  Paul  Laursen,  DDS,  MD,  FACS,  FAAFPRS 

Harry  Schilling,  MD 

Stephen  J.  Talley,  MD 

ENT,  Facial  Plastic  Surgery,  Lipo-Suction 

Madison  Square  Medical  Building,  Suite  304,  311  Camden,  San  Antonio 
Texas  78215;  512  224-5481 

Physicians'  Plaza,  Suite  370,  8038  Wurzbach  Road,  San  Antonio  Texas 
78229;  512  690-1326 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


PATHOLOGY 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 
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ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 
and  Blood  Disorders  of  Childhood 

Austin  Doctors  Bldg.,  1305  West  34th  St.,  302,  Austin,  Texas  78705;  454-3611 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Faciljties  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 

Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


TMA  Forum  on  Medical  Issues 


TMA  Memorial  Library  . . . Another  service  of  your  association 

. . . Another  service  of  your  association 


Texas  Medicine 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 
Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by;  joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 


■ 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


ROBERT  M.  WRIGHT,  JR,  MD 
VALERIE  WRIGHT,  MD 

Plastic,  Reconstructive,  Hand 
and  Microvascular  Surgery 

1700  Providence  Drive,  Waco,  Texas  76707 
Telephone  817  756-0111 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Creenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


SAEED  BEG,  MD,  PA 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  Surgery,  Hand  Surgery 

2602  Texas  Drive,  Irving,  Texas  75062 
Phone  214  258-0025 


WILLIAM  E.  BARNES,  MD 

Diplomats  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


1988  Texas  Medical  Association  Directory 


• Alphabetical  and  Geographical  Listing  of  Physician 
Members 


JOHN  E.  CARTER,  MD,  PA 

Diplomats  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


• 1988-89  Officers,  Chairmen  of  Boards,  Councils  and 
Committees 


• County  Medical  Society  Presidents  and  Executive  Staff 


• TMA  Staff  Resource  Guide 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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PSYCHIATRY 


PULMONARY  DISEASES 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Child, 

Adolescent  and  Adult  Psychiatry 

lerry  M.  Lewis,  MD 
Doyle  I.  Carson,  MD 
Keith  H.  Johansen,  MD 
James  K.  Peden,  MD 
Charles  C.  Markward,  MD 
Byron  L.  Howard,  MD 
Roy  H.  Fanoni,  MD 
Mark  P.  Unterberg,  MD 
John  C.  Looney,  MD 
Kathleen  B.  Erdman,  MD 
Don  C.  Payne,  MD 
Mark  J.  Blotcky,  MD 
L.  Dwight  Holden,  MD 

4600  Samuell  Blvd.,  Dallas,  Texas  75228 
214  381-7181 


GONZALO  A.  AILLON,  MD 

Psychiatry-Bilingual 


Paul  M.  Hamilton,  MD 
Jerry  M.  Lewis,  III,  MD 
Tom  G.  Campbell,  MD 
Jeffrey  Class,  MD 
Grover  M.  Lawlis,  MD 
Conway  McDanald,  MD 
Gary  L.  Malone,  MD 
Edgar  P.  Nace,  MD 
Ernest  N.  Brownlee,  MD 
Michael  Madigan,  MD 
Perry  Talkington,  MD 
Joseph  D.  Caspar!,  MD 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


John  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  Jr.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


RHEUMATOLOGY 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 
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Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Gary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Erookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  'edical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878  


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 

Suite  404,  Dallas,  Texas  75246;  214  827-3890 

Hours  By  Appointment  


Representing  TMA's  legislative  views 


TMA  Action  monthly  newsletter  . . . Another  service  of  your  association 

. . . Another  service  of  your  association 


Texas  Medicine 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  J.  Daniel  Johnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  |.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  lames  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 
run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


C F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Neurourology,  & Endourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


RASH! 


Texas  Department  of  Health 
in  cooperation  with 
Texas  Medical  Association 
Texas  Osteopathic  Medical  Association 


What’s  quick,  easy,  and  effective 
medicine  for  childhood  diseases? 

It’s  the  TMA  Immunization 
Reminder  Card! 

These  3x5  cards  remind  your  patients  that  they  are  due  for 
important  immunizations.  On  the  back,  you  fill  in  the  type  of 
vaccine  needed. 

And  best  of  all  they  are  free  from  the  Texas  Medical  Association. 


name 


To  order  your  free  supply  of  cards, 
complete  this  coupon  and  send  to 
Texas  Medical  Association 
Immunization  Cards 
1801  North  Lamar  Blvd. 

Austin,  Texas  78701 


address  (no  P.O.  boxes) 

city state zip 

number  of  cards 
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OPPORTUNITIES  AVAILABLE 
Academic/Government 

BC/BE  internist  or  family  physician  needed  to  per- 
form utilization  review  activities  for  the  Texas  Medi- 
caid Program.  Board  certification  by  American  Board 
of  Quality  Assurance  and  Utilization  Review  pre- 
ferred. Twenty  hours  per  week  employment.  Send 
application  and  CV  to  Donald  L.  Kelley,  MD, 
Deputy  Commissioner  for  Health  Care  Services, 
Texas  Department  of  Human  Services,  P.O.  Box 
2960  (600-W),  Austin,  Texas  78769. 


Developmental 
Medical  Specialist 


Texas  Department  of  Mental 
Health  and  Mental  Retardation 
seeks  physician  with  training  and 
experience  in  developmental  pedi- 
atrics, neurology,  or  pediatric 
neurology. 

Position  offers: 

• Opportunity  to  develop  a broad- 
based  fellowship  in  develop- 
mental disabilities,  academic 
teaching,  clinical  research  as 
well  as  a broad-based  clinical 
consultative  practice 

• Competitive  salary  & benefits 

Requires:  Texas  license,  or  recip- 
rocity: completion  of  approved  pro- 
gram in  developmental  disabilities 
or  related  field;  demonstrated  pro- 
fessional/clinical experience. 

Submit  resume  to: 

Donna  Hicks 

Texas  Department  of  MHMR 
Box  12668 
Austin,  TX  78711 
(512)465-4611.  EEO/AAE 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  part-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo— Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hihs,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Smai.  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 


Texas:  Dallas/Fort  Worth/East  Texas/Austin/Ama- 
rillo— Full-time  positions  available  with  EmCare,  a 
progressive  physician-oriented  group  committed  to 
excellence  in  emergency  medicine.  Opportunities 
include  staff  and  directorship  positions,  in  high- 
volume,  Level  I Trauma  Centers,  as  well  as  smaller 
community  hospitals.  We  offer  very  desirable  geo- 
graphic locations  including  the  Dallas/Fort  Worth 
area.  East  Texas,  Amarillo,  and  Austin.  Competitive 
compensation  rates  range  from  $85,000  to  $150,000 
annually.  Positions  available  for  both  part-time  and 
full-time  emergency  medicine  physicians.  Positions 
are  also  available  for  primary  care  physicians  in 
clinic  settings.  Contact  Brenda  Lancaster,  Vice  Pres- 
ident, Professional  Services,  EmCare,  Inc.,  3310  Live 
Oak,  Suite  400,  Dallas,  Texas  75204  or  call  collect 
214  823-6850,  out  of  state  1-800-527-2145. 

Texas — Full  lime  ED  position  available  at  244  bed 
hospital.  Recreational  area  north  of  Dallas.  Excellent 
compensation  including  malpractice  insurance.  Ben- 
efit package  available  to  full-time  physicians.  Con- 
tact: Emergency  Consultants,  Inc.,  2240  South 
Airport  Road,  Room  29,  Traverse  City,  Michigan 
49684;  1-800-253-1795  or  in  Michigan  1-800-632- 
3496. 

Suffering  from  "ER  burnout?"  Now,  there's  a cure. 
Every  day,  more  and  more  "ER  docs"  are  switching 
to  locum  tenens  medicine  and  discovering  that 
medicine  can  be  fun  again.  Reasonable  hours.  Free- 
dorn.  Flexible  scheduling.  Good  income.  Paid 
liability,  travel,  and  housing.  Call  your  colleagues 
at  PRN,  Ltd.,  a physician-owned  company  estab- 
lished in  1982.  1-800-531-1122.  1000  North  Walnut 
Street,  Suite  B,  New  Braunfels,  Texas  78130. 


Family/General  Practice 


LOCUM  TENENS 


PRN,  Ltd. 

physician  staffing 


We  put  together 
‘ ‘temporary  solutions  ’ ’ 
and  ‘ ‘lasting  relationships  ’ ’ 


positions  and  physicians 
now  available 


1-800-531  11 22 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 

A physician-owned  company 
— established  1982  — 


Urgent — FP/GP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 
United  States.  Excellent  group  and  solo  opportuni- 
ties available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 


MediClinic 

Family  f^actice  • Industrial  Meddne  • Mnot  Emergencies 
Family  practice  physicians  (BEfiC)  needed  to  become  associated 
with  cut  dinics  in  Housten,  Texas  for  full  time  permanent  positions 
as  Medical  Directors.  Luaative  earning  potential,  generous 
incentive  package  and  early  partiership  possibilities.  Send  CV  to 
Chief  Med  Director,  MediClinics,  6604SW  Reeway,  Houston,  T exas 
77074  or  call  71 3 783-4707  or  783-1 91 3 for  brthw  inkxmation. 


Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 


emergency  practice  with  some  surgery.  Salary  plus 
incentive.  Partnership  possible.  J.  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249- 
9307. 

Friendly  rural  community  of  approximately  5,000  in 

beautiful  East  Texas  looking  for  family  practice  phy- 
sician who  enjoys  quiet  country  living.  Space  avail- 
able in  established  professional  building  with 
dentist  and  insurance  agent.  Just  minutes  to  region- 
al medical  complexes  of  Tyler  and  Longview.  For 
more  information  write  to  Arthur  C.  Morchat,  DDS, 
Liberty  City  Professional  Park,  Route  1,  Box  253-A, 
Kilgore,  Texas  75662. 

Locum  Tenens — BC/BE  needed  in  family  medicine 

to  work  part  time/full  time  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur-. 
ance  paid  and  housing  provided.  Contact  Nancy) 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Locum  tenens... 
it’s  not  what  it 
used  to  be. 

A few  years  ago,  locum  tenens  meant 
two  to  three  weeks  of  practice 
coverage  during  a doctor’s  vacation 
or  illness.  Now,  it  frequently  means  a 
long-term  or  permanent  relationship 
that  offers  all  the  advantages  of  ’ 
“temporary”  physician  staffing 
while  maintaining  continuity  of 
patient  care. 

Compare  for  yourself  the  costs  and 
benefits  of  “the  PRN  way”  to  per- 
manent physician  staffing. 

1-800-531-1122 

PRN,  Ltd. 

Physician  Staffing 

A physician-owned  company 
— established  1982  — 

One  Thousand  North  Walnut  Street 
Suite  B 

New  Braunfels,  Texas  78130  I 


Occupational/family  practice  board  certified  phy- 
sician needed  for  practice  In  the  northwest  Houston 
area.  Salary/profit  sharing.  Send  resume  to  David  C. 
Alexander,  11242  FM  1960  West,  #1,  Houston, 
Texas  77065. 

Family  practice/general  practice  physician  needed 

immediately  to  join  three  other  physicians  and  a 
PA  in  a growing  community  health  center  in  San 
Antonio.  Full-time  employment  desirable  but  will 
consider  part-time  (20  hours  minimum).  Send  CV 
to  Medical  Director,  South  Park  Medical  Care 
Center,  123  Ascot  St.,  San  Antonio,  Texas  78224. 
512  924-9254. 

Family  Practitioner,  Collingsworth  County,  Texas — 

BC/BE  family  practitioner  for  solo  practice.  Hospital 
adjacent  to  clinic.  Community  offers  comfortable 
rural  lifestyle  with  cultural  amenities  such  as  sym- 
phony and  theater  in  Amarillo  and  water  recreation 
easily  accessible.  Ideal  area  for  horse  breeding  and 
training.  Guaranteed  income  first  year  and  other 
benefits  offered  by  the  county  hospital  district. 
Send  CV  to  Perry  Foster,  Administrator,  Collings- 
worth General  Hospital,  1014  15th  Street,  Welling- 
ton, Texas  79095. 

Family  Practice — Small  group  in  Texas  seeks  associ- 
ate for  busy  practice  in  attractive  community  of 
25,000.  Modern,  126-bed  hospital.  Many  social  and 
recreational  opportunities,  good  schools.  45-minutes 

Texas  Medicine 


to  larger  city,  major  airport.  Generous  incentive 
package.  No  buy-in.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

Family  Practice — Small  Texas  town  located  on  Inter- 
state Highway  has  sincere  need  for  two  FPs  to 
assume  practice  of  retiring  physician.  No  purchase 
necessary.  OB  needed.  45-bed  hospital.  Call  cover- 
age and  time  off  provided.  Generous  incentive 
package.  Contact  Physician  Resource  Network,  P.O, 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Internal  Medicine 


Internal  Medicine/Gastroenterologist — Needed  to 

join  eight  physician  multispecialty  group  located  in 
the  beautiful  piney  woods  of  East  Texas.  Physician 
to  take  over  well  established  gastroenterology  prac- 
tice. $125K  plus  first  year  with  good  benefit  pack- 
age. Second  year  partnership.  Contact  jerry  Chap- 
man, Administrator,  1400  College  Drive,  Texarkana, 
Texas  75503;  214  793-5671. 

Internal  Medicine — Central  west  Texas  community 

of  15,000  seeks  BE/BC  general  internist  for  solo 
practice  (service  area  population  44,000).  Modern, 
61-bed  hospital  with  5-bed  ICU/CCU.  Family 
oriented  community;  good  schools;  stable,  diversi- 
fied economy.  Hunting,  lakes,  golf.  Competitive 
incentive  package.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128.  . 

Internal  Medicine — Regional  medical  center  serving 
150,000  in  NE  Texas  seeks  recently  trained  BE/BC 
internist.  Associate  practice  or  share  call  with 
internists.  Office  adjacent  to  200-bed  hospital.  At- 
tractive community  of  27,000;  strong,  diversified 
economy;  excellent  schools.  Competitive  incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Internal  Medicine — BC  internist  needed  in  attractive 

Texas  community  of  25,000  offering  many  social 
and  recreational  opportunities,  excellent  schools. 
Modern  126-bed  hospital  offering  full  range  of 
services.  Within  45-minutes  of  large  city,  major 
airport.  Generous  incentive  package.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Internal  Medicine — Established  practice  for  sale  in 

exclusive  Dallas  neighborhood.  Average  (annual)  net 
collections  $335-t-K.  Loyal  patient  base.  Retiring 
physician  will  introduce.  Financing  available  to 
qualified  candidate.  Contact  Physician  Resource  Net- 
work, P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522, 

OBG,  Immediate  Opening,  San  Antonio,  Texas — 

Established  OBG  practice  has  opportunity  for  M/F, 
BE/BC.  Excellent  compensation  to  include  paid 
health,  disability  and  malpractice  insurance.  Send 
CV  to  Connie  Green,  P.O.  Box  1042,  Castroville, 
Texas  78009. 

Obstetrics/Gynecology — Central  west  Texas  com- 
munity of  15,000  seeks  BE/BC  OBG  (service  area 
population  44,000).  Modern,  61-bed  hospital.  Gen- 
erous incentive  package.  Family-oriented  communi- 
ty; good  schools;  stable,  diversified  economy. 
Hunting,  lakes,  golf.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Wanted,  Orthopedic  Surgeon,  Houston,  Texas — 

BC/BE  with  training  in  all  aspects  of  orthopedic 
surgery  including  spine  and  arthroscopy.  Established 
busy  practice.  Generous  incentive  package  including 
full  partnership  in  the  near  future  to  qualified 
physician.  Send  curriculum  vitae  to  Orthopedic 
Surgeon,  P.O.  Box  440392,  Houston,  Texas  77244- 
0392. 
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Orthopedic  Surgeon — Needed  in  attractive  Texas 

community  of  25,000.  Associate  practice  or  solo 
sharing  call  with  BC  ORS.  Modern,  126-bed  hos- 
pital (serving  75,000).  Many  social  and  recreational 
opportunities,  excellent  schools,  45-minutes  from 
larger  city,  major  airport.  Incentive  package.  Con- 
tact Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Orthopedic  Surgeon — Five  busy  ORSs  serving 

150,000  in  NE  Texas  seek  recently  trained  BE/BC 
associate  for  group  practice.  Attractive  community 
with  strong,  diversified  economy:  good  schools; 
many  social  and  recreational  activities.  Shared  call, 
favorable  terms  of  association.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 


Psychiatry 

Psychiatrist — Partner  retiring,  need  associate  Im- 
mediately for  large  general  psychiatry  practice. 
Office  therapy,  hospital  practice  (two  general  hos- 
pitals, one  free-standing  phychiatric  hospital).  Office 
set  up  and  running,  practice  waiting.  Share  call 
and  coverage  and  expenses.  Contact  Peter  C.  Pala- 
sota,  MD,  270  South  Leggett  Drive,  Abilene,  Texas 
79605;  915  672-1891. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

We  are  seeking  a radiologist  and  certified  radiology 
technician  for  a busy  and  growing  out-patient  clinic 
in  a family  oriented  community;  strong  economy, 
good  schools  and  a 50  mile  drive  from  the  beach. 
Optional  immediate  partnership  for  radiologist. 
Qualified  applicants  willing  to  relocate  please  sub- 
mit resume  to  P.O.  Box  1154,  Edinburg,  Texas 
78540. 

Diagnostic  Radiologist — Busy,  established  radiology 

group  in  NE  Texas  seeks  fourth  associate.  All 
modalities,  including  MRI  and  interventional.  Com- 
prehensive benefit  package  and  early  partnership. 
Attractive  community  of  27,000  with  strong,  diversi- 
fied economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Immediate  Opening:  Excellent  opportunity  for  a 
specialist  in  FP,  OBG,  IM,  general  surgery  or  in- 
dustrial medicine  to  join  well  established  and 
rapidly  expanding  family  practice  group  in  San 
Antonio.  Our  facility  is  fully  equipped  as  a total 
health  care  center  with  laboratory,  x-ray,  stress 
testing,  bolter  monitoring,  and  pulmonary  function 
testing  already  established.  Plans  are  underway  to 
move  to  larger  facility  and  offer  increased  services. 
We  offer  competitive  guaranteed  salary,  corporate 
benefits  with  paid  professional  liability,  administra- 
tive and  support  staff,  affiliation  with  large  com- 
munity hospitals,  and  call  sharing  opportunities. 
Requires  well-rounded  abilities  in  both  an  out- 
patient and  hospital  practice.  Board  certification 
or  eligibility  required.  Dedication  to  high  quality, 
excellent  patient  empathy  and  communicatiye  skills 
mandatory.  Leadership  skills  and  entrepreneural 
interest  in  practice  desirable.  Tremendous  growth 
potential.  Immediate  opening  due  to  building  ex- 
pansion and  broadening  patient  base.  Send  CV, 
references  to  William  Gonzaba,  MD,  PA,  Gonzaba 
Medical  Group,  720  Pleasanton  Road,  San  Antonio, 
Texas  78214. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 


Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Expanding  18-physician  multispecialty  group  has 
excellent  opportunity  for  the  following  specialists; 
pediatrician,  dermatologist,  orthopaedic  surgeon, 
ophthalmologist,  and  otolaryngologist.  High  begin- 
ning guaranteed  salary  in  addition  to  benefits  with 
no  first  year  expenses.  Send  CV  to  Doyle  Lamb,  Ad- 
ministrator, Malone  and  Hogan  Clinic,  1501  West 
11th  Place,  Big  Spring,  Texas  79720. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I’A  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Associate  Medical  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
will  be  an  opportunity  to  work  with  physicians 
and  develop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  IJtilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S.  Highland 
Avenue,  Downers  Grove,  Illinois  60515-1223. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
30346;  telephone  1-800-S44-1987. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  8i  Sunbelt  States 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  send  CV,  11140  Westheimer  R r q n s t e i n 

Suite  144 

Houston.  TX  77042  &.  Associates 


Orthopedic  surgeon,  urologist,  ENT  needed  im- 
mediately for  solo  practice  in  Stuttgart,  Arkansas, 
the  rice  and  duck  hunting  capital  of  the  world. 
Modern  hospital  facilities  and  equipment.  Family 
oriented  community.  Excellent  schools.  Call  Jim 
Bushmaier  at  501  673-3511. 

Expanding  Texas  Multispecialty  Croup — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBG,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Physicians  Wanted  in  Texas  and  Oklahoma — Major 
cities  to  rural  communities.  Cardiology,  ENT,  fam- 
ily practice,  general  surgery,  internal  medicine, 
OBG,  oncology,  orthopedic  surgery,  pediatrics, 
psychiatry,  radiology,  rheumatology.  Excellent  qual- 
ity of  life,  first  year  guarantee,  etc.  Reply  with  CV 
or  call  Armando  L.  Frezza,  Medical  Support  Ser- 
vices, 8806  Balcones  Club  Drive,  Austin,  Texas 
78750;  512  331-4164. 

Rheumatologist — A rheumatologist  is  needed  in 

College  Station,  home  of  Texas  A&M,  where  re- 
ferrals are  currently  leaving  the  community.  This 
specialty  is  also  needed  in  the  affluent  Clear  Lake 
area,  the  home  of  NASA,  just  south  of  Houston. 
For  more  information  call  toll-free  1-800-626-1590, 
or  send  your  CV  to  Cordon  Crawford,  Manager, 
Professional  Relations,  Humana,  Inc.,  Dept.  11-9, 
500  West  Main  Street,  Louisville,  Kentucky  40201- 
1438. 

Infectious  Diseases,  College  Station,  Texas — Med- 
ical staff  of  our  hospital  in  this  university  com- 
munity (Texas  A&M)  have  requested  that  an  in- 
fectious disease  specialist  establish  practice  here. 
Referrals  now  go  to  Houston  and  Austin.  Attractive 
financial  and  marketing  assistance.  Send  your  CV 
to  Gordon  Crawford,  Professional  Relations,  Hu- 
mana Inc.,  Dept.  11-9,  500  West  Main  Street,  Louis- 
ville, Kentucky  40201-1438.  Or  call  toll-free  1-800- 
626-1590. 

General  Surgeon — Immediate  solo  practice  oppor- 
tunity in  east  central  N.  Dakota.  Strong,  two  year 
guarantee.  New  30-bed  profitable  hospital.  Proud 
rural  community  offers  strong  economy,  excellent 
schools,  clean  environment,  abundant  recreation 


and  easy  commute  to  major  cities.  Contact  Don 
Gustavson,  Tyier  & Co.,  9040  Rosweli  Road,  At- 
lanta, Georgia  30350.  Or  call  404  641-6411. 

Internist/Family  Practitioner — Excellent  practice  op- 
portunities in  thriving  Northeast  Texas  community. 
Haven  for  hunting  and  fishing.  Excellent  schools. 
Salary  guarantee,  office  space  provided.  Contact 
Leonard  Craivier,  MD,  1-800-336-2575.  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063;  214 
929-4779. 

A group  of  concerned  citizens  of  Bandera,  Texas 

have  just  completed  their  new  Bandera  County 
Medical  Clinic,  Bandera,  Texas.  A truly  rare  oppor- 
tunity exists  in  the  nationally  known  and  beautiful 
Texas  Hill  Country  for  a highly  qualified  medical 
doctor,  with  family  practice  and  emergency  room 
experience,  desirous  of  living  in  a small  community 
environment.  The  new  clinic  has  numerous  features, 
some  of  which  are:  (1)  Emergency  room  with  state 
of  the  art  cardiac  equipment;  (2)  Full  service 
laboratory;  (3)  Four  adult  exam  and  treatment 
rooms;  (4)  X-ray  suite,  fully  equipped;  (5)  Pediatric 
exam  and  treatment  room;  (6)  Certified  staff  avail- 
able; (7)  Local  EMS  with  certified  EMT  personnel. 
A 60-bed,  long  term  care  facility  nursing  borne  is 
located  in  Bandera  and  major  medical  facilities  are 
readily  available  in  San  Antonio  and  Kerrville,  42 
and  28  miles  away,  respectively.  Excellent  schools 
and  real  estate  opportunities  are  available  for  the 
unique  medical  doctor  desirous  of  giving  his  family 
secure  small  community  living  with  nearby  major 
city  convenience.  Contact  Bill  Courtney,  P.O.  Box 
1235,  Bandera,  Texas  78003;  512  796-4304. 

Urologist — Regional  medical  center  serving  150,000 
in  NE  Texas  seeks  recently  trained,  BE/BC  urolo- 
gist. 200-bed  hospital  with  latest  technology,  in- 
cluding lithotripsy.  Assured  referrals.  Shared  call 
with  BC  urologists.  Attractive  community  of  27,000 
with  strong  economy,  excellent  schools.  Incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Otolaryngologist — Medical  staff  of  busy  regional 

medical  center  serving  150,000  in  NE  Texas  seeks 
recently  trained,  BE/BC  ENT.  Modern,  200-bed  hos- 
pital. Share  call  with  BC  ENT.  Quality  lifestyle  in 
area  with  strong,  diversified  economy;  excellent 
schools.  Incentive  package.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Neurologist — Busy  regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice,  or  solo  sharing  call  with  recently 
trained  neurologist.  Excellent  lifestyle  in  family- 
oriented  community  with  strong  economy;  excellent 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Gastroenterologist — Two  busy  CEs  seek  third  for 

group  practice  in  NE  Texas.  Shared  call,  compre- 
hensive benefit  package,  and  early  partnership. 
Modern  hospitals.  Attractive  community  with  strong, 
diversified  economy;  excellent  schools.  Many  social 
and  recreational  opportunities.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

X-Ray  equipment  and  office  furniture  for  sale  in 

Houston.  Closing  orthopedic  satellite  office.  Less 
than  three  years  old.  Call  W.  Turner,  713  526-6881. 

Clay  Adams  HA-4  Hematology  Analyzer  performs 
WBC,  RBC,  Hb,  Hct.  Very  good  condition,  includes 
kit  of  50  tests.  Can  do  fingersticks  or  venipuncture. 
$2,250.  Dr.  Patrick  Hanford,  806  872-2113. 


Office  Space/ Property 

Austin,  Medical  Office  Space — Medical  Science 
Center,  711  W.  38th  Street,  Austin.  Approximately 
767  square  feet  for  lease.  Well  appointed  physi- 
cian's office,  exam  room,  office/reception  areas. 
512  346-2100. 

For  Sale — Outpatient  complex  with  plush  offices 
and  necessary  support  areas.  Five  years  old.  Has 
adjoining  income  producing  real  estate  to  be  sold 
as  a unit.  Owner  retiring.  Center  can  be  accredited 
for  certifications.  Rea:  estate  and  buildings  only  for 
sale.  Principles  only.  P.O.  Box  8009,  Corpus  Christi, 
Texas  78468. 


Unusual  opportunity  for  optician  to  have  own 
vision  clinic  in  busy,  mid-metroplex  Dallas  shop- 
ping center  location.  Has  five  years  of  successful 
and  profitable  history.  Minimum  investment  re- 
quired. Financing  available.  214  641-6248. 

Charlton  Methodist  Hospital  area  in  rapidly  grow- 
ing Southwest  Dallas  County,  1,280  square  feet  and 
2,600  square  feet  garden  offices  with  covered  park- 
ing for  sale  or  lease  across  street  from  hospital. 
Call  214  296-2941. 

The  Highest  Hill  in  Salado — Hilltop  classic  home 
on  2.5  privately  fenced  acres.  Located  in  Millcreek 
Country  Club.  Home  for  entertaining  or  corporate 
retreat.  Move-in  condition.  Paradise  for  birds  and 
gorgeous  sunsets.  Mid  $400s.  512  452-7248.  Mon- 
day through  Thursday.  Brochure,  P.O.  Box  5101, 
Austin,  Texas  78763. 


Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Cross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  237- 
7765. 

For  Sale — General  practice,  HEB  area.  Cross 
$164,000.  All  equipment  less  than  five  years  old. 
EKC,  Medco  sonolator.  Hydrocollator  packs,  Culpo- 
scope,  Cryo  unit.  Xerox,  etc.  Please  contact  Ad-703, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Alabama — Solo  family  practice  in  town  of  15,000. 
Excellent  coverage.  No  OB,  grossing  $225K  after 
only  two  years.  Near  Gulf.  Please  reply  to  Ad-704, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701 , 

Thoracic  and  cardiology  practice  for  sale.  West 
Texas.  Call  915  333-5781. 

Family  Practice — Houston.  Established  20+  years 
with  over  2,000  active  charts.  Fully  equipped  office 
with  x-ray  and  lab  located  in  professional  building 
close  to  hospital.  Current  collections  exceed  half  a 
million  dollars.  Well-trained  staff  will  stay.  Phy- 
sician willing  to  remain  in  practice  part-time.  Con- 
tact Ad-698,  TEXAS  MEDICINE,  1801  North  Lamar 
Blvd.,  Austin,  Texas  78701. 

Ambulatory  Care — Houston.  Excellent  location.  Fully 
equipped  office  with  x-ray  and  lab.  Current  receipts 
exceed  half  a million  dollars  with  a net  in  excess 
of  $500,000.  Collection  rate  of  99%.  Well-trained 
staff  will  stay.  Will  introduce.  Contact  Ad-705, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin 
Texas  78701. 

Austin — Medical  practice  for  sale  in  Northwest 
Hills.  Price  to  equal  the  balance  of  office  equip- 
ment. For  further  information  please  call  512  338- 
0144. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
).  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 


CONTINUING  EDUCATION 

November  1988  intensive  one  week  refresher  course 
in  Norfolk,  Virginia  by  professors,  MDs,  and  PhDs 
involved  in  medical  education.  Prepare  yourself 
thoroughly  and  professionally  in  the  basic  and 
clinical  sciences  most  needed  for  these  examina- 
tions. Study  materials  provided.  USNBE  Review 
Center,  P.O.  Box  767,  Friendswood,  Texas  77546; 
713  482-8597. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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On  rSov.  8,  1988  vote 

Texas  Supreme  Court 

E^R)Tom  Phillips 
E^r)  Paul  Murphy 
E^R)  Nathan  Hecht 
E^d)  Raul  Gonzalez 
E^d)  Jack  Hightower 

PAID  FOR  BY  TEXAS  MEDICAL  POLITICAL 
I ACTION  COMMITTEE,  1905  N LAMAR  BLVD. 
AUSTIN,  TX  78705 


Keep  this  card  in  your  billfold 
or  purse  until  Nov.  8,  1988 


"Patient  Awareness 
Cards  Available 
for  Your  Use" 


Yes!  Please  send  me: 

250  500 


_1,000 


Supreme  Court  cards  frgfe  to  give  to  my  patients  to 
sharpen  their  awareness  of  the  Texas  Supreme 
Court  races. 

Please  print  name  and  full  address: 


To  defray  costs,  voluntary  contributions  of  $5-$20  are  graciously 
accepted. 

Paid  for  by  Texas  Medical  Political  Action  Committee, 

1905  N.  Lamar  Blvd.,  Austin,  TX  78705 

Contributions  to  Texas  Association  PAC  (TEXPAC)  are  not  deductible 
as  charitable  contributions  for  federal  income  tax  purposes. 
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A PRESCRPTION 
FOR  PHYSICIANS 

BOTHERED  BY:  

★ Too  much  paperwork?  ★ The  burden  of  office  overhead? 

★ Malpractice  insurance  costs? 

★ Not  enough  time  for  the  family? 

★ No  time  to  keep  current  with  technology  and  new  methods? 

★ No  time  or  money  for  professional  development? 

- JOIN  THE  AIR  FORCE  MEDICAL  TEAM: 

WEIL  PROVIDE  THE  FOLLOWING:  " 

★ Competent  and  dedicated  professional  staff. 

★ Time  for  patients  and  for  keeping  professionally  current. 

★ Financial  security,  a generous  retirement  for  those  who  qualify. 

★ If  qualified,  unlimited  professional  development. 

★ Medical  facilities  all  around  the  world. 

★ 30  days  of  vacation  with  pay  each  year. 

★ Complete  medical  and  dental  care. 

★ Low  cost  life  insurance. 

Want  to  find  out  more?  Contact  your  nearest  Air  Force 
recruiter  for  information  at  no  obligation.  Call 

MAJOR  ROY  DURIO 

512-341-6802 

COLLECT 
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COURSES 


OCTOBER 

AIDS 

Oct  22-23,  1988 

aids  in  TEXAS.  Westin  Oaks  Hotel,  Houston.  Fee  8125.  Category  1, 

AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact  Sam  Nixon, 

MD,  The  University  of  Texas  Health  Science  Center,  PO  Box  20367, 

HMB  15.1501,  Houston,  TX  77225  (713)  792-4671 

Basic  Sciences 

Oct  2-5,  1988 

lOTH  ANNUAL  PHARMACY  SYMPOSIUM  ON  CANCER  CHEMOTHER- 
APY. Westin  Galleria  Hotel,  Houston.  Fee  8195.  ACPE  credit  available. 
Contact  Shirley  Roy,  MD  Anderson  Cancer  Center,  Conference  Ser- 
vices, Box  131,  1515  Holcombe  Blvd,  Houston,  TX  77030  (713) 
792-2222 

I Cancer 

Oct  11-14,  1988 

41ST  ANNUAL  SYMPOSIUM  ON  FUNDAMENTAL  CANCER  RESEARCH. 
Westin  Galleria  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  MD  Anderson  Cancer  Center,  Conference  Services  Box  11,1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Disease 

I 

Oct  6-8,  1988 

CONTEMPORARY  TREATMENT  OF  UNSTABLE  ANGINA  AND  ACUTE 
MYOCARDIAL  INFARCTION.  Eldorado  Hotel,  Santa  Fe,  NM.  Fee  8290 
members  of  American  College  of  Cardiology,  8355  nonmembers  of 
I ACC,  8175  residents,  fellows.  Category  1,  AMA  Physician’s  Recognition 
I Award;  18  hours.  Contact  American  College  of  Cardiology,  Extramural 
j Programs,  Dept  5080,  Washington,  DC  20061-5080  (800)  253-4636 

Dermatology 

Oct  14-16,  1988 

7TH  POSTGRADUATE  COURSE  IN  MEDICAL  MYCOLOGY  (DER- 
MATOMYCOLOGY).  University  of  California,  School  of  Medicine,  San 
I Francisco.  Fee  8275  physicians,  8140  residents,  interns.  Category  1, 

I AMA  Physician’s  Recognition  Award;  16  hours.  Contact  University  of 
California,  Extended  Programs  in  Medical  Education,  Registration 
' Office,  Rm  575-U,  San  Francisco,  CA  94143-0764  (415)  476-5808 

, Emergency  Care 

i Oct  21-22,  1988 

4TH  ANNUAL  EMERGENCY  MEDICINE  CONFERENCE.  Dallas.  Fee 
8150.  Category  1,  AMA  Physician’s  Recognition  Award;  10  hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  240 1 S 3 1 st  St,  Temple,  TX 
76508(817)774-4083 

Endocrinology 

Oct  14-15,  1988 

3RD  ANNUAL  DIABETES  CENTER  CLINICAL  SYMPOSIUM.  LaMansion 
del  Rio,  San  Antonio,  Tex.  Fee  8125  physicians,  850  nonphysicians. 
Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Contact 


Kathleen  O’Shea,  Humana  Hospital,  8026  Floyd  Curl  Dr,  San  Antonio, 

TX  78229  (512)  692-8257 

Family  Medicine 

Oct  14-15,  1988 

4TH  ANNUAL  WOMEN’S  HEALTH  UPDATE.  College  Station,  Tex.  Fee 
8125.  Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact Susan  Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX 
76508(817)774-4083 

General  Medicine 

Oct  8-9,  1988 

INTERNATIONAL  RHEUMATOLOGY  CONFERENCE.  Cliff  Inn,  El  Paso, 
Tex.  Fee  8150  physicians,  875  residents,  interns,  fellows.  Categoiy  1, 
AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Karen  De  Long, 
2001  N Oregon,  El  Paso,  TX  79902  (915)  542-601 1 

Oct  29,  1988 

THE  CRITICALLY  ILL  PATIENT.  Stouffer  Hotel,  Dallas.  Fee  890  physi- 
cians, 850  residents.  Category  1,  AMA  Physician’s  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  DaUas,  TX  75235  (214)  879-3789 

Geriatrics 

Oct  5-7,  1988 

CONFERENCE  ON  NUTRITION  AND  AGING.  The  University  of  Texas 
Medical  Branch,  Galveston,  Tex.  Fee  8350  physicians,  8250  non- 
physicians. Category  1,  AMA  Physician’s  Recognition  Award;  20  hours. 
Contact  The  University  of  Texas  Medical  Branch,  Dept  of  Internal 
Medicine,  B-37,  Galveston,  TX  77550-2775  (409)  761-1987 

Oct  26,  1988 

GERIATRICS  IN  CUNICAL  PRACTICE.  Marriott-Medical  Center,  Hous- 
ton. Fee  TBA.  Credit  TBA.  Contact  Vicki  Forgac,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

Internal  Medicine 

Oct  1,  1988 

RESPIRATORY  ALLERGY  UPDATE.  Room  E6.200,  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Con- 
tact June  Bovill,  Continuing  Education,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Oct  14,  1988 

UPDATE  IN  SEXUALLY  TRANSMITTED  DISEASES.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  875. 
Category  1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact 
Ann  Parchem,  Continuing  Education,  The  University  of  Texas  South- 
western Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235 
(214)688-2166 

Neurology 

Oct  6-8,  1988 

EMERGING  CONCEPTS  IN  ALZHEIMER  CARE.  Holiday  Inn  Riverwalk, 
San  Antonio,  Tex.  Fee  890.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 1.5  hours.  Contact  Vicki  Hollander,  Office  of  Continuing  Medi- 
cal Education,  Texas  Tech  University  Health  Sciences  Center,  Lubbock, 
TX  79430  (806)  743-2929 
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Obstetrics  and  Gynecology 

Oct  28-29,  1988 

ELECTROSURGERY  AND  LASER  LAPAROSCOPY.  Marriott  River  Center 
Hotel-Downtown,  San  Antonio,  Tex.  Pee  S250  physicians,  S75  non- 
physicians, fellows,  residents.  Category  1,  AMA  Physician’s  Recognition 
Award;  1 3 hours.  Contact  The  University  of  Texas  Health  Science  Cen- 
ter, Continuing  Medical  Education  Office,  7703  Ployd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 

Ophdialmology 

Oct  7-8,  1988 

SILICONE  OIL:  A TUTORIAL  WITH  DR  RELJA  ZIVOJNOVIC.  Westin 
Hotel-Galleria,  Dallas.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  9 hours.  Contact  Lela  Breckenridge,  Presbyterian  Hospital, 
8200  Walnut  Hill  Lane,  Dallas,  TX  75231  (214  ) 696-8458 

Orthopedic  Surgery 

Oct  13-15,  1988 

DALLAS  SHORT  COURSE/ORTHOTICS  AND  PROSTHETICS.  Melrose 
Hotel,  Dallas.  Fee  S225.  Credit  TBA.  Contact  Ann  Carlton,  RPT, 
Orthopaedics,  The  University  of  Texas  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas.  TX  75235-9031  (214)  688-3525 

Otorhinolaryngology 

Oct  1-2,  1988 

ENDOSCOPIC  SINUS  SURGERY,  4TH  COURSE.  Room  D 1.600,  The  Uni- 
versity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  S640.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Ann 
Parchem,  Div  of  Continuing  Education,  UT  Southwestern  Medical  Cen- 
ter, 5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

Oct  21-22,  1988 

A SYMPOSIUM  ON  CLINICAL  PROBLEMS  IN  CHILD  NEUROLOGY 
Hyatt  Regency  Hotel,  San  Francisco.  Fee  S215.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  1 1 hours.  Contact  University  of  California, 
Extended  Programs  in  Medical  Education,  Room  U-569,  San  Francisco, 
CA  94143-0742  (415)  476-4251  for  program  information,  (415) 
476-5808  for  registration  information 

Oct  28-29,  1988 

12TH  ANNUAL  PEDIATRICS  POSTGRADUATE  CONFERENCE.  Lub- 
bock, Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award; 
hours  TBA.  Contact  Vicki  Hollander,  Office  of  Continuing  Medical  Edu- 
cation, Texas  Tech  University  Health  Sciences  Center,  Lubbock  TX 
79430(806)743-2929 


Oct  24-28,  1988 

BRACHYTHERAPY  DOSIMETRY.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  *600.  Category  1,  AMA  Physician’s 
Recognition  Award;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Oct  28-30,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Dallas.  Fee  *350.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Dolly  Chris- 
tensen, Dept  of  Radiology,  The  University  of  Texas  Southwestern  Medi- 
cal Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2502 

Risk  Management 

Oct  22,  1988 

RISK  REDUCTION  SEMINAR  FOR  PHYSICIANS.  Room  D 1.600,  The 
University  of  Texas  Southwestern  Medical  Center.  Fee  TBA.  Credit 
TBA.  Contact  Freddie  Heitman,  Continuing  Education,  UT  Southwest- 
ern Medical  Center,  5323  Harry  Hines  Blvd,  DaUas,  TX  75235  (214) 
688-2166 

Surgery 

Oct  8-9,  1988 

REGIONAL  REVIEW  COURSE  IN  HAND  SURGERY  1988.  San  Antonio, 
Tex.  Fee  *200  physicians,  *100  residents,  fellows.  Category  1,  AMA 
Physician’s  Recognition  Award;  12  hours.  Contact  American  Society  for 
Surgery  of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014 
(303)755-4588 

Oct  8,  1988 

STAPLING  UPDATE  FOR  GENERAL  AND  THORACIC  SURGERY.  The 
University  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  *250. 
Category  1,  AMA  Physician’s  Recognition  Award;  7 hours.  Contact  the 
Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Transplantation 

Oct  13-15,  1988 

TRANSPLANTATION  1988.  Westin  Hotel-Galleria.  Fee  *125  physicians 
in  advance,  *150  physicians  on  site,  *50  nonphysicians  in  advance, 

*60  nonphysicians  on  site.  Category  1,  AMA  Physician’s  Recognition 
Award;  14.5  hours.  Contact  Maria  Neal,  Dallas  Transplant  Institute,  PO 
Box  225999,  Dallas,  TX  75265  (214)  944-8583 

NOVEMBER 

Anesthesiology 


Psychiatry 

Oct  7-8,  1988 

CHILD  AND  FAMILY  MENTAL  HEALTH  IN  THE  RIO  GRANDE  VALLEY. 
Embassy  Suites  Hotel,  McAllen,  Tex.  Fee  *95  physicians,  *55  nonphysi- 
cians. Category  1 , AMA  Physician’s  Recognition  Award;  1 . 1 hours.  Con- 
tact Martha  Berlin,  Office  of  Continuing  Education,  The  University  of 
Texas  Medical  Branch,  William  C.  Levin  Hall  J-34,  Galveston  TX  77550 
(409)  761-2934 
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Oct  12-14,  1988 

DIAGNOSTIC  RADIOLOGY  UPDATE.  Hyatt  Regency  Hotel-Downtown, 
San  Antonio,  Tex.  Fee  *300.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  Contact  the  Continuing  Medical  Education  Office, 
UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 

567  4444 

Oct  17-21,  1988 

EXTERNAL  BEAM  DOSIMETRY.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex.  Fee  *600.  Category  1,  AMA  Physician’s 
Recognition  .\ward;  36  hours.  Contact  the  Continuing  Medical  Educa- 
tion Office,  U EHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78290-7980 
(512)  567-4444 


Nov  12,  1988 

BAY-CAP  MINI  SYMPOSIUM.  Marriott-Medical  Center,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030 

Cancer 

Nov  2-5,  1988 

32ND  ANNUAL  CUNICAL  CONFERENCE/OPTIMIZING  MANAGE- 
MENT OF  PRIMARY  BONE  TUMORS:  MULTI-DISCIPLINARY  AP- 
PROACH. MD  Anderson  Hospital,  Clark  Clinic  Bldg  Auditorium, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  MD  Anderson 
Cancer  Center,  Conference  Services  Box  131,  1515  Holcombe  Blvd, 
Houston,  TX  77030  (713)  792-2222 

Cardiovascular  Diseases 

Nov  30-Dec  1,  1988 

SELECTED  TOPICS  IN  CARDIOLOGY/33RD  ANNUAL  JAMES  AND  UNA 
TRUITT  LECTURE.  Texas  Medical  Center,  Houston.  Fee  *10.  Category 
1 , AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Sam  Nixon, 
MD,  PO  Box  20367,  1100  Holcombe  Blvd,  Rm  1501,  Houston,  TX 
77225  (713)792-4671 


Texas  Medicine 


Critical  Care  Medicine 

Nov  17-19,  1988 

THORACIC  AND  ABDOMINAI.  TRAUMA/8TH  ANNUAL  WilXlAM 
BEAUMONT  ARMY  MEDICAL  CENTER  TRAUMA  SYMPOSIUM  Mar 
riott  Hotel,  El  Paso,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  20  hours.  Contact  Mrs  Marty  May,  Trauma  Service,  Dept 
of  Surgery,  William  Beaumont  Army  Medical  Center,  El  Paso,  TX 
79920-5001  (915)  569-2621  or  (915)  569-2787 

General  Medicine 

Nov  10-12,  1988 

DIABETES  UPDATE  1988.  The  University  of  Texas  Medical  Branch, 
Galveston,  Tex.  Fee  <250  physicians,  $125  non-physicians.  Category  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  J-34,  UTMB,  Galveston,  TX 
77550-2782  (409)  761-2934 


Geriatrics 

Nov  18,  1988 

COMPREHENSIVE  GERIATRIC  ASSESSMENT.  Hilton,  San  Francisco.  Fee 
$75  American  Geriatrics  Society  and  Gerontological  Society  of  Amer- 
ica members,  $100  nonmembers,  $50  residents,  interns,  fellows,  $35 
students.  Category  1,  AMA  Physician’s  Recognition  Award;  5.5  hours. 
Contact  American  Geriatrics  Society,  770  Lexington  Ave,  Suite  400, 
New  York,  NY  10021  (212)  308-1414 

Neurology 

Nov  5,  1988 

SYMPOSIUM  ON  STROKE.  Marriott  Rivercenter  Hotel-Downtown,  San 
Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact  Continuing  Medical  Edu- 
cation Office,  The  University  of  Texas  Health  Science  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Obstetrics  and  Gynecology 

Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/GYN.  Westin  Hotel, 
Dallas.  Fee  $475  complete  course,  $325  basic  course,  $150  pathology 
course.  Category  1 , AMA  Physician’s  Recognition  Award;  36  hours. 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)  688-2166 

Nov  2-6,  1988 

PELVIC  AND  VAGINAL  SURGERY.  San  Antonio,  Tex.  Fee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Susan 
Larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 

NOV  3-5,  1988 

OBSTETRIC  ULTRASOUND.  Royal  Sonesta  Hotel,  New  Orleans.  Fee 
$445,  $395  fellows,  $198  life  and  subspecialty  fellows.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours.  ACOG,  16  cognates. 
Contact  the  American  College  of  Obstetricians  and  Gynecologists,  600 
Maryland  Ave  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  9-11,  1988 

LASERS  IN  GYNECOLOGY.  University  of  Massachusetts  Medical  Cen- 
ter, Worchester,  Mass.  Fee  $750,  $700  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  20  hours.  ACOG,  20  cognates.  Contact  the 
American  College  of  Obstetricians  and  Gynecologists,  600  Maryland 
Ave  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  10,  1988 

NEWER  TREATMENT  REGIMENS  IN  THE  DISORDERS  OF  WOMEN/ 
PSYCHIATRIC  AND  GYNECOLOGIC  PERSPECTIVES.  Inn  on  the  Park, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila  Lemer,  Baylor  College  of 
Medicine,  Texas  Medical  Center,  Houston,  TX  77030  (713)  799-6020 

Nov  12,  1988 

UPDATE  ON  OVARIAN  CANCER.  MD  Anderson  Cancer  Center,  Clark 
Clinic  Auditorium,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy, 
MD  Anderson  Cancer  Center,  Conference  Services,  Box  131,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 


.'Jov  18-19,  1988 

lOTH  ANNUAL  SEMINAR  IN  OBSrE  rRK;S  AND  GYNECOLOGY  Texas 
Tech  University  Health  Sciences  (x-nter,  Lubbock,  Tex.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  8.5  hours.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity HSC,  Lubbock,  TX  79430  (806)  743-2929 

Nov  28-29,  1988 

COMPUTER  APPLICATIONS  IN  OBSTETRICS  AND  GYNECOLOGY:  AN 
INTRODUCTORY  WORKSHOP  Houstonian  Hotel  and  Conference 
Center,  Houston.  Fee  $550,  $500  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 4 hours.  ACOG,  1 4 cognates.  Contact  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW, 

Suite  300  East,  Washington,  DC  20024-2588 

Oncology 

Nov  30- Dec  1,  1988 

CLINICAL  PROBLEMS  IN  ONCOLOGY.  Marriott  Hotel-Medical  Center, 

Houston.  Fee  TBA.  Credit  TBA.  Contact  Tamara  Greiner  or  Carol 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

Ophthalmology 

Nov  17-19,  1988 

WELSH  CATARACT  CONGRESS.  Westin  Galleria,  Houston.  Fee  $485. 

Credit  TBA.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Ortfiopedic  Surgery 

Nov  9-13,  1988 

CHALLENGE  OF  THE  LUMBAR  SPINE/ lOTH  ANNIVERSARY  SYM 
POSIUM.  Hyatt  Regency  Hotel,  San  Antonio,  Tex.  Fee  $550  physicians, 

$425  residents,  interns,  $150  per  day.  Category  1,  AMA  Physician’s 
Recognition  Award;  3 1 hours.  Contact  Challenge  of  the  Lumbar  Spine, 

Inc,  4330  Medical  Drive,  Suite  210,  San  Antonio,  TX  78229  (512) 

696-9971 

Pediatrics 

Nov  11-12,  1988 

PEDIATRICS  FOR  THE  PRACTITIONER/22ND  ANNUAL  KENNETH 
HALTALIN  PEDIATRICS  SEMINAR.  Westin  Hotel,  Dallas.  Fee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  1 1 hours.  Contact  June 
Bovill,  Continuing  Education,  UT  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Nov  11-12,  1988 

ADVANCES  IN  THE  TREATMENT  OF  PEDIATRIC  BONES.  Westin  Gal- 
leria Hotel,  Dallas.  Fee  $150  before  Sept  1,  $175  after  Sept  1.  Credit 
TBA.  Contact  Linda  Henry,  Humana  Hospital-Medical  City  Dallas,  7777 
Forest  Lane,  Dallas,  TX  75230  (214)  788-6236 

Nov  30-Dec  2,  1988 

ENTEROPATHY  OF  INFANTILE  MALNUTRITION,  DIAGNOSIS  AND 
MANAGEMENT.  Children’s  Nutrition  Research  Center,  Baylor  College 
of  Medicine,  Houston.  Fee  $150  before  Oct  1,  $175  after  Oct  1.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Vicki 
Forgac  or  Lila  Lemer,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 

Houston,  TX  77030 
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Psychiatry  

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  S'VMPOSIUM.  San  Francisco.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Con- 
tact Extended  Programs  in  Medical  Education,  Room  569-U,  University 
of  California  School  of  Medicine,  San  Francisco,  CA  94143  (415) 

476-4251 

Nov  19,  1988 

AFFECTIVE  DISORDERS:  TREATMENT  UPDATE.  The  Grand  Kempinski 
Hotel,  Dallas.  Fee  $90  physicians,  $50  residents.  Category  1 , AMA  Phy- 
sicians Recognition  Award;  7 hours.  Contact  Diane  Pitkin.  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 
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Radiology 

Nov  14-18,  1988 

RADIATION  SAFETY  OFFICERS  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8750.  Category  1,  AMA 
Physician’s  Recognition  Avk^ard;  36  hours.  Contact  the  Continuing 
Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio, 

TX  78284-7980  (512)  567-4444 

Nov  16-19,  1988 

FUNDAMENTALS  OF  MRI.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  8395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  the  Continuing  Medical  Education 
Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Risk  Management 

Nov  10-11,  1988 

RISK  MANAGEMENT  AND  QUAUTY  ASSURANCE:  ISSUES  AND  INTER- 
ACTIONS. West  Chase  Hilton,  Houston.  Fee  TEA.  Credit  TBA.  Contact 
Nancy  Ebert,  PO  Box  15587,  Austin,  TX  78761  (512)  465-1000  or 
(800)  252-9403 

Surgery 

Nov  2-5,  1988 

THE  WRIST  1988.  Saddlebrook  Resort,  Tampa,  Fla.  Fee  8520  physi- 
cians before  Oct  3,  8570  physicians  after  Oct  3,  8370  residents,  fel- 
lows before  Oct  3,  8420  residents,  fellows  after  Oct  3.  Category  1, 

AMA  Physician’s  Recognition  Award;  19  hours.  Contact  American  So- 
ciety of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  (303) 
755-4588 

Nov  4-5,  1988 

GENERAL  SURGERY  UPDATE  1988.  Marriott-Medical  Center,  Houston. 
Fee  8225.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hours. 
Contact  Lila  Lemer,  Office  of  Continuing  Education,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

DECEMBER 

Cancer 

Dec  7-9,  1988 

ADVANCES  IN  CANCER  MANAGEMENT/NATIONAL  CONFERENCE  OF 
THE  AMERICAN  CANCER  SOCIETY.  Hyatt  Regency  Hotel,  Los  Angeles, 
CA.  Fee  8200  physicians  before  Nov  20,  8250  after  Nov  20.  Category 
1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  the  Ameri- 
can Cancer  Society,  National  Conference  on  Advances  in  Cancer  Man- 
agement, 3340  Peachtree  Road  NE,  Atlanta,  GA  30026  (212)  599-3600 

Chest  Disease 

Dec  2-3,  1988 

UPDATE  ON  CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE.  Hotel 
Intercontinental,  New  Orleans.  Fee  8150  member  American  College  of 
Chest  Physicians,  8175  nonmember  ACCP.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  9 5 hours.  Contact  American  College  of 
Chest  Physicians,  PO  Box  93826,  Chicago,  IL  60673  (312)  698-2200 

Family  Medicine 
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Dec  2-3,  1988 

3RD  ANNUAL  PRIMARY  CARE  RESEARCH  AND  STATISTICS.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  8125.  Category  1, 

AMA  Physician’s  Recognition  Award;  14  hours.  AAFP  prescribed,  13.75 
hours.  Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Dec  2-3,  1988 

2ND  ANNUAL  UPDATE  ON  COMMON  MEDICAL  AND  SURGICAL 
PROBLEMS.  Hyatt  Regency,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  iTathleen  O’Shea,  Humana  Hospital,  8026  Floyd  Curl  Dr,  San 
Antonio,  Ta  78229  (512)  692-8257 

Dec  3,  1988 

PRACTICE  UPDAI  E 88.  Grand  Kempinski  Hotel,  Dallas.  Fee  890  physi- 
cians, 850  residents.  Category  1 , AMA  Physician’s  Recognition  Award; 


7 hours.  Contact  Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 

General  Medicine 

Dec  3-4,  1988 

CHRONIC  PAIN  AND  THE  PRIMARY  PHYSICIAN.  Marriott  Hotel- 
Medical  Center,  Houston.  Fee  8175.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  10  hours.  Contact  Sam  Nixon,  MD,  PO  Box  20367, 

1 100  Holcombe  Blvd,  Rm  1501,  Houston,  TX  77225  (713)  792-4671 

Geriatrics 

Dec  9,  1988 

MULTIDISCIPLINARY  CHALLENGES  OF  GERIATRIC  CARE.  New  York 
Academy  of  Medicine,  NY.  Fee  875  physicians,  845  students.  Category 
1,  AMA  Physician’s  Recognition  Award;  4.5  hours.  AAFP  prescribed. 
Conuct  American  Geriatrics  Society,  770  Lexington  Ave,  Suite  400, 
New  York,  NY  10021  (212)  308-1414 

Obstetrics  and  Gynecology 

Dec  1-3,  1988 

CLINICAL  UPDATE  ON  OBSTETRIC  AND  GYNECOLOGIC  INFEC 
TIONS.  Plaza  of  the  Americas  Hotel,  Dallas.  Fee  8275.  Category  1,  AMA 
Physician’s  Recognition  Award;  12  hours.  Contact  Roland  Black,  MD, 
Registration  Chairman,  7777  Forest  Lane-MCD,  A-331,  Dallas,  TX 
75230 

Ordiopedic  Surgery 

Dec  1-3,  1988 

FALL  SYMPOSIUM  ON  BACK  PAIN/AMERICAN  BACK  SOCIETY.  Hyatt 
Regency  Hotel,  San  Francisco.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  18.5  hours.  Contact  American  Back  Society,  2647 
E 14th  St,  Suite  401,  Oakland,  CA  94601  (415)  536-9929 

Otolaryngology 

Dec  9-10,  1988 

ENDOSCOPIC  SINUS  SURGERY.  The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  8500.  Category  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours.  Contact  Martha  Berlin,  Office  of  Continuing 
Education,  The  University  of  Texas  Medical  Branch,  William  C.  Levin 
Hall  J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

Pathology 

Dec  10,  1988 

ENDOCRINE  TUMOR  PATHOLOGY/45TH  ANNUAL  PATHOLOGY 
SEMINAR.  The  University  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  8100.  Category  1,  AMA  Physician’s  Recognition  Award;  6 
hours.  Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONFERENCE  ON  CONTEMPORARY  ISSUES  IN 
DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Holiday 
Inn  Crowne  Plaza-Galleria,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Linda  Brown,  Office  of  Continuing  Education,  G.104  MSB,  The  Univer- 
sity of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  77030  (713) 
792-5346 

Dec  3,  1988 

NEW  FRONTIERS  IN  NEUROPSYCHOPHARMACOLOGY/6TH  ANNUAL 
UPDATE  IN  PSYCHIATRY.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  875,  895  late  fee.  Credit  TBA.  Contact  the 
Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

JANUARY 

Family  Medicine 

Jan  27-29,  1989 

FAMILY  MEDICINE.  Houston.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
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Obstetrics  and  Gynecology 
Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Houston.  Contact  Lila  Lemer,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT.  A MULTIDISCIPLINARY  APPROACH.  San  Antonio, 
Tex.  Contact  the  Continuing  Medical  Education  Office,  The  University 
of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

Radiology 

Jan  23-27,  1989 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  San  An 
tonio,  Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7980  (512)  567-4444 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  San  Antonio,  Tex. 
Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

FEBRUARY 

Obstetrics  and  Gynecology 
Feb  24-25,  1989 

SYMPOSIUM  ON  PREMATURE  LABOR.  San  Antonio,  Tex.  Contact  The 
University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 

Occupational  Medicine 

Feb  22-25,  1989 

OCCUPATIONAL  MEDICINE.  Houston.  Contact  Carol  Soroka,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Padiology 

Feb  16-19,  1989 

7TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE.  Houston.  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-6020 

Radiology 

Feb  6- 10,  1989 

BASIC  RADIOLOGICAL  HEALTH.  San  Antonio,  Tex.  Contact  The  Uni- 
versity of  Texas  Health  Science  Center,  Continuing  Medical  Education 
Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

MARCH 

Anesthesiology 
March  3-5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Houston. 
Contact  Marjorie  Kraft,  6431  Fannin,  G.104,  Houston,  TX  77030  (713) 
792-5346 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  San 
Antonio,  Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7980  (512)  567-4444 


General  Medicine 

March  3-4,  1989 

3RD  INFECTIOUS  DISEASES  STMPOSIUM  El  Paso,  Tex.  Contact  Karen 
Greenup,  Registrar,  Providence  Memorial  Hospital,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  542-6660 

Oncology 

March  5-9,  1989 

CRITICAL  DETERMINANTS  IN  CANCER  PROGRESSION  AND  METAS 
TASIS.  Houston.  Contact  Shirley  Roy,  Conference  Services,  Box  131, 
MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Pathology 

March  13-17,  1989 

CURRENT  CONCEPTS  IN  TOXICOLOGY,  San  Antonio,  Tex.  Contact 
The  University  of  Texas  Health  Science  Center,  Continuing  Medical 
Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)567-4444 

Pediatrics 

March  29-April  1,  1989 

SYMPOSIUM  ON  SU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN- 
NUAL PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Washington,  DC. 
Contact  Marian  Troup,  Dept  of  Pediatrics,  The  University  of  Texas 
Southwestern  Medici  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3439  or  (214)  688-2166 

Plastic  Surgery 

March  3-5,  1989 

RHINOPLASTY;  AN  EDUCATIONAL  SYMPOSIUM.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas, TX  75235  (214)  688-2166 

Surgery 

March  30-April  1,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY,  DaUas.  Contact  June  BovUl, 
Continuing  Education,  UT  Southwestern  Medical  Center,  5323  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

APRIL 

Family  Medicine 
April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  San  An- 
tonio, Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7980  (512)  567-4444 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houston,  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Cen- 
ter, 1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 


REGULARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  1-hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
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Medical  Foundation.  601  E 15th  St,  Austin,  TX  (512)  4'’6-646l 

ext  51 -2 

Thursdays.  8 am 

INTERNAL  .MEDKdNE  ORAND  ROl’NDS.  Brackenridge  Hospital.  Aus- 
tin. Tex.  Clategon,  1,  .\MA  Physician  s Recognition  .\\vard;  1 hour 
weekly.  (Contact  Janna  Ashford.  Central  Texas  .Medical  Foundation. 

1 500  East  Ave.  Austin.  TX  '8’0 1 ( 5 1 2 ) -480- 1 869 

Eridays  1 2 pm  ( 2nd  and  tth  ) 

rEACHlNCi  CASE  CONFERENCE  Park  Place  Hospital,  Port  .\rthur.  Tex. 
Category  1.  .\MA  Physician's  Recognition  .\ward;  2 hours  monthly 
Contact  Phil  Newman.  MD.  Box  16-t8.  Port  .\rthur,  TX  640  (409) 
98,5-4951 

Date  assigned  by  individual  request 

\ ISlTlNCi  FELLOW  SHIP  IN  .MRl  The  .Methodist  Hospital,  Houston.  Fee 
SI. 000  physicians:  S500  residents  and  fellows.  Category  I.  .\.MA  Physi- 
cian's Recognition  .Award.  40  hours  Contact  I'amara  Greiner.  Office  of 
Ciontinuing  Education.  Bay  lor  College  of  Medicine,  One  Bay  lor  Plaza. 
Houston.  TX  "-O.AO  ( "I  5 ) ■'99-6020 

Date  assigned  by  individual  request 

M1(;ROSI'R(iERY  course  Microsurgery  Lab.  Room  445E.  Ba\  lor  Col- 
lege of  .Medicine.  Houston  Fee  SI. 000  physicians  for  40  hours;  SI. 600 
phy  sicians  for  80  hours;  S800  residents  and  fellows  for  40  hours; 

SI. 200  residents  and  fellows  for  80  hours.  Category  1,  .A.MA  Physician's 
Recognition  Award  Contact  .Monica  .loerger.  .Microsurgery  Lab.  Room 
t45E,  Bay  lor  College  of  .Medicine.  Houston.  TX  '050  (’15)  ’99-4556 


TELECONFERENCE  NETW  ORK  OF  TF2^\S 


FAery  other  Thursday,  12:50  pm 

(-LIN1C.5L  TOPICS  IN  .MEDKdNE.  The  rni\  ersiu  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites  Fee 
S55  program,  hospital  subscription  program  Categorv  I.  A.M.A  Ph\  si- 
cian's  Recognition  .Award.  Contact  Ph\  Mis  W ood.  Acting  Director.  Tele- 
conference Network  of  Lexas,  ”0,5  Elo^  d Curl  Dr,  San  .Antonio.  TX 
’8284  ( 512  ) 691 -’291 


PRACTICE  .MANAGEMENT  W ORKSHOPS 


Lhe  follow  ing  are  practice  management  workshops  and  seminars  spon- 
sored h\  the  Texas  Medical  Association  Participants  in  the  workshops 
and  .seminars  vsill  receive  Category  1 credit  toward  the  A.MA  Physi- 
cian's Recognition  Award  w here  indicated.  For  fiirther  information, 
contact  the  Department  of  Practice  .Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Bl\  d,  .Austin,  TX  ’8’0I  ( 512  ) 4”-6’04 

SEPTEMBER 

LHE  I 2 .5  s OF  PIUC'l'lCE  DEA'ELOPMENT— 5 5 hours 
Sept  24.  1988.  Dallas 

2 04  INSI'RANCT:  CIAI.MS  preparation,  CODINC.  and  DOCr.MENTA- 

LION— 5 hours 

Sept  1 5,  1988,  San  Antonio 
Sept  1 4,  1988,  .McAllen 
Sept  20,  1988,  Fort  W orth 
Sept  22,  1988,  Tyler 
Sept  28,  1988,  Austin 
Sept  29,  1988,  Houston 

HOW  TO  l.MPROVE  A’OUR  I'HIRD-PARTA'  REI.MBL'RSE.MENT— 5 
hours 

Sept  1 .s  1988,  San  Antonio 
Sept  14,  i988.  McAllen 
Sept  20,  1968.  Fort  Worth 
Sept  22,  1988,  I'yler 
Sept  28.  1988,  Austin 
Sept  29,  1988,  Houston 


OCTOBER 

INSURANCE  CIAI.MS  PREPARATION.  CODING  AND  DOCU.MENTA 

TION— 5 hours 

Oct  15,  1988.  Midland 

Oct  14,  1988.  Lubbock 

Oct  19,  1988.  Abilene 

Oct  21.  1988,  Dallas 

HOW  TO  l.MPROA'E  A OUR  THIRD-PARTA  REI.MBUR.SE.MENT— 5 
hours 

Oct  15.  1988.  Midland 
Oct  1 4.  1988.  Lubbock 
Oct  19.  1988.  Abilene 
Oct  21.  1988,  Dallas 

HOW  TO  Rl'N  A MORE  PROFITABLE,  PRACH'ICE— 6 hours 
Oct  5.  1988.  Austin 
Oct  6,  1988,  Dallas 

PIANNING  FOR  RETIRE.MENT 
Oct  8.  1988.  San  Antonio 

HOW  TO  CiET  STARTED  IN  MEDICAL  PR.ACTICE— 1 1 hours 
Oct  28-29,  1988.  Temple 

NOVEMBER 

HOW  TO  RUN  A .MORE  PROFITABLE  PRACTICE— 6 hours 
Nov  9.  1988,  San  Antonio 
Nov  10.  1988.  Ft  W orth 
Nov  1 1.  1988.  Houston 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 I hours 
Nov  16-1’.  1988,  Dallas 
Nov  18-19.  1988.  Lubbock 
Nov  29-, 50.  1988.  Houston 


VIDEOTAPE  PROGRAMS  FROM  TMA  LIBRARY 


Following  are  several  of  the  most  recent  titles  added  to  the  Texas 
Medical  Association  .Memorial  Library's  video  collection.  Each  of  these 
programs  has  been  designated  for  two  credit  hours  of  Category  1 . A,MA 
Physician's  Recognition  Award.  This  continuing  medical  education  ac- 
ti4  ity  is  available  at  no  extra  charge  to  TMA  members.  To  borrow  a 
specitic  program  or  get  more  information  contact  the  Audiovisuals 
Office.  Texas  .Medical  Association.  1801  N Lamar  Blvd.  Austin,  TX 
’8’01  ( 512)  4”-6’04,  ext  195. 

SEIZURE  CLINIC:  .MANAGEMENT  OF  THE  PATIENT  WITH  EPILEPSY. 
NC.ME  Tape  518.  One  half  inch  VHS,  50  minutes.  New  ')ork.  Network 
for  Continuing  .Medical  Education,  1988. 

CURRENT  CONCEPTS  IN  NUTRITION.  NC.ME  Tape  520.  One  half  inch 
VHS.  48  minutes.  New  '\ork.  Network  for  Continuing  Medical  Educa- 
tion. 1988 

LEARNING  DISABILITIES:  DIFFERENTIAL  DIAGNOSIS.  NC.ME  Tape 
522.  One  half  inch  VHS,  48  minutes.  New  York,  Nenvork  for  Continu- 
ing .Medical  Education,  1988 

NON-INSULIN  DEPENDENT  DIABETES;  ADA  GUIDELINES  FOR  .MAN 
AGEMENT.  NCME  Tape  524.  One  half  inch  VHS,  48  minutes.  New 
'^'ork.  Network  for  Continuing  Medical  Education,  1988. 

COMMUNITY  ACQUIRED  PNEUMONIAS:  CURRENT  CLINICAL  AP- 
PROACHES. NCME  Tape  526.  One  half  inch  VHS,  45  minutes.  New 
■York,  Network  for  Continuing  Medical  Education,  1988. 

DEPRESSIVE  ILLNESS:  RECOGNITION  AND  TREATMENT.  NCME  Tape 
527.  One  half  inch  VHS,  49  minutes.  New  York,  Network  for  Continu- 
ing Medical  Education,  1988. 

BONE  LOSS  AND  OSTEOPOROSIS;  WOMEN  AT  RISK.  NCME  Tape 
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528.  One  half  inch  VHS,  50  minutes.  New  York,  Network  for  Continu- 
ing Medical  Education,  1988. 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


September 

AMERICAN  ACADEMY  OF  FACIAL  PLASTIC  AND  RECONSTRUCTIVE 
SURGERY  ANNUAL  MEETING,  Washington,  DC,  Sept  23-24,  1988. 
Contact  American  Academy  of  Facial  Plastic  and  Reconstructive  Sur- 
gery, 1101  Vermont  Ave  NW,  Ste  404,  Washington,  DC,  20005  (202) 
842-4500 

AMERICAN  ACADEMY  OF  OTOLARYNGIC  ALLERGY  ANNUAL  MEET 
ING,  Washington,  DC,  Sept  29-Oct  1,  1988.  Contact  AAOA,  1101  Ver- 
mont Ave  NW,  Ste  302,  Washington,  DC,  20005  (202)  682-0546 

AMERICAN  ACADEMY  OF  OTOLARYNGOLOGY  HEAD  AND  NECK 
SURGERY  ANNUAL  MEETING,  Washington,  DC,  Sept  25-29,  1988. 
Contact  AAO,  1 101  Vermont  Ave  NW,  Ste  302,  Washington,  DC  20005 
(202)  289-4607 

AMERICAN  COLLEGE  OF  EMERGENCY  PHYSICIANS  ANNUAL  MEET 
ING,  New  Orleans,  Sept  26—29,  1988,  Contact  ACEP,  PO  Box  619911, 
DaUas,  TX  75261  (214)  550-0911 

AMERICAN  COLLEGE  OF  NUCLEAR  PHYSICIANS  ANNUAL  MEETING, 
Washington,  DC,  Sept  28-Oct  2,  1988.  Contact  ACNP,  1101  Vermont 
Ave  NW,  Ste  700,  Washington,  DC  20005  (202)  857-1 135 

AMERICAN  COLLEGE  OF  RADIOLOGY  ANNUAL  MEETING,  Cincin- 
nati, Sept  23-30,  1988.  Contact  ACR,  1891  Preston  White  Dr,  Reston, 
VA  22091  (703)  648-8900 

AMERICAN  SOCIETY  FOR  RECONSTRUCTIVE  MICROSURGERY  4TH 
ANNUAL  MEETING,  Baltimore,  Sept  17—19,  1988.  Contact  American 
Society  for  Reconstructive  Microsurgery,  Attn:  Registration,  3025  S 
Parker  Rd,  Suite  65,  Aurora,  CO  80014 

AMERICAN  SOCIETY  FOR  SURGERY  OF  THE  HAND  ANNUAL  MEET- 
ING, Baltimore,  Sept  14—17,  1988.  Contact  American  Society  for  Sur- 
gery of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  (303) 
755-4588 

SOCIETY  OF  THORACIC  SURGEONS  ANNUAL  MEETING,  New  Or 
leans.  Sept  25-28,  1988.  Contact  Society  of  Thoracic  Surgeons,  HIE 
Walker  Dr,  Chicago,  IL  60640  (312)  644-6610 

■TEXAS  ACADEMY  OF  FAMILY  PRACTICE  ANNUAL  ASSEMBLY,  Aus- 
tin, Sept  23—25,  1988.  Contact  TAFP,  8733  Shoal  Creek  Blvd,  Austin, 
TX  78758  (512)  451-8237 

■TEXAS  DERMATOLOGICAL  SOCIETY  MEETING,  Galveston,  Sept 
7—9,  1988.  Contact  Carrie  Laymon,  Texas  Medical  Association,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  MEDICAL  ASSOCIATION  LEADERSHIP  CONFERENCE, 
Austin,  Sept  16—18,  1988.  Contact  Bob  Mickey,  Texas  Medical  Associa- 
tion, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  PEDIATRIC  SOCIETY  MEETING,  DaUas,  Sept  9-11,  1988. 
Contact  Mary  Greene,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701  (512)  477-6704 

■TEXAS  SOCIETY  OF  MEDICAL  ASSISTANTS’  FALL  CONFERENCE, 
Austin,  Sept  17,  1988.  Contact  Barbara  Smith,  CMA,  518  Granada  Dr, 
Garland,  TX  75043  (214)  686-9737 

October 

12TH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  CARE, 
Lake  Buena  Vista,  FL,  Oct  31 -Nov  2,  1988:  Contact  Edward  Harrison, 
National  Commission  on  Correctional  Health  Care,  2000  N Racine, 
Suite  3500,  Chicago,  IL  60614  (312)  528-0818 


AMERICAN  ACADEMY  OF  CHILD  AND  ADOILSCENT  PSYCHIATRY 
ANNUAL  MEETINCi,  Seattle,  Oct  26—30,  1988.  Contact  American 
Academy  of  Child  and  Adolescent  P,sychiatry,  3615  Wisconsin  Ave  NW, 
Washington,  DC;  20016  ( 202 ) 966-7300 

AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS  ANNUAL  MEE  TING, 
New  Orleans,  Oct  1-3,  1988.  Contact  AAFP,  1740  W 92nd  St,  Kamsas 
City,  MO  64114  (816)  333-9700 

■AMERICAN  ACADEMY  OF  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  San  Antonio,  Oct  24-28,  1988.  Contact  American  Academy 
of  Occupational  Medicine,  2340  S Arlington  Heights  Rd,  Ste  400,  Ar- 
lington Heights,  II.  60005  (312)  228-6850 

AMERICAN  ACADEMY  OPHTHALMOLOGY  ANNUAL  MEETING, 

Las  Vegas,  Oct  8—12,  1988.  Contact  AAO,  655  Beach  St,  PO  Box  7424, 
San  Francisco,  CA  94120  (415)  921-4700 

AMERICAN  ACADEMY  OF  PEDIATRICS  ANNUAI.  MEETING,  San 
Francisco,  Oct  15—20,  1988.  Contact  AAP,  l4l  Northwest  Point  Blvd, 
Elk  Grove  Village,  IL  60009  (312)  228-5005 

AMERICAN  ACADEMY  OF  PHYSICAL  MEDICINE  AND  REHABILITA- 
TION ANNUAL  MEETING,  Seattle,  Oct  30-Nov  4,  1988.  Contact  Ameri- 
can Academy  of  Physical  Medicine  and  Rehabilitation,  1 22  S Michigan 
Ave,  Ste  1300,  Chicago,  IL  60603  (312)  922-9366 

AMERICAN  ASSOCIATION  OF  ELECTROMYOGRAPHY  AND  ELEC- 
TRODIAGNOSIS ANNUAL  MEETING,  San  Diego,  Oct  5-8,  1988.  Con- 
tact AAEE,  732  Marquette  Bank  Bldg,  Rochester,  MN  55904  (507) 
288-0100 

AMERICAN  COLLEGE  OF  CHEST  PHYSICIANS  54TH  ANNUAL  SCIEN- 
TIFIC ASSEMBLY,  Anaheim,  Calif,  Oct  3-7,  1988.  Contact  ACCP,  91 1 
Busse  Highway,  Park  Ridge,  IL  60068  (312)  698-2200 

AMERICAN  COLLEGE  OF  SURGEONS  ANNUAL  MEETING,  Chicago, 
Oct  23-28,  1988.  Contact  American  College  of  Surgeons,  55  E Erie  St, 
Chicago,  IL  6061 1 (312)  664-4050 

AMERICAN  SOCIETY  FOR  THERAPEUTIC  RADIOLOGY  AND  ON- 
COLOGY ANNUAL  MEETING,  New  Orleans,  Oct  9- 14,  1988.  Contact 
American  Society  for  Therapeutic  Radiology  and  Oncology,  1891 
Preston  White  Dr,  Reston,  VA  22091  ( 703  ) 648-8900 

AMERICAN  SOCIETY  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING, 
San  Francisco,  Oct  8-12,  1988.  Contact  ASA,  515  Busse  Highway,  Park 
Ridge,  IL  60068  (312)  825-5586 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET- 
ING, Las  Vegas,  Oct  24-30,  1988.  Contact  American  Society  of  Clinical 
Pathologists,  2100  W Harrison,  Chicago,  IL  60612  (312)  738-1336 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Atlanta,  Oct  13-16,  1988.  Contact  American  Society  of  Internal  Medi- 
cine, 1 101  Vermont  Ave  NW,  Ste  500,  Washington,  DC  20005  (202) 
289-1700 

■ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  US  95TH  ANNUAL 
MEETING,  San  Antonio,  Oct  30-Nov  4,  1988.  Contact  Association  of 
Military  Surgeons  of  the  US,  9320  Old  Georgetown  Rd,  Bethesda,  MD 
20814  (301)  897-8800 

COLLEGE  OF  AMERICAN  PATHOLOGISTS  SCIENTIFIC  MEETING,  Las 
Vegas,  Oct  22-28,  1988.  Contact  College  of  American  Pathologists, 
5202  Old  Orchard  Rd,  Skokie,  IL  60077  (312)  966-5700 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIATION  73RD  SCIEN- 
TIFIC ASSEMBLY/PRIMARY  CARE  UPDATE,  Reno,  Nev,  Oct  31 -Nov  3, 
1988.  Contact  IPMA,  PO  Box  1 109,  Madison,  WI  53701  (608) 
257-6781 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY  27TH  AN- 
NUAL SCIENTIFIC  SESSION,  San  Francisco,  Oct  27-29,  1988.  Contact 
Joyce  Gullixson,  Western  Society  of  Allergy  and  Immunology,  PO  Box 
1119,  Portland,  OR  9720 1 ( 503 ) 224-61 59 
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WORLD  CONGRESS  ON  DISEASES  OF  THE  CHEST/5  5TH  ANNUAL 
SCIENTIFIC  ASSEMBLY,  Boston,  Oct  30-Nov  3,  1988.  Contact  Ameri- 
can College  of  Chest  Physicians,  Division  of  Education,  911  Busse 
Highway,  Park  Ridge,  IL  60068-2375  (312)  698-2200 

November 

AMERICAN  ACADEMY  OF  MEDICAL  DIRECTORS  INTERIM  MEETING, 
Ft  Lauderdale,  Fla,  Nov  15—18,  1988.  Contact  AAMD,  4830  W Ken- 
nedy Blvd,  Ste  648,  Tampa,  FL  33609  (818)  873-2000 

AMERICAN  COLLEGE  OF  ALLERGY  AND  IMMUNOLOGY  ANNUAL 
SCIENTIFIC  MEETING,  Los  Angeles,  Nov  12- 16,  1988.  Contact  ACAI, 
800  E Northwest  Hwy,  Ste  101,  Mt  Prospect,  IL  60056  (312)  255-0380 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE  INTERIM  MEETING,  At- 
lanta, Nov  3—5,  1988.  Contact  ACLM,  PO  Box  190,  Maple  Glen,  PA 
19002  (215)  646-6800 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE  INTERIM  MEET- 
ING, Boston,  Nov  13,  1988.  Contact  ACPM,  1015  15th  St  NW,  Ste  403, 
Washington,  DC  20005  (202)  789-0003 

AMERICAN  GERIATRICS  SOCIETY  INTERIM  MEETING,  San  Francisco, 
Nov  18—21,  1988.  Contact  AGS,  770  Lexington  Ave,  Ste  400,  New 
York,  NY  10021  (212)  308-1414 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS  INTERIM  MEET- 
ING, Tampa,  Fla,  Nov  17-19,  1988.  Contact  ASAS,  &%  Main  St, 
Melrose,  MA  02176  (617)  665-6102 

AMERICAN  SOCIETY  OF  CYTOLOGY  ANNUAL  SCIENTIFIC  MEETING, 
Kansas  City,  MO,  Nov  4—8,  1988.  Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  1 9 1 07  ( 2 1 5 ) 922-3880 

NATIONAL  ASSOCIATION  OF  MEDICAL  EXAMINERS  ANNUAL  MEET- 
ING, Boston,  Nov  4—9,  1988.  Contact  NSME,  1402  S Grand  Blvd,  St 
Louis,  MO  63104  (314)  577-8000 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA  47TH  SCIENTIFIC 
ASSEMBLY  AND  ANNUAL  MEETING,  Chicago,  Nov  27-Dec  2,  1988. 
Contact  RSNA,  1415  W 22nd  St,  Tower  B,  Oak  Brook,  IL  60521  (312) 
571-2670 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL  HYPNOSIS  39TH  AN- 
NUAL WORKSHOPS  AND  SCIENTIFIC  MEETING,  Asheville,  NC,  Nov 
1—6,  1988.  Contact  SCEH  39th  Annual  Meeting  Registrar,  PO  Box 
2427,  Liverpool,  NY  13089-2427 

■TEXAS  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET- 
ING, Austin,  Nov  18—19,  1988.  Contact  Sharon  Walker,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE  MEETING,  San  Antonio, 
Nov  4,  1988.  Contact  Donna  Parker,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 


Texas  needs  a great 
pair  of  hands. . .Yours. 

For  Physicians  and  Surgeons, 
enjoy  a second  professional  career 
as  a Commissioned  Officer 
with  lifetime  rewards. 

For  information  about 
exciting  career  opportunities, 
contact  the 

Texas  National  Guard 
Medical  Recruiters 
at 

1-800-252-9995 


TEXAS  ARMY 
i NATIONAL  GUARD 


SERVING 

TEXANS 


DAVIS  & DAVIS,  RC. 

Attorneys  & Counselors  At  Law 

“Professionals 
Representing  Professionals’* 

ADMINISTRATIVE  SANCTION 
AND 

LICENSURE  HEARINGS 

C.  DEAN  DAVIS 
FRED  E.  DAVIS 
JOE  D.  MILNER 

Senior  Partners 

RO.  Box  1588 
Austin,  Texas  78767 
512/472-6248 

Members:  National  Health  Lawyers  Association,  Ameri- 
can Academy  of  Hospital  Attorneys,  Texas  Association 
of  Defense  Counsel. 

Not  CertiSed  by  the  Texas  Board  of  Legal  Specialization  as  no  designation  has  been 
made  by  the  Board  for  a Certificate  of  Special  Competency  in  this  area. 


Texas  Medidr, 


TMLT.  A DECADE  OF  SECURITY. 

TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community.  . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 


SCOTT&WHITE  @ 

Fourth  Annual 

WOMEN^S  HEALTH  CARE 
CONFERENCE 

for  the  Primary  Care  Physician 

and 

Texas  A&M  University 
vs 

Baylor  University 
FOOTBALL  WEEKEND 

OCTOBER  14-15,  1988 

Texas  A&M  University 

CA)llege  of  Medicine  Campus 
College  Station,  Texas 

Fourth  Annual 

EMERGENCY  MEDICEVE 
REVIEW 

OCTOBER  21-22,  1988 

Grand  Kempinski  Hotel 
Dallas,  Texas 

For  more  information  or  to  register  contact:  Office  of  Continuing  Medical  Education,  (817)  774-2  550 

Scott  and  VfTiite,  Temple,  Texas  76508. 

Timberlawn  Psychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Semces 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology, 
Neuropsychology  and  Social  Work 

• Family  Assessment  and  Treatment 


• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissioas:  PO.  Box  11288  Dallas,  Texas  75223;  214/381-7181;  1-800-426-4944 
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Oiu*  tesun  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse.  ^ gp|-jpg 


For  additional 
information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gess}ier,  Houstofi,  Texas  77080  ( 713)  462-4000 


Blood  chemistry  equipment, 
x-ray,  spirometers,  E.K.G.,  office 


Leasing  medical  equipment  makes  good 


computers,  ultrasound,  exam 


MEDICAL  EQUIPMENT  LEASING 


tables,  R&F  rooms,  lasers,  CT 


business  sense! 


scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes. 


Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from  your 
equipment  to  make  your  monthly  lease  payment. 


tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
% monitors,  stress  testing  units, 
S phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers. 


With  today's  rapid  changes  in  medical  technology,  it  is  often  wiser  to 
“use”  or  lease  equipment,  a depreciating  asset,  rather  than  to  “own”  it. 
And  recognizing  that  your  time  is  valuable.  Bell  Atlantic  TriCon  makes 
the  leasing  process  easy  for  you. 

Now  you  can  share  in  leasing’s  benefits  at  special,  low  TMA  member 
rates.  For  program  details  or  a comparative  lease  quote,  contact  the 
medical  leasing  specialists  at  Bell  Atlantic  TriCon. 

tmTT  Texas  Medical  Association 

a member  service  offered  through 


CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 


Bell  AtlanticTriCon 


MEDICAL  finance  DIVISION 


ment,  linear  accelerators,  M.R.I., 
hematology  equipment,  holter 


CALL  1-800-635-4023 


monitors,  stress  testing  units. 


In  moderate  depression  and  anxiety 

cjj)  74%  of  patients  experienced  improved  sleep 
after  the  first  h.s.  dose' 

^ First-week  improvement  in  somatic  symptoms' 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.’’ 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY- 


References:  1.  Data  on  file,  HofTmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
etal.  P^chopharmacology  61 :2\7 -225,  Mar 22, 1979. 


Limbitrol*® 

'ftanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows: 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOls  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings:  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnaney:  Use  of  minor  tranquilizers  during  the  hrst  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal- 
formations. Consider  possibQity  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions:  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  ftinction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Thgamet),  clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  dmgs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  drugs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Psychiatric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophdia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  dianhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage:  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  ptoduct  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Tdblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  InThe  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose^ 

^First-week  reduction  in  somatic  symptoms^ 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Redurtion  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  produa  information  inside  back  cover. 


limbitror  DS 

Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY. 


Tewtv  M(v//c7>/t' 

\’0LUME84  OtTOHKR  1988 


Devoted  to  ifie  iniereM  ot  the  medical 
profession  and  public  health  in  Texas 
BOARD  Ob  in  BlJC-ATION 
William  Gordon  McGee.  MD,  Hi  Paso 
Chairman 

Drue  O,  D Vi'are.  MD.  Fort  Wtinh 
N ice  Chairman 

E Rubin  Bernhard,  jr.  MD.  San  .\ntonio 
Secretan- 

1 Forrest  Fitch,  MD.  McAllen 
lames  M Graham.  MD.  Austin 
Flarold  R High.  MD.  Cuero 
loseph  T Painter.  MD.  Houston 
Elgin  VC.  Ware,  jr,  .MD.  Dallas 
L Rankin.  MD.  Long\-ie^‘ 

N'al  F,  Borum.  MD,  Fort  VC’orth 

TMA  President 

Max  C Butler.  MD.  Houston 

TMA  President  Elect 

David  N’anderpiKil,  MD.  Dallas 

TMA  Past  President 

Bern-  P.  Stephenson.  .MD.  Houston 

Treasurer 

Margie  B Peschel.  MD.  Fort  Worth 
Secretan.' 

Joseph  C.  Ogle,  MD,  Dallas 
Speaker  of  the  House 
Sam  A.  Nixon.  MD.  Houston 
N’ice-Speaker  of  the  House 

EXECL  TIN'E  NICE  PRESIDENT 
Roben  G.  Micke>'.  Austin 

EDITORIAL  STAFF 
1801  N Lamar  Blvd,  Austin  "'8'’01 
Telephone  (512)  4'^7.6^04 
Rae  N'ajgert.  Managing  Editor 
Jim  Busby.  Anicles  Editor 
Donna  B Jones.  News  Editor 
Kathv  Trombatore.  Production  Manager/ 
Editorial  Assistant 

Patt\'  lllich.  Administrative  Secretan  / 
Produaion  Assistant 

ADN'ERTISING  STAFF 

1801  N Lamar  Blvd.  Austin  ^8^01 

Anne  Grubbs.  Advertising  Manager 

EDITORIAL  COMMllTEE 

John  A,  .Mangos.  .MD.  San  Antonio 

Chairman 

Peter  C.  Canizaro.  MD.  Lubbock 
William  J.  deGrooi,  MD,  Gaheston 
Man’in  Forland,  MD.  San  Antonio 
Frank  H Gardner,  MD.  Gah  eston 
Glen  E Journeay.  MD.  Austin 
Kenneth  L.  Mattox.  MD,  Houston 
L.  Charles  Powell.  Jr.  MD.  Galveston 
.Nlartin  N.  Raber.  .MD.  Houston 
In  ing  A.  Ratner.  MD.  San  Antonio 
Alice  L Smith,  MD,  Dallas 
Giro  V,  Sumaya,  MD,  San  Antonio 
David  A.  Swanson.  .NID,  Houston 
Luther  B Travis.  .NID.  Gah  eston 
Paul  R.  Young.  MD.  Galveston 

SL'BSCRIPnONS 

1801  N Lamar  Blvd,  Austin  "’8^01 

c/o  Business  Office 

Texiis  Medicine  (ISSN  0040-4-i70)  is  pub- 
lished monthly  b\’  the  Texas  Medical  Asso- 
ciation. 1801  N Uimar  Blvd.  Austin.  TX 
^8^01. 

Subscription  rates  are:  Members.  S16  per 
year;  nonmembers  and  institutions.  $20 
per  year:  foreign,  $24  US  currenev';  single 
copy,  $2  plus  $ 16  sales  tax. 

Second  class  po.siage  paid  at  Austin,  Texas, 
and  additional  mailing  office 
Postmaster:  Send  address  changes  to 
Texas  Medical  Association,  c/o  .Member- 
ship Depanment,  1801  N Lamar  Blvd.  Aus- 
tin. TX  ^8^01. 

The  articles  published  in  Texets  Medicine 
represent  the  opinions  of  the  authors,  and 
do  not  necessarily  reflect  the  official  pol- 
io' of  the  Texas  Medical  Association. 
Publication  of  an  advertisement  is  not  to 
be  considered  an  endorsement  or  ap- 
proval b\'  the  Texas  Medical  Association  of 
the  product  or  serx’ice  involved 
Cop\  right  © 1988  by  the  Texas  Medical 
Association.  Ow'ned  and  i.ssued  monthly 
b\'  the  Association. 

Postmaster  Please  direct  correspondence 
to  Rae  Vajgert.  Managing  Editor,  1801  N 
Lamar  Blvd.  Austin.  TX  ^8“'01 


Contents 


ARTICLES 

27  Thrombolytic  treatment  for  acute  myocardial  infarction 

Neal  Kleinian,  MD;  Robert  Robert.s,  MD;  Craig  Pratt,  MD 

35  Helicopter  transport  of  patients  with  acute  myocardial  infarction 

George  Rodgens,  MD,  Jacqueline  Ruplinger,  RN,  William  Spencer,  MD;  Laura 

Cronin,  RN;  Neal  Kleinian,  MD;  Jean  Nelson;  Roben  Roberts,  MD;  Craig  Pratt,  MD 

38  Youthful  worries  about  nuclear  war 

John  M.  Goldenring,  MD,  MPH 

44  El  Paso:  the  HIV-1  epidemic  and  medical  planning 

Earl  W.  Gorby,  MD;  Rita  R.  Claudet,  MD,  PhD;  Lynn  B.  McNicol,  IW,  BSN 

48  Cancer  Update:  Quantitative  assessment  of  cancer  risk 

Scott  M.  Lippnian,  MD;  Tamsen  L.  Bassford,  MD;  Frank  L.  Meyskens,  MD 

EDITORIALS 

6 A 1988  primer:  selecting  Texas  Supreme  Court  justices 

Val  F.  Borum,  MD 

7 Evolving  approach  to  treatment  of  myocardial  infarction 

Craig  M,  Pratt,  MD 

7 Texas  Medicine  introduces  new  series 

Jim  Busby 

CURRENT 

COMMENTARY 

9 The  role  of  the  Texas  judiciary  in  the  political  process 

Thomas  R,  Phillips 

FEATURE 

60  Rx  for  a healthier  practice:  professional  medical  assistants 

Barbara  Smith,  CMA,  BEd 

MEDICINE 

AND  THE  LAW 

69  Super-legislature  in  session:  recent  opinions  of  the  Texas  Supreme  Court 

CJ.  Francisco,  JD 

SOCIO- 

ECONOMICS 

OF  MEDICINE 

73  The  Physician  Payment  Review  Commission  and  Medicare  reform 

Jim  Bob  Branie,  MD 

NEWS 

TMA  in  action 

11  TMA,  ob/g\'n  challenge  charge  of 
inappropriate  transfer 

11  TMA  delegates  to  meet  Nov  18-19 
in  Austin 

11  TMA-HMSS  cosponsors  health  law 
conference 

14  MasterCard  adds,  upgrades  program 
benefits 

14  AMA  revises  awards  for  continuing 
medical  education 

Health  line 

14  TMA  Library'  provides  access  to  new 
AIDS  reference  service 

14  Physicians  can  help  promote  Great 
American  Smokeout 

15  TMA  Library  offers  .seminar  on 
searching  medical  literature 

Medical  economics 

15  LBB  notes  low  reimbursement 
decreases  access  to  care 

15  PPRC  sets  tentative  date  in  Nov  for 
RVS  hearing 

19  TMA  sponsors  symposium  on 
workers'  compensation 

19  2696  of  Texas  physicians  join  ranks 
of  Medicare  ‘pars' 

Capital  comments 

19  Texans  support  legislation  to  limit 
liability  judgments 

19  TMA,  legislature  join  forces  to 
change  rural  health  care 

21  Newsmakers 

23  Deaths 

DEPARTMENTS 

54  More  on  the  subjects 

64  Clinical  abstracts 

74  Medicine  in  literature 

86  Continuing  education  directory 

ON  THE  COVER 

Two  articles  about  patients  with  acute 
myocardial  infarction  provide  the  focus  for 
this  month's  cover.  “ThromboKlic 
treatment  for  acute  myocardial  infarction, " 
by  Neal  Kleinian,  MD,  Robert  Robens,  MD, 
and  Craig  Pratt,  MD,  begins  on  page  27. 
'Helicopter  transport  of  patients  with 
acute  myocardial  infarction, " by  George 
Rodgers.  MD,  Jacqueline  Ruplinger,  RN, 

William  Spencer,  MD,  Laura  Cronin,  RN, 
Neil  Kleinian,  MD,  Jean  Nelson,  Robert 
Roberts,  .MD,  and  Craig  Pratt,  MD,  begins 
on  page  35.  An  accompanying  editorial, 
"Evolving  approach  to  treatment  of 
myocardial  infarction,"  by  Craig  .M.  Pratt, 
MD,  Starrs  on  page  6.  Cover  design  by  Ed 
Triggs. 

COMING 

NEXT  MONTH 

Articles  scheduled  for  the  November  issue 
of  Texas  Medicine  deal  w'ith  the  clinical 
aspects  of  seasonal  affective  disorder,  a 
case  report  and  review  of  the  literature 
concerning  pit  bull  attacks,  peripheral 

nerve  stimulator  implant  for  treatment  of 
nerve  injury,  the  current  role  of  the  oral 
cholecystogram,  and  retinoids  and  cancer 
prevention. 
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Editorials 


A 1988  primer:  selecting  Texas 
Supreme  Court  justices 

ITie  Texas  Supreme  Court  has  great  influence  on  the  daily  lives 
and  financial  well-being  of  14  million  Texans.  But  most  voters, 
who  are  looking  over  their  election  ballot  for  the  first  time, 
find  themselves  voting  for  strangers,  perhaps  based  on  whim, 
or  maybe  they  just  skip  to  the  next  selections  on  the  ballot. 
They  don’t  realize  how  much  their  votes  will  affect  their  per- 
sonal lives  for  years  to  come.  ITiis  public  apathy  has  allowed 
the  seating  of  a majority  of  justices  whose  ethical  conduct  has 
come  into  question,  who  have  been  publicly  censured  for  their 
extra-judicial  deals,  and  who  have  made  the  Texas  Supreme 
Court  a national  embarrassment  for  all  Texans. 

A minority  of  Texas  Supreme  Court  justices  have  tried  to 
hand  down  fair,  equitable  rulings  that  respect  precedent  and 
reflect  an  evenhanded  approach  to  civil  law.  Unfortunately, 
they  have  been  outvoted  repeatedly  by  the  high  court  majority 
tied  by  campaign  funding  to  forces  interested  only  in  influenc- 
ing Supreme  Court  rulings  for  their  own  gain. 

For  the  next  decade,  Texas  will  be  restructuring  its  econ- 
omy. Supreme  Court  decisions  will  determine  how  new  busi- 
ness and  technology  evolve — how  many  new  jobs  and  dollars 
will  come  to  Texas.  During  this  critical  time  we  cannot  afford 
to  have  justices  of  questionable  character.  We  must  have  ju- 
rists who  recognize  that  their  chief  responsibility  is  to  all 
Texans,  not  just  to  monied  interests  that  can  afford  political 
power.  ITius  there  are  two  vital  questions  all  Texans  should  ask 
about  a Supreme  Court  candidate  before  they  support  that  per- 
son: Is  the  candidate  qualified,  and  has  he  or  she  demonstrated 
integrity  and  independence? 

What  traits  qualify  a person  to  serve  on  the  Texas  Supreme 
Court?  First,  a qualified  candidate  has  a solid  record  of  study, 
practice,  and  scholarship  in  civil  law.  A record  of  decisions  re- 
cognizing our  foundations  of  individual  responsibility  and  eco- 
nomic freedom  is  important.  He  or  she  will  have  served  in 
progressively  responsible  judicial  and  public  service  capacities. 
Having  experience  with  the  relationships  of  jurisprudence  to 
community  well-being  is  essential. 

In  addition,  the  qualified  candidate  has  the  support  of  a 
broad  spectrum  of  attorneys  and  judges.  A candidate  whose 
support  is  primarily  in  one  area  of  the  legal  community  may 
not  be  able  to  maintain  objectivity. 

Along  with  professional  qualifications,  integrity  and  indepen- 
dence are  fundamental  characteristics  of  the  Texas  Supreme 
Court  justice.  The  candidate  must  have  a demonstrable  record 
of  fairness  in  legal  and  political  dealings  with  all  components 
of  the  Texas  population.  ITie  justice  must  set  aside  all  partisan, 
business,  and  personal  relationships  during  deliberations.  He 
or  she  must  not  be  politically  or  legally  obliged  to  any  indi- 
viduals or  special  interest  groups.  Campaign  contributions 
should  be  limited  and  should  represent  a fair  cross  section  of 
politically-concerned  Texans.  A quality  candidate  has  an  unim- 
peachable professional  and  personal  history.  No  justice  should 


bear  the  slightest  record  of  impropriety  or  conflict  of  interest 
in  legal  or  political  arenas. 

Texas  voters  must  have  answers  to  these  questions.  They 
must  know  the  people  who  will  rule  on  legal  conflicts  that  may 
make  or  break  our  ability  to  provide  jobs,  housing,  food,  medi- 
cal care,  and  security  for  all  Texans.  The  future  of  Texas  in  the 
21st  century  depends  on  voters’  selection  of  honest  and  inde- 
pendent justices  to  the  Texas  Supreme  Court.  Know  your  can- 
didate, and  vote  on  November  8! 

VAL  F.  BORUM,  MD 

President,  Texas  Medical  Association,  1801  N.  Lamar  Blvd,  Austin,  TX  78701. 


Evolving  approach  to  treatment 
of  acute  myocardial  infarction 

In  this  issue  of  Texas  Medicine,  important  aspects  of  throm- 
bolytic therapy  of  acute  myocardial  infarction  (Ml)  are  dis- 
cussed by  Kleiman  et  al.  In  an  accompanying  article,  Rodgers 
and  colleagues  describe  a successful  way  to  safely  move  pa- 
tients with  acute  MI  to  a comprehensive  tertiary  care  hospital 
from  small  community  hospitals  once  thrombolytic  therapy  is 
initiated.  These  companion  articles  emphasize  the  degree 
to  which  the  treatment  for  acute  myocardial  infarction  has 
changed  in  recent  years.  While  physicians  have  long  known 
that  myocardial  infarction  is  the  result  of  an  acute  imbalance 
between  myocardial  blood  supply  and  oxygen  demand,  thera- 
peutic emphasis  has  shifted  from  attempts  to  decrease  myocar- 
dial oxygen  demand  toward  attempts  to  improve  myocardial 
blood  flow.  This  change  in  approach  is  the  result  of  landmark 
observations  made  in  1 980  that  80%  to  90%  of  acute  trans- 
mural myocardial  infarctions  are  associated  with  thrombotic 
occlusion  of  the  infarct-related  coronary  artery  ( 1 ). 

Thrombolytic  agents  have  been  available  since  the  develop- 
ment of  streptokinase  in  the  1950s;  however,  since  1979, 
efforts  have  focused  on  applying  this  modality  of  therapy  to 
the  treatment  of  acute  myocardial  infarction.  Intravenous 
tissue  plasminogen  activator  (rt-PA)  has  been  approved  for  use 
in  the  treatment  of  acute  myocardial  infarction  only  since  De- 
cember 1987.  It  is  estimated  that  in  1981,  5%  of  cardiologists 
and  fewer  than  1 % of  general  internists  and  family  practi- 
tioners used  thrombolytic  therapy  for  treatment  of  myocardial 
infarction,  whereas  by  1987  the  figures  had  increased  in 
certain  areas  of  the  United  States  to  95%  and  50% , respec- 
tively (2). 

There  are  two  major  reasons  for  the  rapid  acceptance  of  this 
new  therapeutic  approach:  (a)  thrombolytic  therapy  can  be 
effectively  administered  intravenously  and  still  achieve  arterial 
patency  in  most  patients,  and  (b)  intravenous  thrombolytic 
therapy  has  been  shown  unequivocally  to  reduce  mortality  fol- 
lowing acute  myocardial  infarction. 

While  it  was  originally  felt  that  streptokinase  had  to  be  ad- 
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ministered  directly  throiigli  a coronary  artery  catheter  during 
cardiac  catheterization,  recent  studies  have  shown  that  intra- 
venous administration  of  either  streptokinase  or  rt-PA  is  more 
beneficial  and  much  more  practical.  The  therapeutic  advan- 
tages of  the  intravenous  rather  than  intracoronary'  route  of 
thrombolytic  therapy  are  outlined  in  Fig  1. 

The  public  health  implications  of  this  new  therapy  are  dra- 
matic. Of  the  more  than  1.2  million  patients  annually  pre- 
senting with  acute  myocardial  infarction,  it  is  estimated  that 
500,000  are  potential  candidates  for  thrombolytic  therapy.  If 
an  expected  in-hospital  mortality  rate  of  1 2%  were  reduced  by 
50%,  30,000  lives  could  possibly  be  saved  in  the  United  States 
annually.  To  achieve  such  striking  results,  primary  care  physi- 
cians must  be  familiar  with  this  approach,  understand  the 
indications  for  therapy,  and,  when  appropriate,  initiate  throm- 
bolytic therapy  immediately  when  the  patient  arrives  in  the 
emergency  room.  In  order  to  achieve  maximal  therapeutic 
benefit,  patients  must  be  educated  to  go  quickly  to  their  local 
emergency  room  when  chest  pain  begins.  The  bottom  line  is 
that  community  physicians  and  community  hospital  emer- 
gency rooms  occupy  the  pivotal  educational  and  treatment 
roles  in  fulfilling  the  promise  that  thrombolytic  therapy  offers 
patients  with  acute  myocardial  infarction. 

Innovative  new  approaches  to  the  transport  of  critically  ill 
cardiovascular  patients,  such  as  the  “CCU  helicopter”  de- 
scribed by  Rodgers  et  al,  creates  a bridge  for  primary  physi- 
cians and  their  patients  to  have  immediate  access  to  all  aspects 
of  complex  cardiac  care  available  at  a tertiary  referral  hospital. 
For  instance,  coronary  angioplasty  is  frequently  performed 
in  order  to  maintain  the  coronary  artery  patency  initially 
achieved  by  thrombolytic  therapy.  Together  these  articles 
highlight  the  most  exciting  advance  in  the  treatment  of  acute 
myocardial  infarction  since  the  development  of  the  coronary' 
care  unit. 

CRAIG  M.  PRATT,  MD 

Associate  Professor  of  Medicine,  Director,  (Coronary  Care  Unit  and  Noninvasive 
Laboratories,  The  Methodist  Hospital  and  Baylor  College  of  Medicine,  6535  Fan- 
nin, MS  F-lOOl,  Houston,  TX  77030. 


/.  Advantages  of  the  intravenous  as  compared  to  the  intracoronary  route 
of  administration  of  thrombolytic  agents. 
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Texas  Medicine  introduces 
new  series 

This  month’s  issue  of  Texas  Medicine  introduces  a new  series 
on  political,  social,  and  economic  issues  that  affect  practicing 
Texas  physicians.  This  is  broad  territory  to  cover.  As  a result, 
articles  in  the  series  will  be  diverse,  touching  everything  from 
practice  management  and  mandatory  assignment  to  physician 
manpower  trends  and  the  evolution  of  PRO  review.  But  there 
will  be  two  characteristics  that  we  hope  will  unify'  the  articles 
in  the  series  and  will  set  them  apart  from  many  such  articles: 
They  will  be  brief,  and  they  will  describe  issues  that  mean 
something  to  the  Texas  physician’s  practice.  To  see  that  the  ar- 
ticles meet  these  criteria,  Louis  J.  Goodman,  PhD,  will  serve  as 
guest  editor  for  the  series.  Dr  Goodman  is  director  of  TMA’s 
Division  of  Medical  Economics. 

We  begin  the  series  on  page  73  with  an  article  describing 
the  Physician  Payment  Review  Commission,  a panel  appointed 
to  study  and  recommend  Medicare  reimbursement  methods 
that  will  equitably  compensate  physicians.  Written  by  lim  Bob 
Brame,  MD,  a member  of  the  commission  and  past  president  of 
TMA,  the  article  highlights  accomplishments  of  the  commis- 
sion’s first  two  years  of  work  and  describes  its  tasks  for  the 
third  year. 

JIM  BUSBY 

Articles  Editor,  Texas  Medicine.  Texas  Medical  Association 


Correction 

In  a discussion  of  blood  chemistry'  abnormalities  associated 
with  eating  disorders,  a September  Texas  Medicine  article 
(“Eating  disorders:  role  of  the  primary'  care  physician”)  states 
that  muscle  weakness  and  mental  symptoms  ( eg,  impaired  con- 
centration and  memory)  have  been  associated  with  hypo- 
glycemia in  patients  with  eating  disorders,  llie  author 
originally  had  stated  correctly  that  the  muscle  weakness  and 
mental  symptoms  were  ‘.  . . related  to  hypomagnesemia  . . . 
The  error  appears  on  page  53- 
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Current  Commentary’ 


The  role  of  the  Texas  judiciary 
in  the  political  process 

On  Nov  8,  Texans  will  vote  in  “the  most  important  judicial 
election  in  more  than  100  years.”  That  is  the  judgment  of 
Texas  Supreme  Court  Chief  Justice  Thomas  R.  Phillips,  Hous- 
ton, who  notes  that  six  of  the  nine  seats  on  the  court  are  on 
the  ballot  Considering  the  serious  implications  of  selecting 
the  justices  who  will  shape  law  for  years  to  come,  Chief Jus- 
tice Phillips  explains  the  functions  of  the  state’s  highest  court 
in  the  following  article.  It  is  based  on  his  remarks  before 
Texas  Medical  Association’s  Leadership  Conference,  Feb  6, 
1988,  in  Austin. 

The  relationship  between  the  judiciary  and  the  rest  of  govern- 
ment is  a problem  that  has  plagued  scholars  for  hundreds  of 
years.  It  has  captured  the  attention  of  such  great  minds  as 
Alexander  Hamilton,  the  Baron  de  Montesquieu,  Oliver  Wen- 
dell Holmes,  and  Benjamin  Cardozo.  Nothing  I could  say 
would  add  to  the  body  of  scholarship  in  this  area,  nor  could  I 
even  synthesize  it  in  any  compelling  or  original  way.  However, 
I think  it  is  important  to  talk  about  the  relationship  between 
the  judiciary  and  the  rest  of  government  and  to  do  so  in  a way 
that  is  not  blatantly  political.  I want  to  come  to  some  conclu- 
sions about  what  citizens  can  do  to  help  the  judicial  process, 
and  in  particular,  what  people  like  you  can  and  should  do. 

I will  discuss  four  points.  First,  judges  are  fundamentally  dif- 
ferent from  other  public  servants.  They  have  a different  mis- 
sion and  a different  role.  Second,  because  of  that  mission  and 
role,  judges  should  not  and  cannot  base  their  decisions  on 
their  own  policy  preferences.  Third,  because  judges  are  differ- 
ent from  other  kinds  of  public  officials,  both  in  what  they  do 
and  how  they  do  it,  they  cannot  be  selected  in  the  same  man- 
ner as  other  officials.  Fourth,  and  most  important,  the  people 
who  have  the  power  of  selecting  judges  in  this  state  must  exer- 
cise special  care  and  apply  different  standards  for  judges  than 
they  would  for  any  other  officer. 

All  four  of  these  points  convey  one  message:  judges  are  dif- 
ferent, they  ought  to  be  different,  and  they  have  to  be  different 
from  other  officials. 

Judges  differ  from  other  public  servants 
The  great  American  contribution  to  government  is  the  tripar- 
tite division  of  power  between  the  executive,  the  legislative, 
and  the  judicial  branches.  We  were  the  first  nation  to  set  up  a 
judiciary  that  was  independent  of,  and  equal  to,  the  legislative 
and  executive.  We  are  the  only  nation  that  consistently  has 
abided  by  and  honored  that  respective  division  of  powers.  In 
safeguarding  our  liberties  and  freedoms,  it  is  very  important 
that  the  judiciary  have  the  independence  and  the  authority  to 
declare  a law  unconstitutional  when  it  impinges  on  our  basic 
freedoms.  It  is  also  critical  that  the  judiciary  have  the  ultimate 
authority  to  interpret  what  our  legislation  means  and  an  ad- 
judicative power  that  is  final  and  binding.  The  power  of  the  ju- 
diciary is  indeed  awesome,  but  it  is  necessary. 


Obviously,  however,  judges  must  exercise  that  power  within 
the  framework  of  the  law  so  that  we  have  a rule  of  law  and  not 
merely  a rule  of  men.  In  trying  to  encapsulate  what  that  means, 
it  is  popular  to  say,  “Judges  don’t  make  law,  they  just  follow 
the  law.”  That  is  a shorthand  way  of  saying  that  judges  are  not 
elected  by  the  people  to  carry  out  any  particular  agenda,  but 
to  decide  what  the  legislature  has  done  and  apply  that  in  indi- 
vidual cases. 

It  is  an  over  simplification  to  say  that  judges  don’t  make  law. 
Judges  do  make  law.  They  make  law  every  day.  Judges  make 
law  when  they  declare  a statute  unconstitutional.  Judges  make 
law  when  they  interpret  what  the  legislature  has  said  in  a par- 
ticular statute.  And,  in  a sense,  judges  make  law  every  time 
they  decide  that  one  party  should  win  a case,  and  the  other 
party  should  lose.  Such  a decision  has  the  effect  of  law  because 
it  is  binding  on  those  parties,  and  guides  others  as  to  the  prob- 
able result  in  a similar  situation  that  arises  later. 

Our  system  allows  judges  to  shape  the  framework  of  very 
important  areas  of  the  law.  In  many  areas,  including  tort  law, 
the  development  of  the  law  is  left  largely  to  case  by  case  ad- 
judication. That  cannot  allow  judges  to  exercise  unbridled  dis- 
cretion or  to  impose  their  own  policy  views.  When  judges 
make  law,  they  must  be  bound  by  traditional  notions  and  tradi- 
tional guidelines. 

When  the  legislature  has  spoken  in  an  area,  judges  must  fol- 
low the  legislature’s  intent  and  then  carry  it  out.  If  the  legis- 
lature has  not  spoken  in  an  area,  then  the  judiciary  has  a 
number  of  standards  and  doctrines  to  consult  before  reaching 
a decision.  You  know  some  of  those  standards.  They  have  fancy 
Latin  names  like  stare  decisis,  which  means  that  if  there  has 
been  a case  with  similar  facts,  then  a later  court  must  follow 
the  result  of  that  case  unless  there  is  a compelling  societal 
need  to  change  the  law.  At  the  basis  of  this  is  the  necessity  that 
the  law  be  orderly,  stable,  and  predictable,  and  that  persons  in 
equal  situations  be  treated  equally.  This  is  the  hallmark  of  the 
judicial  function. 

Decisions  should  not  reflect  policy  preferences 
The  one  thing  that  judges  cannot  and  should  not  do  in  making 
and  interpreting  the  law  is  to  substitute  their  own  policy  pref- 
erences for  those  of  the  democratic  process.  Judges  are  pecu- 
liarly unsuited  to  the  function  of  making  broad  social  policy 
decisions.  Look  at  the  different  ways  in  which  the  judiciary 
and  the  legislature  operate. 

The  legislature  operates  out  in  the  open.  So  far  as  I know, 
unless  the  legislature  is  debating  foreign  policy,  you  and  I and 
every  American  have  a right  to  see  that  legislative  process  in 
action.  The  legislature  gathers  as  much  information  as  it  can  in 
making  law.  It  holds  public  hearings.  It  invites  scholars  to 
come  and  share  information.  It  has  staff  to  prepare  research 
papers.  It  solicits  public  opinion  polls  and  sends  out  mailings 
to  constituents.  After  all  that  information  has  been  gathered 
and  all  the  debate  has  been  concluded,  the  legislature  passes 
a law. 

In  contrast,  look  at  how  the  judiciary  operates.  We  cannot 
pick  our  issues,  but  are  limited  to  those  cases  the  society  gen- 
erates. We  decide  one  case  at  a time,  considering  only  a very 
limited  set  of  facts  brought  to  us  by  the  parties  in  each  case. 
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Even  those  chosen  facts  must  be  screened  through  restrictive 
rules  of  evidence.  It  is  against  the  law  for  any  judge  to  consult 
with  outside  persons  in  reaching  a decision.  It  is  similarly 
against  the  law  for  any  citizen  or  any  litigant  to  try'  to  influence 
judges  while  they  make  that  decision. 

Judges,  therefore,  are  not  equipped  either  physically  or  po- 
litically to  make  broad  social  policy  that  affects  the  lives  of  ail 
the  people.  Their  procedure  is  geared  toward  resolving  par- 
ticular disputes,  not  legislating  universal  solutions.  When 
judges  invade  the  legislative  process  they  go  beyond  their  le- 
gitimate function  and  decrease  their  effectiveness. 

Judges  are  selected  diflf^erently 

Because  judges  are  different,  they  must  be  selected  in  a differ- 
ent way  than  are  other  political  officers.  When  a candidate 
runs  for  the  legislature,  that  candidate  should,  insofar  as  pos- 
sible, reveal  where  he  or  she  stands  on  every  important  issue 
of  the  day.  When  looking  at  candidates  for  legislative  or  execu- 
tive offices,  you  should  consider  their  vision  of  society  and 
how  they  plan  to  make  that  vision  a reality'.  In  other  words, 
you  want  to  elect  a person  who  will  work  for  the  government 
policies  you  want.  You  support  them  and  work  for  them  be- 
cause you  agree  with  them.  And  after  they  are  elected,  you 
hold  them  accountable  for  those  promises. 

A judicial  candidate  is  different.  The  judge  must  come  to 
each  case  with  both  the  appearance  and  the  reality  of  being 
fair  and  unbiased. 

Even  here  in  Texas,  which  is  one  of  only  nine  states  in  the 
nation  with  partisan  judicial  elections,  our  laws  forbid  a judge 
from  making  any  promises  about  his  or  her  performance  in 
office  other  than  the  faithful  and  impartial  performance  of  the 
official  duties.  A judge  may  not  offer  any  opinion  on  any  case 
that  may  appear  before  either  the  state  or  federal  court.  Even 
though  this  is  a restriction  on  free  speech,  1 believe  it  is  right. 

It  is  more  important  for  judges  to  be  fair  and  impartial  and  to 
appear  that  way  to  the  people  than  it  is  for  you  to  know  where 
a judge  stands  on  an  issue.  For  if  the  judge  is  performing  his  or 
her  role  properly,  the  judge  will  set  aside  those  personal  pref- 
erences when  deciding  a case.  He  or  she  will  look  instead  at 
what  the  legislature  has  done,  what  the  legislature  intended,  or 
what  past  cases  have  done.  If  the  judge  has  responsibility  for 
making  the  law,  he  or  she  will  look  at  societal  changes,  what 
has  happened  in  other  states,  and  then  make  a carefully  mea- 
sured change.  The  judge’s  personal  preferences  will  not  be 
decisive. 

In  Texas,  we  recognize  the  judge’s  special  role  by  these  spe- 
cial laws.  Most  states  in  our  union  also  recognize  this  differ- 
ence by  selecting  judges  in  a way  that  is  radically  different 
from  the  way  other  officials  are  selected.  At  the  time  our  Fed- 
eral Constitution  was  adopted,  for  instance,  no  one  ever  sug- 
gested that  judges  should  be  popularly  elected.  In  the  Republic 
of  Texas,  virtually  every  officer  in  the  nation  was  popularly 
elected  except  for  judges. 

With  the  rise  of  Jacksonian  democracy,  however,  some 
states,  beginning  with  Mississippi  in  1832,  initiated  popular  ju- 
dicial elections.  That  trend  continued  throughout  the  rest  of 
the  19th  century  until  by  1900  most  states  were  electing  their 
judges.  Texas  followed  suit  in  1850,  and  has  provided  for 


popular  elections  continuously  since  1876.  Many  people  be- 
lieve this  system  no  longer  works  for  our  state,  and  the  move 
to  change  to  nonpartisan  or  retention  elections  continues  to 
gain  strength. 

In  the  meantime,  judicial  candidates  must  balance  the  need 
to  get  elected  with  the  necessity  for  behaving  like  judges.  We 
must  refuse  to  answer  questionnaires  that  ask  us  to  take  posi- 
tions on  issues.  We  must  raise  campaign  funds  in  a manner  that 
does  not  bring  our  office  or  our  state  into  disrepute.  We  must 
conduct  ourselves,  in  short,  in  a rather  nonpolitical  way. 

We  must  do  this  because  people  must  retain  confidence  in 
the  courts.  People  must  be  able  to  bring  their  disputes  to  the 
judicial  process  for  peaceable  resolution  with  absolute  confi- 
dence that  the  result  will  be  fair  and  impartial,  and  based  on 
something  more  substantial  than  judicial  whim. 

Voters  must  use  special  care 

That  brings  me  to  the  final  point,  which  is  your  responsibility 
as  leaders  in  the  community  and  as  voters  in  selecting  judges. 
You  have  an  awesome  power,  one  that  very  few  citizens  even 
in  America  have,  to  elect  every  one  of  the  judges  that  sits  be- 
fore you  in  a court  of  record.  With  that  power  comes  responsi- 
bility, the  responsibility  to  make  your  choice  differently  than 
you  would  make  a choice  for  governor  or  state  representative. 

It  is  not  responsible  to  vote  for  or  against  a judicial  candi- 
date merely  because  of  a party  label.  It  is  not  responsible  to 
vote  for  a judge  who  makes  any  promises  as  to  any  specific 
cases. 

What,  then,  should  you  consider?  You  should  consider  a can- 
didate’s honesty,  intelligence,  industry,  dedication,  and  judicial 
philosophy.  It  is  not  easy,  but  it  is  of  the  highest  importance  to 
make  and  act  on  such  an  investigation. 

This  year,  as  never  before,  the  people  of  our  state  have  an 
unprecedented  opportunity  to  chart  the  course  of  our  civil  jus- 
tice system.  Six  of  the  nine  members  of  the  court  will  be  on 
the  ballot  in  1 988.  In  other  words,  we  could  have  a majority  of 
the  new  Supreme  Court  as  of  Jan  1,  1989.  It  is  without  ques- 
tion the  most  important  judicial  election  ever  held  in  Texas.  It 
will  have  a profound  effect  on  the  direction  of  constitutional 
law  and  common  law  in  Texas  and  will  affect  the  lives  and  live- 
lihoods of  our  people  for  many  years. 

THOMAS  R.  PHILLIPS 

Chief  Justice,  Supreme  Court  of  Texas,  807  Brazos,  Suite  801,  Austin,  TX  78701. 


Texas  Medicine 


TMA  IN  ACTION 


TMA,  ob/gyn  challenge 
charge  of  inappropriate  transfer 

At  press  time,  Victoria  obstetrician/ 
gynecologist  Michael  L.  Burditt,  MD,  was 
anticipating  a date  for  a hearing  regard- 
ing his  challenge  to  a system  that  he  calls 
unfair  to  patients  and  physicians  and  un- 
American.  Relying  on  a decision  that  was 
reached  without  Dr  Burditt’s  input  and 
before  allowing  him  a hearing,  the  De- 
partment of  Health  and  Human  Services 
(DHHS)  Office  of  the  Inspector  General 
(OIG)  has  accused  Dr  Burditt  wrongfully 
transferring  a high-risk  patient  who  gave 
birth  enroute  from  DeTar  Hospital  in  Vic- 
toria to  John  Sealy  Hospital  in  Galveston. 
Acknowledging  that  the  case  has  far- 
reaching  implications  for  the  medical 
profession,  Texas  Medical  Association’s 
Board  of  Trustees  has  loaned  its  support 
to  Dr  Burditt.  Further,  TMA  has  asked  for 
support  from  the  American  Medical  Asso- 
ciation and  state  and  national  organiza- 
tions representing  family  physicians, 
emergency'  medicine  physicians,  and 
obstetricians/gynecologists. 

The  OIG  has  assessed  a S25,000  fine, 
the  maximum  allowable,  against  Dr  Bur- 
ditt, alleging  that  he  “knowingly  ordered 
the  transfer  of ...  a woman  with  an 
emergency  medical  condition  which  had 
not  been  stabilized  and  in  active  labor, 
and  who  was  therefore  subject  to  the 
protection  of  the  anti  dumping  provi- 
sions of  the  (Social  Security ) Act.  ” Fed- 
eral legislation  requires  any  Medicare 
participating  hospital  that  has  an  emer- 
gency department  to  provide,  upon  re- 
quest and  within  the  capabilities  of  the 
hospital,  an  appropriate  medical  screen- 
ing examination  and  stabilizing  treatment 
to  any  individual  with  an  emergency 
medical  condition  and  to  any  woman  in 
active  labor,  regardless  of  the  individual’s 
eligibility  for  Medicare.  Further,  the  hos- 
pital must  either  provide  treatment 
(within  its  capabilities)  or  make  an  ap- 
propriate transfer  of  the  patient  to  an- 
other medical  facility,  unless  the 
treatment  or  transfer  is  refused. 

TMA’s  Board  of  Trustees  agreed  to  pro- 
vide Dr  Burditt  legal  and  financial  sup- 
port because  he  had  no  input  into  the 


peer  review  organization’s  medical  opin- 
ion on  which  the  OIG’s  action  was  based, 
and  he  did  not  have  the  benefit  of  a hear- 
ing before  he  was  fined.  Magnifying  the 
trustees’  concern  are  proposed  federal 
rules  that  do  nothing  to  correct  these  in- 
adequacies. Extensive  comments  on 
these  proposed  rules  were  filed  by  TMA, 
AMA,  and  the  American  College  of  Emer- 
gency Room  Physicians.  At  press  time, 
the  Aug  1 5 deadline  for  public  commen- 
tary on  the  proposed  rules  had  passed 
and  the  Health  Care  Einancing  Admin- 
istration was  considering  the  final  form 
the  rules  would  take.  In  requesting  the 
AMA’s  assistance,  TMA  Board  Chairman 
William  Gordon  McGee,  MD,  El  Paso, 
wrote,  “The  proposed  rules  confirm  our 
worst  fears.  Dr  Burditt’s  tragic  saga  will 
occur  over  and  over  across  the  nation  if 
these  proposed  rules  are  adopted  as  writ- 
ten. The  TMA  Board  of  Trustees  believes 
that  Dr  Burditt’s  case  illustrates  the  trag- 
edy of  the  process,  is  worthy  of  support, 
and  will  serve  as  an  example  to  help  cor- 
rect the  injustice  perpetrated  by  tbis 
process” 

Dr  Burditt  has  complained  to  US  Sen 
Phil  Gramm  ( R-Tex ) about  the  incident, 
writing,  “All  of  the  medical  reasons  ( the 
deputy  assistant  inspector  general ) states 
as  the  basis  for  the  fine  are  medically 
wrong.  The  patient  was  not  in  labor  by 
definition  in  any  standard  obstetrical 
text.  The  patient  was  stabilized  prior  to 
transfer.  Her  medical  condition  was  more 
than  1 do  treat.  1 do  not  treat  patients 
who  are  as  ill  as  she  was.  Despite  telling 
the  ( HCEA ) attorney  this  in  December, 
his  position  was  HCEA  tells  you  who  to 
treat.  You  have  no  choice  in  the  matter!’ 
This  is  a t’ery  serious  position  to  take.  If 
we  are  forced  to  treat  conditions  that  are 
beyond  our  capabilities,  ( 1 ) we  do  no 
good  for  the  patient,  ( 2 ) we  are  then 
guilty  of  malpractice.  Such  a governmen- 
tal position  is  not  American.  It  is  not  fair 
to  the  patient  nor  the  physician” 

TMA  delegates  to  meet 
Nov  18—19  in  Austin 

ITie  Texas  Medical  Association  House  of 
Delegates,  the  association’s  legislative 
and  policymaking  body,  will  meet  for  its 
interim  session  Eriday  and  Saturday,  Nov 
18  and  19,  at  the  Doubletree  Hotel  in 


Austin.  ITie  deadline  for  submitting 
resolutions  was  Sept  2 1 ; the  deadline  for 
reports  is  Oct  10.  Late  reports  and  reso- 
lutions cannot  be  considered  unless  the 
authors  plead  urgency  and  there  is  a two- 
thirds  affirmative  vote  of  the  house  to  ac- 
cept them  as  business. 

The  delegates  will  convene  at  2 pm, 
Eriday,  Nov  18.  Following  the  opening 
session,  reference  committees  will  meet 
to  hear  reports  and  resolutions.  Any 
association  member  may  appear  before 
reference  committees  to  express  their 
opinions  on  the  issues  under  considera- 
tion. The  delegates  will  reconvene  Satur- 
day morning,  Nov  19,  to  hear  reference 
committee  reports  and  take  action  on  the 
business  before  the  house. 

The  House  of  Delegates  meets  twice 
each  year,  once  in  conjunction  with  the 
annual  session  and  once  in  November. 
The  membership  comprises  delegates  of 
county  medical  societies  and  the  hospital 
medical  staff,  young  physician,  resident, 
and  medical  student  sections.  Current 
officers,  members  of  the  Board  of  Coun- 
cilors, trustees,  the  speaker  and  vice 
speaker  of  the  House  of  Delegates,  dele- 
gates and  alternate  delegates  to  the 
American  Medical  Association,  members 
of  the  Council  on  Legislation,  and  other 
council  chairmen  also  are  members  of 
the  House  of  Delegates.  Past  presidents 
who  are  regular  members  and  specialty 
society  representatives  serve  in  the 
house  without  vote. 


TMA-HMSS  cosponsors 
health  law  conference 

Texas  Medical  Association’s  Hospital 
Medical  Staff  Section  will  cosponsor  the 
Health  Law  Section  of  the  State  Bar  of 
Texas’  Health  Law  Conference  1988.  The 
conference  takes  place  Nov  4,  1988,  in 
Austin,  8:30  am  to  4:30  pm. 

The  program  includes  discussions  of 
current  hospital  medical  staff  issues,  legal 
issues  relating  to  indigent  care,  business 
transactions  involving  Texas  health  care 
providers,  AIDS,  and  liability  concerns  of 
Texas  health  care  providers. 

Further  information  on  the  program  is 
available  from  the  TMA  Hospital  Medical 
Staff  Section,  1801  N Lamar  Blvd,  Austin, 
TX  78701,  phone  (512 ) 477-6’:^04. 
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Some 


Nothing 

Women  have  been  having 
babies  for  thousands  of  years. 

And  most  of  the  time,  nature 
sees  to  it  that  everything 
works  out  fine,  whether  the 
baby  is  born  at  home,  in  a taxi- 
cab or  in  a hospital.  Which  is 
why  some  families  see  their 
choice  of  a birthplace  as  large- 
ly a matter  of  personal  pre- 
ference. On  the  other  hand, 
there’s  always  a chance  that 
nature  will  need  some  expert 
help.  Which  is  why  other  families 
base  their  decision  on  state-of-the-art  technol- 
ogy and  staff  expertise.  Fortunately,  you  can 
base  your  decision  on  either  or  both  types  of 
reasoning  and  still  come  to  the  same  conclu- 
sion. HCA  Medical  Center. 

EVERYTHING  GOES  ACCORDING 
TO  PLAN.  YOUR  PLAN. 


s\Xiong. 

experience  childbirth  in  a natural  setting,  with- 
out a lot  of  moving  around  or  hospital  intrusions. 
In  fact,  many  families  tell  us  that  having  a baby 
in  one  of  our  birthing  rooms  is  like  having  a 
baby  at  home.  Only  safer. 

WE’RE  THE  PLACE,  JUST  IN  CASE. 

Safety.  It’s  an  important  consideration. 
Because  while  the  vast  majority  of  births  go  just 
as  nature  intends,  complications  sometimes 
arise.  That’s  when  families  /Jx5^ 
who  were  attracted  by  our 
amenities  appreciate  HCA 
for  a whole  new  set  of  ^ 
reasons.  Like  the  fact  that 
our  patient/nurse  ratio 
for  high-risk  births  is  one- 
to-one.  Or  that  our  physi- 
cian staff  is  available  24 
hours  a day,  seven  days  a 
week.  Or  that  HCA  has  one  of  the  newest  neo- 
natal intensive  care  units  in  the  entire  area. 


At  HCA,  we  don’t  just  tolerate  your  involve- 
ment. We  encourage  and  support  it.  A case  in 
point  is  the  birthing  plan  we  invite  you 
to  fill  out.  It  specifies  your  options 
from  labor  and  delivery  methods 
to  the  feeding  of  your  new- 
born, from  room  amenities 
to  the  menu  for 
your  celebration 
dinner.  And 
since  your  plan  is  on 
record  here  at  the  hospital,  you 
don’t  have  to  remind  us  of  your  preferences  on 
the  big  day,  when  your  mind  is  on  other  things. 


40%  OF  BIRTHING  PLANS 
INCLUDE  OUR  BIRTHING  ROOMS. 


One  of  the  birthing  plan  options  many  fami- 
lies request  is  the  birthing  room.  It’s  a labor/ 
delivery/recovery  room  all  in  one.  The  idea  is  to 


THE  COMPORTS  OF  HOME,  THE  SAFETY 
OF  A MAJOR  MEDICAL  CENTER. 

The  same  considerations  that  go  into  choos- 
ing a hospital  for  childbirth  go  into  choosing  a 
hospital  for  other  procedures  as  well.  The  goal 
is  to  find  a comfortable,  convenient,  pleasant 
place  to  be  if  all  goes  smoothly.  With  the  back- 
up of  a major  regional  healthcare  complex  just 
in  case  it  doesn’t.  Maybe  that’s  why  more  than 
66,000  patients  each  year  come  to  our  40-acre 
campus  to  have  everything  from  open-heart 
surgery  to  bundles  of  joy. 

For  more  information  on  the  many  services 
available  to  you,  write:  HCA  Medical  Center  of 
Plano,  3901  West  15th  Street,  Plano,  Texas 
75075,  or  phone  596-6800. 

Medical  Center 
of  Plano 
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MasterCard  adds,  upgrades 
program  benefits 

A new  benefit  has  been  added  to  the 
Maryland  Bank  N.A.  (MBNA  R)  Texas 
Medical  Association  Gold  MasterCard, 
and  several  other  benefits  have  been  up- 
graded for  increased  convenience  and 
performance. 

The  new  benefit,  MasterRental  ™ , re- 
places the  Rental  Car  Deductible  Reim- 
bursement Coverage.  MasterRental™  is  a 
comprehensive  rental  car  insurance  that 
goes  into  effect  when  using  the  TMA 
Gold  MasterCard  for  payment.  It  pro- 
vides members  with  coverage  should 
they  choose  to  decline  the  rental  com- 
pany’s insurance  when  signing  the  rental 
agreement. 

MasterRental™  benefits  include  Colli- 
sion/Loss Damage  Insurance  up  to  the 
full  value  of  the  rental  car  and  Personal 
Effects  Coverage  up  to  SI, 500  against 
theft  or  damage  to  personal  effects  while 
such  personal  effects  are  in  transit  or  in 
any  hotel  or  other  building  while  en 
route  during  a trip  using  the  rented  car. 
Coverage  is  provided  for  cardholders  and 
any  immediate  family  members  traveling 
with  them,  and  Personal  Accident  Insur- 
ance up  to  $250,000  covers  the  card- 
holder and  any  passengers  in  the  rental 
car  for  the  entire  rental  car  period. 

In  addition  to  MasterRental™,  many  of 
the  regular  benefits  of  the  TMA  Gold 
Mastercard  have  been  upgraded  to  in- 
crease the  convenience  and  performance 
of  the  card. 

More  than  6 million  locations  world- 
wide accept  the  Gold  MasterCard.  Cash 
access  through  MasterTeller®  has  grown 
to  more  than  18,000  Automated  Teller 
Machines  and  soon  will  be  linked  to  the 
CIRRUS  ATM  network,  providing  more 
than  30,000  ATMs  in  up  to  12  countries. 
Master  Assist™  provides  immediate  help 
for  emergency  travel  problems  almost 
anywhere  in  the  world.  A 24-hour 
Hotline  Center  provides  travelers  with  a 
worldwide  network  of  physicians,  hospi- 
tals, legal  advisors,  and  administrative 
agents  to  assist  in  any  emergency  outside 
a 100-mile  radius  firom  home  or  outside 
of  US  borders. 

The  TMA  Gold  MasterCard  is  issued 
free  of  its  annual  $30  fee  for  the  first  12 
months.  It  has  an  annual  percentage  rate 
of  15.9%,  reduced  to  14.9%  on  the  por- 


tion of  the  average  daily  balance  greater 
than  $3,500. 

TMA  Gold  MasterCard  customers  also 
enjoy:  up  to  $1  million  travel  accidental 
death  and  dismemberment  insurance 
protection;  lost  luggage  protection  up  to 
$3,000;  24-hour  travelers’  message  cen- 
ter; emergency  cash  and  airlines  tickets; 
flexible  payments;  payment  holidays; 
emergency  card  replacement;  24-hour 
customer  satisfaction  365  days  per  year; 
and  premium  access  checks. 

To  apply  for  a TMA  Gold  MasterCard, 
association  members  may  contact  TMA 
Member  Services  at  (512)  477-6704. 


AMA  revises  awards 

for  continuing  medical  education 

Physicians  now  can  apply  for  American 
Medical  Association  Physician’s  Recogni- 
tion Awards  that  are  valid  for  one,  two, 
or  three  years.  In  the  past,  certificates 
have  been  issued  for  three  years. 

The  AMA  changed  the  program  to  ac- 
commodate agencies  that  have  CME  re- 
porting requirements  based  on  periods 
other  than  three  years.  Twenty-one  states 
have  CME  reporting  requirements  in 
connection  with  the  re-registration  of  the 
license  to  practice  medicine;  only  two 
have  a three-year  re-registration  period. 
CME  is  not  a requirement  for  licensure  in 
Texas. 

Physicians  who  are  applying  for  a cer- 
tificate valid  for  one  year  will  report  50 
hours  of  CME,  including  20  hours  of 
AMA  PRA  Category  1 education;  physi- 
cians applying  for  a two-year  certificate 
will  report  100  hours  of  education  in- 
cluding 40  hours  of  Category  1 ; and 
physicians  applying  for  a three-year  cer- 
tificate will  report  1 50  hours,  as  they 
do  now. 

The  new  PRA  certificate  will  have  two 
dates,  one  showing  when  the  certificate 
was  issued  and  a second  showing  how 
long  it  is  valid.  Application  fees  remain 
the  same  as  at  present. 

Further  information  is  available  from 
the  American  Medical  Association,  Office 
of  Physician  Credentials  and  Qualifica- 
tions, 535  N Dearborn  St,  Chicago,  IL 
60610,  phone  (312)  645-4677. 
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TMA  Library  provides  access 
to  new  AIDS  reference  service 

The  TMA  Memorial  Library  offers  TMA 
members  access  to  AIDSLINE,  a new 
database  containing  some  1 3,000  refer- 
ences to  scientific  articles  about  AIDS. 

The  references  in  AIDSLINE  cover  the 
clinical  and  research  aspects  of  the  dis- 
ease, epidemiology,  and  health  policy 
issues.  Many  of  the  records  include  an 
abstract  in  English.  The  articles  cover  the 
period  1980  to  the  present,  and  the 
database  is  updated  twice  each  month 
with  the  addition  of  200-300  records. 

AIDSLINE  is  produced  by  the  National 
Library  of  Medicine  (NLM)  and  the  Na- 
tional Institutes  of  Health  Office  of  AIDS 
Research.  References  in  the  new  database 
are  being  drawn  from  NLM’s  MEDLINE® 
database,  but  early  in  1 989  it  will  be  ex- 
panded with  AIDS  references  from  two 
other  NLM  online  files — CANCERLIT® 
and  the  Health  Planning  and  Administra- 
tion database. 

Physicians  who  are  seeking  informa- 
tion about  a particular  subject  that  might 
be  in  AIDSUNE  should  call  the  TMA  Li- 
brary at  (512)  477-6704  to  request  a 
search.  At  the  physician’s  request,  TMA  li- 
brarians can  provide  a unique  service  by 
selecting  pertinent  articles,  and  sending 
photocopies  with  the  computer  bibli- 
ography. In  most  cases,  the  materials  are 
mailed  within  24  hours  of  the  request. 

Physicians  can  help  promote 
Great  American  Smokeout 

The  American  Cancer  Society  (ACS)  is 
once  again  asking  physicians  to  join  in 
celebrating  the  Great  American  Smoke- 
out, an  invitation  to  millions  of  Ameri- 
cans to  give  up  smoking  on  Thursday, 
Nov  17. 

This  year’s  campaign  focuses  on  the 
harsh  realities  of  the  dangers  of  smoking. 
Last  year,  320,000  Americans  died  from 
the  toxic  substances  in  cigarettes.  Adver- 
tisements of  this  year’s  campaign  feature 
cigarettes  as  “a  pack  of  lies,”  and  a filled 
ashtray  as  a “toxic  waste  dump.” 

Last  year,  39.1%  of  the  nation’s  50  mil- 
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lion  smokers  participated  in  the  Great 
American  Smokeout;  5.8  million  smokers 
were  able  to  stay  off  cigarettes  for  24 
hours,  and  3.7  million  were  still  not 
smoking  one  to  three  days  later. 

The  ACS  anticipates  record  participa- 
tion this  year,  in  light  of  the  recent,  land- 
mark decision  in  the  Cipollone  liability 
case  and  the  publicity  generated  by  the 
Surgeon  General’s  most  recent  report  in- 
dicating nicotine  as  an  addictive  drug. 

Physicians  who  would  like  to  partici- 
pate in  the  Great  American  Smokeout  by 
displaying  posters  in  their  offices  or  by 
distributing  Smokeout  materials  to  their 
patients  who  smoke,  may  call  their  local 
ACS  office,  or  contact  the  Texas  Division 
office  at  PO  Box  140435,  Austin,  TX 
78714-0435,  phone  (512)  928-2262. 

TMA  Library  offers  seminar 
on  searching  medical  literature 

TMA  members  who  wish  to  learn  the 
basic  skills  necessary'  for  searching  medi- 
cal literature  may  register  for  a seminar 
offered  by  the  TMA  Memorial  Library. 

The  course,  scheduled  for  Nov  2,  1988 
from  1 to  5 pm,  will  focus  primarily  on 
the  MEDLINE®  system,  the  computerized 
database  available  through  the  National 
Library  of  Medicine  ( NLM ).  Also  in- 
cluded will  be  an  introduction  to  other 
vendors  and  systems,  and  a hands-on 
demonstration  of  GRATEFUL  MED,  a 
“user-friendly”  software  package. 

TMA  designates  this  continuing  medi 
cal  education  activity  as  meeting  the  cri- 
teria for  four  credit  hours  in  Category  1 
of  the  Physician’s  Recognition  Award  of 
the  American  Medical  Association.  TMA 
is  accredited  by  the  Accreditation  Coun- 
cil for  Continuing  Medical  Education 
to  sponsor  continuing  education  for 
physicians. 

Physicians  who  complete  the  course 
will  receive  an  application  for  a user 
identification  number  which  will  allow 
them  access  to  the  database  from  their 
own  computers. 

The  class  will  be  held  at  I MA  Head 
quarters,  1801  N Lamar  Blvd,  in  Austin. 
No  previous  experience  is  required,  al- 
though some  basic  knowledge  of  com 
puters  is  helpful.  A $40  registration  fee  is 
required;  registration  forms  are  available 
by  calling  the  library  at  (512)  477-6704. 


MEDICAL  ECONOMICS 


LBB  notes  low  reimbursement 
decreases  access  to  care 

A Texas  Medical  Association  report  on 
the  factors  that  make  it  difficult  for  Medi- 
caid recipients  to  find  health  care  fell  on 
sympathetic  ears  when  the  Legislative 
Budget  Board  ( LBB ) met  to  consider  the 
problem.  Meeting  Aug  10  in  Austin,  the 
board  noted,  “ . . . health  care  providers, 
including  children’s  and  rural  hospitals, 
family  planning  providers,  physicians, 
and  dentists  and  ICF-MR  facilities  may  be 
experiencing  severe  financial  difficulties 
which  affect  their  ability  to  provide 
quality  care  to  our  citizens.”  In  light  of 
this  conclusion,  the  board  directed  the 
Department  of  Human  Services  to  con- 
sult with  the  Texas  Legislature’s  Special 
Task  Force  on  Rural  Health  Care  Delivery- 
in  Texas  and  the  Legislative  Caucus  on 
Rural  Health  to  evaluate  reimbursement 
practices  and  to  develop  appropriate  pol- 
icy changes,  if  warranted. 

TMA’s  report  to  the  I.BB  emphasized 
that  Medicaid  expansions  alone  will  not 
resolve  the  problem  of  lack  of  access  to 
health  care.  According  to  the  report, 
which  was  prepared  by  the  association’s 
Division  of  Medical  Economics,  declining 
physician  participation  in  the  Medicaid 
program  is  a major  problem,  particularly 
in  rural  areas,  where  most  Medicaid 
beneficiaries  are  treated.  Professional  lia- 
bility premiums  and  malpractice  fears, 
combined  with  inadequate  and  inequita- 
ble reimbursement  rates,  have  created  a 
shortage  of  physicians  willing  to  provide 
obstetrical  services  in  many  areas  of  the 
state. 

The  report  included  a number  of  sup- 
portive statistics,  including: 

( 1 ) Only  35%  of  the  obstetricians/ 
gynecologists  enrolled  in  the  Medicaid 
program  have  more  than  ten  Medicaid 
patients; 

(2)  Forty-three  percent  of  the  state’s 
obstetricians/gynecologists  have  no 
Medicaid  patients,  and  Medicaid  patients 
make  up  fewer  than  10%  of  the  patient 
load  of  an  additional  34%  of  the  state’s 
obstetricians/gynccologists; 

( 3 ) Physicians  in  rural  areas  perfonn 
45%  of  the  office  and  hospital  visits  pro 


vided  for  Medicaid  patients; 

( 4 ) The  percentage  of  obstetricians/ 
gynecologists  paying  more  than  $30,000 
in  liability  premiums  escalated  from  9% 
in  1986  to  42%  in  1988,  and  premiums 
for  family  practitioners  and  other  spe- 
cialties also  have  increased  greatly; 

( 5 ) In  many  cases  the  Medicaid  pay- 
ment for  a global  delivery  (prenatal  care 
and  delivery)  is  lower  than  for  a delivery 
only;  and 

(6)  On  the  average,  the  Medicaid  re- 
imbursement rate  for  rural  physicians  is 
10%  to  25%  lower  than  for  urban  physi- 
cians providing  the  same  service,  and,  for 
some  specialties,  payments  are  30%  to 
57%  lower. 

TMA  further  advised  the  LBB  that  stud- 
ies indicate  that  more  physicians  will  par- 
ticipate in  Medicaid  if  changes  are  made. 
The  report  concludes,  “Removing  disin- 
centives for  physician  participation  in 
Medicaid  is  crucial  if  the  expansions  are 
to  improve  access  to  health  care.  Declin- 
ing physician  participation  in  the  face  of 
growing  numbers  of  eligible  patients 
could  result  in  increased  use  of  emer- 
gency room  services,  delays  in  receiving 
care,  and  possibly,  a two-tiered  system 
with  a lower  quality  of  care  for  the  poor.” 

PPRC  sets  tentative  date 
in  Nov  for  RVS  hearing 

ITie  Physician  Payment  Review  Commis- 
sion (PPRC)  tentatively  has  scheduled  a 
Nov  2—4,  1988,  hearing  on  the  Harvard 
Relative  Value  Scale  ( RVS ).  According  to 
a report  from  the  American  Medical  As- 
sociation, the  hearing  is  intended  to  help 
structure  the  PPRC  review  process.  A 
second  hearing  is  scheduled  for  Jan 
18-20,  1989.  The  PPRC  report  to  Con- 
gress containing  RVS  recommendations  is 
expected  to  be  made  March  31,  1989. 

Following  a six -week  delay,  the  study 
was  expected  to  be  delivered  to  the 
Health  and  Human  Services  Secretary  in 
late  August. 

The  Harvard  study  is  intended  to  de- 
velop a cross-specialty  RVS  based  on  the 
resource  costs  of  providing  physician  ser- 
v'ices.  Among  other  RVS  systems,  it  w ill 
be  considered  for  use  when  the  Medicare 
program  implements  an  RVS-based  fee 
schedule  for  physicians,  probably  in  Janu- 
ary 1990. 
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Medical  training  taught 
me  how  to  cure. 


Introducing  a new'^how  to  'publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls”  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 


■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 


■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  in  vivo  results. 

t^Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO®  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven.  CT  06516 


Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 
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TABLETS 

(ciprofloxacin  HCI/Miles) 


500  mg  BA,D,  for  most  infections; 

750  mg  B,LD.  for  severe  or  complicated  infections. 


CONVENIENT  5. /.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mgfi./.D 

Severe/Complicated 

750  mg  B.I.D 

Urinary  Tracf 

Mild/Moderate 

250  mg  B.I.D 

Severe/Complicated 

500  mg  B.I.D 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  B.I.D 

BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro*  IS  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Strwcture  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 
Proteus  mirabilis.  Proteus  vulgaris,  Providencia  stuartu.  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpeniciliinase-producmg  strains).  Sta- 
phylococcus epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  rnarcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
rnarcescens,  Proteus  mirabilis.  Providencia  rettgen.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diantiea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jefuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated 
*Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections 
Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  in  order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin  Therapy  with  Cipro* 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFIDXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN  OR  PREGNANT  WOMEN  The  oral  administration 
of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight-bearing  ]oints 
of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid,  cinoxacin. 
and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of  arthrop- 
athy in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL  PRESCRIBING 
INFORMATION) 

PRECAUTIONS 

General 

As  with  other  quinolones,  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which  may  lead  to 
tremor,  restlessness.  Iightheadedness,  confusion,  and  very  rarely  to  hallucinations  or  convulsive  seizures 
Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS  disorders,  such  as 
severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE  ADVERSE 
REACTIONS) 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluria  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man,  because 
human  urine  is  usually  acidic  P^ients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION) 

Drug  Interactions 

Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma  concentrations  of 
theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of  theophylline-related 
adverse  reactions.  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline  should  be  monitored  and 
dosage  adjustments  made  as  appropriate 

Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacin  in  the  serum  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacin  may  result  in  overgrowth  of 
nonsusceptible  organisms  Repeated  evaluation  of  the  patients  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Information  for  Patients 

F^ients  should  be  advised  that  ciprofloxacin  may  be  taken  with  or  without  meals  The  preferred  time  of  dosing  is 
two  hours  after  a meal  f^ients  should  also  be  advised  to  drink  fluids  liberally  and  not  take  antacids  containing 
magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing  Ciprofloxacin  may  cause  dizziness  or 
Iightheadedness,  therefore  patients  should  know  how  they  react  to  this  drug  before  they  operate  an  automobile 
or  machinery  or  engage  in  activities  requiring  mental  alertness  or  coordination 
Carcinogenesis.  Mutagenesis.  Impairment  of  Fertilitv 

Eight  in  vitro  mutagenicity  tests  have  been  conducteu  with  ciprofloxacin  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 
f coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V19  Cell  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucleus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  In  animals  have  not  yet  been  completed 
Pregnancy-  Pregnancy  Category  C: 

Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up  to  six  times  the  usual  daily  human  dose 
and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus  due  to  ciprofloxacin  In  rabbits,  as  with 
most  antimicrobial  agents,  ciprofloxacin  (30  and  100  mg/kg  orally)  produced  gastrointestinal  disturbances 
resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion.  No  teratogenicity  was  observed  at 
either  dose.  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no  maternal  toxicity  was  produced,  and 
no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no  adequate  and  well-controlled  studies  in 


pregnant  women  SINCE  CIPROFLOXACIN.  LIKE  OTHER  DRUGS  IN  ITS  CLASS.  CAUSES  ARTHRORf\THY  II, 
IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN  (SEE  WARNINGS) 

Nursing  Mothers  il 

It  is  not  known  whether  ciprofloxacin  is  excreted  in  human  milk;  however,  it  is  known  that  ciprofloxacin  i]| 
excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  milk  Because  of  this  ] 
and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infants,  a decision  shoull  I 
be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importance  of  the  drug  to  Ihji 
mother.  I 

Pediatric  Use  ! 

Ciprofloxacin  should  not  be  used  m children  because  it  causes  arthropathy  in  immature  animals  (SE 
WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated.  During  clinical  investigation,  2,799  patients  received  2,868  courses  q 
the  drug  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  possibi' 
related  m 9 2%,  and  remotely  related  in  3.0%  Ciprofloxacin  was  discontinued  because  of  an  adverse  event  iil 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1.5%),  skin  (0  6%).  and  central  nervous  systen' 
(04%) 

The  most  frequently  reported  events,  drug  related  or  not,  were  nausea  (5.2%),  diarrhea  (2.3%),  vomilind 
(2.0%),  abdominal  pain/discomfort  (17%).  headache  (12%),  restlessness  (11%).  and  rash  (1 1%).  1 

Additional  events  that  occurred  in  less  than  1%  of  ciprofloxacin  courses  are  listed  below  Those  typical  of 
quinolones  are  italicized  ^ 

GASTROINTESTINAL  (See  above),  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforation 
gastrointestinal  bleeding 

CENTRAL  NERVOUS  SYSTEM  (See  above),  dizziness.  Iightheadedness.  insomnia,  nightmares,  hallucm 
tions,  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  weakness 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia.  \ 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chillsi 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmenta*! 
tion.  erythema  nodosum 

SPECIAL  SENSES:  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  lights! 
decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achiness,  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleeding 
vaginitis,  acidosis 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  ectopy.  syncope,  hypertension,  angina  pectoris, 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis  , 

RESPIRATORY  epistaxis.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchospasm 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  w. 
discontinued,  and  required  no  treatment 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  interaction  witlj 
ciprofloxacin  i 

Adverse  Laboratory  Changes  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regard  to  drug 
relationship 

Hepatic  - Elevations  of  ALT  (SGPT)  (1  9%).  AST  (SGOT)  (1  7%).  alkaline  phosphatase  (0  8%).  LDH  (0  4%1 
serum  bilirubin  (0  3%) 

Hematologic  - eosinophilia  (0  6%),  leukopenia  (0  4%),  decreased  blood  platelets  (01%).  elevated  blow 
platelets  (0 1%).  pancytopenia  (0 1%) 

Renal  - Elevations  of  Serum  creatinine  (1 1%).  BUN  (0  9%) 

CRYSTALLURIA.  CYLINORURIA,  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  in  less  than  0,1%  of  courses  were  Elevation  of  serum  gammaglutamyl  transferase 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anemia 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  should  bei 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  supports 
treatment  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactrons  from  overdosage 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacin  from  the  body,  particularly  if  rena' 
function  IS  compromised 

DOSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  witfi 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hours 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  treatW 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  every  12 
hours  I 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours  I 

In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  AND 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HOW  SUPPLIED 

Cipro*  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg,  and  750  mg  in  bottles  of  50.  andir 
Uhit-Dose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION).  I 


*Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Briel  Summary. 

For  further  information,  contact  the  Miles  Information  Service:  | 
1-800-642-4776.  In  VA.  call  collect:  703-391-7888.  I 
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TMA  sponsors  symposium 
on  workers’  compensation 

Texas  Medical  Association’s  Committee 
on  Workers’  Compensation  and  Occupa- 
tional Medicine  will  present  a Sym- 
posium on  the  Workers’  Compensation 
System  in  Texas  Friday,  Nov  18,  1988,  in 
the  Austin  Room  of  the  Doubletree 
Hotel,  Austin. 

The  symposium  will  focus  on  the  fun- 
damentals of  the  workers’  compensation 
system  in  Texas,  as  well  as  the  proper  use 
of  procedure  codes  on  health  claim 
forms,  the  use  of  fourth  party  reviewers 
in  auditing  workers’  compensation 
claims,  and  legislative  reform  issues. 

The  symposium  faculty  will  include 
representatives  of  the  Industrial  Accident 
Board,  Texas  Association  of  Business,  or- 
ganized labor,  attorneys,  and  insurance 
carriers. 

Further  information  on  the  symposium 
is  available  from  Linda  Kuhn,  Texas  Medi- 
cal Association,  1801  N Lamar  Blvd,  Aus- 
tin, TX  78701,  phone  (512)  477-6704. 


26%  of  Texas  physicians  join 
ranks  of  Medicare  ‘pars’ 

The  Health  Care  Financing  Administra- 
tion (HCFA)  reports  that  26%  of  Texas 
physicians  have  joined  the  ranks  of  “par- 
ticipating physicians”  who  accept  Medi- 
care’s assigned  reimbursement  rate  for  all 
beneficiaries  that  they  treat.  Texas  is  on 
the  low  end  of  the  spectrum,  with  state 
participation  rates  ranging  from  14.9%  in 
Idaho  to  73.5%  in  Alabama.  Nationally, 
37.3%  of  physicians  are  “pars.”  However, 
on  a case-by-case  basis,  the  nation’s  phy- 
sicians accept  assignment  on  73%  of  all 
claims,  an  all-time  high. 

The  American  Medical  Association  says 
that  since  the  participating  physician  pro- 
gram was  implemented  in  1985,  the  per- 
centage of  physicians  electing  to  partici- 
pate generally  has  held  at  around  the 
30%  level.  The  AMA  speculates  that  the 
increase  is  the  result  of  the  government’s 
strong  bias  toward  the  “pars”  through  in- 
centive programs  that  provide  greater 
economic  rewards,  in  conjunction  with 
persistent  punitive  measures  (fee  freezes, 
MAACs,  and  lower  Medicare  reimburse- 
ment levels)  directed  toward  “nonpars.” 

Many  former  “nonpars”  indicate  the 


ha.ssle  of  try  ing  to  deal  with  the  continu- 
ous changes  and  bureaucratic  headaches 
simply  are  not  worth  the  effort  and  valu- 
able time,  the  AMA  says.  Further,  the 
AMA  notes,  “nonpars”  are  under  pressure 
from  the  American  Association  of  Retired 
Persons  (AARP),  and  the  government  has 
given  increasingly  significant  economic 
advantages  to  “pars.”  “Nonpars”  cur- 
rently receive  4.5%  less  on  their  prevail- 
ing charges  than  do  the  “pars.”  That 
differential  will  be  stepped  up  to  5%  in 
January  1989,  the  AMA  adds. 


CAPITAL  COMMENTS 


Texans  support  legislation 
to  limit  liability  judgments 

A large  majority  of  Texans  support  legis- 
lation to  limit  medical  liability  judg- 
ments, according  to  a public  opinion  poll 
commissioned  by  the  Texas  Medical  As- 
sociation. Fifty -eight  percent  of  respon- 
dents agreed  that  “present  state  mal- 
practice laws  are  causing  major  problems 
for  the  residents  of  Texas,  and  these  laws 
should  be  changed.” 

Almost  half  of  the  Texas  adult  popula- 
tion has  a sense  that  high  professional  lia- 
bility premiums  are  causing  a scarcity  of 
medical  services  in  Texas.  Consequently, 
pollsters  predict  that  Texas  residents 
probably  will  support  major  reform  in 
the  state’s  tort  system. 

“It  is  reassuring  to  see  that  our  patients 
understand  what  unlimited  liability  does 
to  the  quality  and  cost  of  medical  care,” 
William  G.  Gamel,  MD,  Austin,  said.  Dr 
Gamel  is  chairman  of  TMA’s  Council  on 
Legislation. 

Asked  about  specific  proposals  for  re- 
form, a substantial  majority  of  respon- 
dents favored  proposals  to  allow  damages 
to  be  paid  out  in  installments  over  time, 
allow  the  injured  person  to  collect  only 
that  part  of  the  award  not  already  paid  by 
his  or  her  insurance  company,  give  more 
legal  protection  to  physicians  who  treat 
the  poor  free  of  charge  or  for  less  than 
their  usual  fee  as  a service  to  the  state, 
and  limit  awards  for  pain  and  suffering. 
Seventy-nine  percent  of  the  respondents 
“favored”  or  “favored  strongly”  a pro- 


posal to  limit  lawy  ers’  contingency  fees 
on  a sliding  scale  so  that  for  very  high 
awards  the  percent  they  could  charge 
would  be  less. 

TMA  commissioned  SRI  Gallup  to  sci- 
entifically measure  opinions  of  the  adult 
population  in  Texas  on  a broad  range  of 
topics  related  to  health  and  medicine. 
Telephone  interviews  of  approximately 
16  minutes  in  length  were  conducted 
with  a randomly  selected  sample  of  750 
Texas  residents  aged  18  and  older  during 
the  week  of  June  20,  1988. 

TMA,  legislature  join  forces 
to  change  rural  health  care 

Jim  Bob  Brame,  MD,  Eldorado,  predicts 
that  when  its  final  report  is  published, 
probably  in  mid-October,  the  Texas  Leg- 
islature’s Special  Task  Force  on  Rural 
Health  Care  Delivery  in  Texas  will  sug- 
gest innovative  and  farsighted  changes. 
“This  will  not  be  just  a fact-finding  re- 
port,” Dr  Brame  said.  “We’ve  got  to  look 
at  the  appropriateness  of  care  in  the  rural 
areas.  Is  what  we  re  doing  now  appropri- 
ate as  compared  to  what  was  appropriate 
ten  years  ago?  Obviously,  it  is  not.” 

Dr  Brame,  a past  president  of  the  Texas 
Medical  Association,  chairs  both  the  leg- 
islative task  force  and  the  TMA  Rural 
Health  Task  Force. 


“Mr  Brummer  dropped  his  malpractice  suit  against 
me  He  needs  another  operation  and  doesn’t  trust  his 
attorney  to  do  it.” 
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He  said  that  public  hearings  through- 
out the  state  have  brought  to  light  four 
major  problem  areas:  physician  recruit- 
ment; availability  of  emergency  primary 
care  services;  financing,  including  ineq- 
uitable Medicare  reimbursements;  and 
restrictive  governmental  regulations. 

In  an  interview  with  Texas  Medicine, 

Dr  Brame  said,  “Whatever  the  task  force’s 
ultimate  recommendations  are,  they’re 
going  to  have  to  do  with  much  needed 
approaches  to  solving  the  problems  of 
rural  health.  The  thing  that  we  don’t 
need  is  more  studies.  We  know  what  the 
problems  are,  but  there  has  been  an  at- 
tempt to  try  to  handle  those  problems 
according  to  old  methods.  1 think  it  may 
require  a total  revision  of  how  health 
care  is  offered  in  rural  Texas  in  order  to 
see  where  we’re  going  to  be  in  1 990.” 

“If  Jim  Brame  were  writing  the  report,” 
he  said,  it  also  would  include  a proposal 
for  a centralized  office  of  rural  health 
care.  “Whatever  we  do  for  the  rural 
economy  almost  has  to  be  centered 
around  health  care  because  if  the  hospi- 
tal or  the  health  care  facility  is  not  the 
leading  employer  in  the  small  commu- 
nity, it’s  among  the  top  third.  We  need  to 
coordinate  our  services  in  the  state, 
rather  than  take  a fragmented  approach.” 

Recognizing  the  special  problems  that 
afflict  rural  health  care  delivery,  TMA  ap- 
proved a rural  health  care  initiative  in 
November  1987.  The  initiative  enhances 
TMA  efforts  to  improve  the  peer  review 
process,  support  favorable  rural  health 
care  legislation,  support  AMA-sponsored 
rural  health  care  programs,  improve 
communications  with  the  media,  estab- 
lish a liaison  with  the  Texas  Hospital  As- 
sociation regarding  small  and  rural 
hospital  issues,  and  initiate  proactive 
rural  health  care  programs. 

Additionally,  the  TMA  task  force  on 
rural  health  care  has  assisted  the  legis- 
lative group.  “The  association’s  support 
definitely  will  contribute  to  the  success 
of  the  legislative  task  force  ....  TMA  has 
provided  vital  information,”  Dr  Brame 
said.  An  association  report  on  the  impact 
of  liability  costs  on  rural  physicians, 
which  was  presented  to  the  legislative 
task  force,  showed; 

( 1 ) Texas  has  fewer  physicians  per 
capita  than  the  United  States  overall; 

( 2 ) The  percentage  of  physicians  prac- 
ticing in  rural  areas  is  falling; 


( 3 ) ITie  average  number  of  patient  vis- 
its per  week  in  all  settings  has  been  fall- 
ing since  1976  for  all  the  categories  of 
physicians  studied; 

(4)  Since  1983,  the  average  number  of 
hospital  discharges  per  week  for  all  phy- 
sicians dropped  1 7% ; for  physicians  in 
nonmetropolitan  areas,  the  average 
number  of  hospital  discharges  dropped 
29% ; and 

(5)  In  1986,  all  rural  hospitals  had 
dropped  1 1 percentage  points  in  occu- 
pancy, but  Texas  rural  hospitals  had  lost 
17  percentage  points. 


NEWSMAKERS 


C.  THOMAS  CASKEY,  MD,  and  JOHN  C. 
RIBBLE,  MD,  both  of  Houston,  are  two  of 
five  new  members  appointed  by  Health 
and  Human  Services  Secretary  Otis  R. 
Bowen  to  the  National  Advisory  General 
Medical  Sciences  Council.  The  council 
reviews  applications  for  research  and  re- 
search training  grants.  It  also  makes  rec- 
ommendations on  policy  matters  and 
science  manpower  needs  related  to  the 
National  Institute  of  General  Medical  Sci- 
ences. Dr  Caskey  is  director  of  the  Insti- 
tute for  Molecular  Genetics  at  Baylor 
College  of  Medicine.  Dr  Ribble  is  dean  of 
The  University  of  Texas  Medical  School 
at  Houston  and  interim  president  of  The 
University  of  Texas  Health  Science  Cen- 
ter at  Houston. 

DANIEL  W.  FOSTER,  MD,  was  recently 
honored  by  the  American  Diabetes  Asso- 
ciation. He  received  the  1988  award  for 
the  Outstanding  Physician  Educator  in 
the  Field  of  Diabetes.  Dr  Foster  is  pro- 
fessor and  chairman  of  the  Department  of 
Internal  Medicine  at  The  University  of 
Texas  Southwestern  Medical  School  in 
Dallas. 

WILLIAM  J.  FRY,  MD,  Dallas,  recently  be- 
came president-elect  of  the  Society  for 
Vascular  Surgery.  He  is  chief  of  surgical 
services  at  Parkland  Memorial  Hospital. 

LILLIAN  M.  FULLER,  MD,  Houston,  re 
ceived  the  1987  Texas  Business  and  Pro- 
fessional Women’s  Past  State  President’s 


Award.  For  the  past  five  years,  the  award 
has  recognized  women  who  have  distin- 
guished careers  in  cancer  research  and 
treatment.  Dr  Fuller  is  deputy  chairman 
of  the  Department  of  Clinical  Radiother- 
apy at  The  University  of  Texas  M.D.  An- 
derson Cancer  Center. 

RAUL  F.  GARCIA-RINALDI,  MD,  Houston, 
was  awarded  the  Life  Achievement 
Award  by  the  National  Puerto  Rican 
Coalition.  The  award  recognizes  his  con- 
tributions in  cardiovascular  surgery,  and 
in  being  a role  model  for  Puerto  Ricans 
residing  in  the  US.  The  presentation  was 
followed  by  a private  luncheon  with 
President  Reagan  in  the  White  House. 

CANDACE  KASPER,  MD,  recently  re- 
ceived the  annual  President’s  Research 
Council  grant  that  goes  to  an  outstanding 
researcher  at  The  University  of  Texas 
Southwestern  Medical  School  in  Dallas. 
Dr  Kasper  is  a dermopathologist. 

E.  ROSS  KYGER  III,  MD,  Lufkin,  was 
elected  president  of  the  Texas  Affiliate  of 
the  American  Heart  Association,  at  the 
annual  meeting  in  July.  The  new  first  vice 
president  is  GREGORY  J.  PHILLIPS,  MD, 
Fort  Worth;  FAGG  SANFORD,  MD,  Tyler 
is  secretary  of  the  organization.  Of  the 
six  newly-elected  vice  presidents,  three 
are  physicians:  DOROTHY  DiNARDO- 
EKERY,  MD,  El  Paso,  BOB  HILLERT,  MD, 
Dallas,  and  TOM  PARKER,  MD,  George- 
town. Also  at  the  annual  meeting,  SUSAN 
L.  PRYOR,  MD,  Dallas,  received  the  Lyn- 
don Baines  Johnson  Award  for  her  re- 
search project,  “Metabolic  Regulation  of 
Sympathetic  Outflow  During  Exercise.” 
ADDISON  A.  TA'YLOR,  MD,  Houston,  re- 
ceived the  Paul  V.  Ledbetter,  MD,  Medi- 
cal Professional  Volunteer  of  the  Year 
Award. 

WILLIAM  H.  REID,  MD,  has  been  elected 
president  of  the  American  Academy  of 
Psychiatry  and  the  Law,  a professional  or- 
ganization of  psychiatrists  dedicated  to 
excellence  in  practice,  teaching,  and  re- 
search in  forensic  psychiatry.  Dr  Reid  is  a 
San  Antonio  psychiatrist. 

PEDRO  A.  RUBIO,  MD,  Houston,  was 
elected  a member  of  the  Executive 
Council  to  the  International  College  of 
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Surgeons  during  their  XXVI  World  Con- 
gress, held  recently  in  Milan,  Italy. 

RHONDA  VOSKUHL,  MD,  second  year 
neurology  resident  at  The  University  of 
Texas  Southwestern  Medical  School  in 
Dallas,  authored  the  winning  paper  in  the 
Texas  Neurological  Society’s  annual  re- 
search contest.  Her  research  paper  was 
titled  “Myelopathy  of  Cervical  Spon- 
dylosis Presenting  with  Sensory  Impair- 
ment of  the  Hands.” 

MORRIS  ZIFF,  MD,  Dallas,  recently 
received  the  Gold  Medal  Award,  the 
highest  award  given  by  the  American 
Rheumatism  Association,  in  recognition 
of  his  contributions  to  the  rheumatology 
field.  He  also  recently  received  the  Duke 
University  Award  for  Rheumatology  Re- 
search at  the  school  in  Durham,  NC.  Dr 
Ziff  is  Ashbel  Smith  Professor  Emeritus  of 
Internal  Medicine  and  the  Dr  Morris  Ziff 
Professor  Emeritus  of  Rheumatology  at 
The  University  of  Texas  Southwestern 
Medical  School  in  Dallas. 


DEATHS 


MARION  W.  CASKEY,  MD,  retired 
Wichita  Falls  specialist  in  geriatrics.  Died 
June  30,  1988;  age  88.  Dr  Caskey  was  a 
1931  graduate  of  the  University  of 
Louisville  (Ky)  School  of  Medicine, 
where  he  also  served  his  internship.  Dr 
Caskey  was  an  honorary  member  of 
Texas  Medical  Association. 

E.  AUBREY  COX,  MD,  colon  and  rectal 
surgeon  from  Wichita  Falls.  Died  July  1 5, 
1988;  age  70.  Dr  Cox  was  a 1941  gradu- 
ate of  Tulane  University  School  of  Medi- 
cine. He  served  an  internship  at  Robert 
B.  Green  Hospital  in  San  Antonio. 

ERNEST  J.  HERMANN,  JR,  MD,  Center 
Point  family  practitioner.  Died  July,  1988; 
age  45.  Dr  Hermann  was  a 1973  graduate 
of  Meharry  Medical  College  in  Nashville, 
Tenn.  He  served  a residency  at  Big  Spring 
(Tex)  State  Hospital. 

GLENN  A.  HOPKINS,  MD,  Port  Worth 
rheumatologist.  Died  July  10,  1988;  age 


73.  Dr  Hopkins  received  his  medical  de- 
gree in  1 947  from  the  University  of  Okla- 
homa. After  his  internship  at  City-County 
Hospital  in  Fort  Worth,  he  practiced  for 
six  years  in  Oklahoma  before  returning 
to  Texas. 

DALE  MARTIN  HORNISH,  MD,  pa 
thologist  in  Victoria.  Died  July  29,  1988; 
age  48.  Dr  Hornish  graduated  in  1971 
from  The  University  of  Texas  Medical 
Branch  at  Galveston,  where  he  also 
served  his  internship  and  residency.  He 
was  a former  president  of  the  Victoria- 
Goliad-Jackson  County  Medical  Society. 

JOHN  D.  JERABECK,  MD,  Houston  family 
practitioner.  Died  July  8,  1988;  age  76. 

Dr  Jerabeck  was  a 1938  graduate  of 
Tulane  University  School  of  Medicine.  He 
served  his  internship  at  Southern  Baptist 
Hospital  in  New  Orleans,  and  his  resi- 
dency at  Methodist  Hospital  in  Houston. 
During  World  War  II,  he  served  with  the 
US  Army.  Dr  Jerabeck  was  a former  chief 
of  staff  at  Methodist  Hospital  and  served 
on  the  staff  of  St  Joseph’s  Hospital  for 
more  than  40  years. 

JOSEPH  W.  KOPECKY,  MD,  retired  San 
Antonio  internist.  Died  July  26,  1988;  age 
67.  In  1944  Dr  Kopecky  graduated  from 
The  University  of  Texas  Medical  Branch 
at  Galveston.  His  internship  was  at  Her- 
mann Hospital  in  Houston,  and  he  served 
his  residency  at  John  Sealy  Hospital  in 
Galveston.  He  served  as  a medical  officer 
in  the  US  Army  during  World  War  11. 

HAROLD  DEANE  MUNAL,  MD,  McAllen 
specialist  in  geriatrics.  Died  June  1988; 
age  76.  Dr  Munal  was  a 1940  graduate  of 
Baylor  University  College  of  Medicine  in 
Dallas.  He  served  an  internship  at  Fresno 
(Calif)  General  Hospital,  and  residencies 
at  Good  Samaritan  Hospital  in  Los  An- 
geles and  at  Nix  Hospital  in  San  Antonio. 
During  World  War  II,  he  served  in  the  US 
Army  Air  Corps.  Dr  Munal  was  a life 
member  of  Texas  Medical  Association. 

DAVID  R.  STOOP,  MD,  Fort  Worth  pul 
monary  diseases  specialist.  Died  July  16, 
1988;  age  52.  Dr  Stoop  graduated  in 
1961  from  Baylor  University  College  of 
Medicine,  and  entered  active  US  Navy 
duty.  He  served  an  internship  at  the  US 
Naval  Hospital  in  San  Diego,  Calif,  and 


graduated  in  1 963  from  the  Naval  School 
of  Aviation  Medicine  at  Pensacola,  Fla.  He 
served  a residency  in  internal  medicine 
at  the  US  Naval  Hospital  in  Portsmouth, 
Va.  During  his  Navy  career,  he  worked 
with  National  Aeronautics  and  Space  Ad- 
ministration as  a cardiology  adviser  on 
the  Apollo  Series  and  Skylab  Project. 
VCTien  he  retired  from  the  military  in 
1980,  he  moved  to  Fort  Worth. 

ELIAS  STRAUSS,  MD,  retired  Dallas  inter- 
nist. Died  Aug  2,  1988;  age  75.  Dr  Strauss 
graduated  from  Columbia  LIniversity 
Medical  School  in  1937.  He  did  his 
postgraduate  training  at  Yale  University 
School  of  Medicine,  Thorndike  Memorial 
Laboratory,  and  Harvard  Medical  School. 
During  World  War  II,  he  was  a major  in 
the  US  Army.  He  moved  to  Dallas  in  1946 
to  join  what  is  now  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas. 

CHARLES  R.  WALLACE,  MD,  Beaumont 
family  practitioner.  Died  July  5,  1988;  age 
62.  Dr  Wallace  received  his  medical  de- 
gree in  1951  from  Howard  University  in 
Washington,  DC.  He  served  his  internship 
at  Gallinger  Municipal  Hospital  in  Wash- 
ington, DC.  During  World  War  11,  he 
served  in  the  US  Navy: 

ANN  WEST,  MD,  retired  Dallas  family 
practitioner.  Died  Dec  13,  1987;  age  87. 
Dr  West  was  a 1930  g^raduate  of  Baylor 
University  College  of  Medicine,  where 
she  also  served  her  internship.  She  prac- 
ticed in  Wilson  for  four  years  before 
moving  her  practice  in  1936  to  Dallas.  Dr 
West  was  an  honorary  member  of  Texas 
Medical  Association. 

HERMAN  B.  WILLIEORD,  MD,  retired 
Beaumont  pathologist.  Died  July  20, 

1988;  age  91.  Dr  Williford  graduated  in 
1926  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  his  in- 
ternship at  Scott- White  Hospital  in 
Temple.  Dr  Williford  served  in  the  US 
Army  during  World  War  I;  during  World 
War  II,  he  served  as  a commander  in  the 
US  Navy.  He  was  an  honorary  member  of 
Texas  Medical  Association. 
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RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


M.W.  CASKEY 
Wichita  Falls,  1900-1988 

E.A.  COX 

Wichita  Falls.  1918-1988 

E.J.  HERMANN,  JR 
Center  Point,  1943-1988 

G.A.  HOPKINS 
Fort  Worth,  1915-1988 

D.M.  HORNISH 
Victoria,  1940-1988 

J.D.  JERABECK 
Houston,  1912-1988 

J.W.  KOPECKY 

San  Antonio,  1921-1988 


H.D.  MUNAL 
McAllen,  1911-1988 

D. R.  STOOP 

Fort  Worth,  1936-1988 

E.  STRAUSS 
Dallas.  1913-1988 

C.R.  WALLACE 
Beaumont,  1925-1988 


A.  WEST 
Dallas.  1901-1987 


H.B.  WILLIFORD 
Beaumont,  1897-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 
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visual services  to  TMA  members  through- 
out the  state. 
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Thrombolytic 
treatment  for  acute 
myocardial  infarction 


Early  administration  of  thrombolytic  therapy  to 
patients  with  acute  myocardial  infarction  has 
been  shown  unequivocally  to  improve  myocardial 
function  and  to  reduce  mortality.  The  FDA  has  ap- 
proved two  agents  for  this  purpose — tissue  plas- 
minogenactivator  ( rt-PA)  and  streptokinase. 
Optimal  use  of  these  agents  requires  careful  pa- 
tient selection  in  order  to  maximize  salvage  while 
minimizing  the  risk  of  hemorrhagic  complica- 
tions. The  precise  role  and  timing  of  coronary  an- 
giography and  revascularization  as  well  as  the 
role  of  adjunctive  agents  are  reviewed. 

KEY  WORDS:  TISSUE  PLASMINOGEN  ACTIVATOR,  tPA,  rt  PA, 
STREPTOKINASE,  THROMBOLYTIC  THERAPY',  MY  OCARDIAL  IN- 
FARCTION, EMERGENCY  INTERVENTION. 


The  two  drugs  in  the  United  States  presently 
approved  by  the  Food  and  Drug  Adminis- 
tration for  thrombolytic  therapy  of  acute 
myocardial  infarction  are  streptokinase  and  tissue 
plasminogen  activator  (rt-PA).  All  currently  avail- 
able and  investigational  thrombolytic  agents  act 
through  essentially  similar  mechanisms.  They  cleave 
the  proenzyme  plasminogen,  producing  an  active 
protease  known  as  plasmin.  While  the  so-called 
fibrin-  or  clot-specific  agents  perform  this  action  pri- 
marily on  the  surface  of  a thrombus,  nonfibrin- 
specific  agents  activate  systemically  circulating  plas- 
minogen. Streptokinase,  for  example,  is  a protein 
produced  by  the  streptococcus,  which  degrades 
circulating  plasminogen  and  releases  plasmin 
systemically.  The  released  plasmin  attacks  fibrin 
polymers  at  the  thrombus  as  well  as  degrading  cir- 
culating fibrinogen.  Consequently,  both  fibrinolysis 
and  fibrinogenolysis  occur,  producing  fibrin  degra- 
dation products  and  hypofibrinogemia  (the  so- 
called  “lytic”  state). 

Tissue  plasminogen  activator  (rt-PA)  is  an  endo- 
genous substance  produced  by  endothelial  cells.  It 
has  recently  been  manufactured  using  recombinant 
DNA  technology.  Unlike  streptokinase,  rt-PA  is  fibrin 
specific.  Its  affinity  for  plasminogen  is  approximately 
500  times  higher  in  the  presence  of  fibrin  (at  the 
clot)  than  in  its  absence.  The  result  is  that  this  drug 
is  much  less  likely  to  produce  a lytic  state,  although 
some  depression  in  circulating  fibrinogen  and  some 
elevation  in  fibrin  degradation  products  occur 
( 1 ).  As  an  endogenous-occurring  substance,  it  can 
be  used  more  than  once  without  risk  of  allergic 
reaction. 

For  practical  reasons  we  will  focus  on  strep- 
tokinase and  rt-PA,  recognizing  that  other  throm- 
bolytic agents  are  available  or  under  investigation. 
Acylated  plasminogen  streptokinase  activator  com- 
plex (APSAC),  for  example,  is  a derivative  of  strep- 
tokinase which  has  been  chemically  modified  so 


that  its  long  half-life  (90  minutes)  allows  administra- 
tion as  a single  bolus  rather  than  as  an  infusion.  ITiis 
drug  is  not  yet  available  for  clinical  use.  Urokinase  is 
a systemic  activator  like  streptokinase  but  is  not 
antigenic.  However,  its  expense  has  limited  its 
usage. 

Thrombolytic  effects  of  streptokinase  and  rt-PA 

Extensive  data  are  available  concerning  the  efficacy 
of  streptokinase  and  rt-PA  in  lysing  the  intracoronary 
thrombus  responsible  for  acute  myocardial  infarc- 
tion. Streptokinase  can  achieve  patency  in  approxi- 
mately 35%  to  60%  of  cases  when  the  drug  is  given 
intravenously  (2,3)  and  in  approximately  70%  to 
80%  of  cases  when  the  drug  is  given  through  the  in- 
tracoronary route  (4,5).  Successful  lysis  using  intra- 
venous rt-PA  can  he  expected  in  approximately 
60%  to  75%  of  occluded  vessels  (2,3,6).  Unlike 
rt-PA,  the  effect  of  streptokinase  appears  to  be  time 
dependent.  It  is  more  effective  when  given  soon 
(4  hours  or  less)  after  the  onset  of  symptoms  of 
acute  infarction,  presumably  when  the  offending 
thrombus  is  less  well  organized  (3). 

Importance  of  early  therapy:  “time  is  muscle” 
Animal  studies  have  shown  that  the  amount  of  myo- 
cardium that  can  be  salvaged  by  reperfusion  follow- 
ing acute  occlusion  is  dependent  on  the  duration  of 
occlusion  before  reestablishment  of  coronary  pat- 
ency; the  majority  of  irreversible  damage  occurs 
within  three  to  four  hours  (7).  The  most  powerful 
predictor  of  early  mortality  following  acute  myocar- 
dial infarction  in  humans  is  the  extent  of  myocardial 
damage  resulting  from  the  infarction.  Logical  ex- 
trapolation of  the  animal  observations  leads  one  to 
consider  that  the  therapeutic  benefit  of  throm- 
bolytic therapy  in  humans  depends  on  the  physi- 
cian’s ability  to  administer  effective  therapy  to 
produce  prompt  and  sustained  coronary  artery 
patency. 

The  landmark  trial  to  demonstrate  a reduction  in 
mortality  rate  using  thrombolytic  therapy  was  the 
Italian  (GISSI)  trial  (8)  in  which  more  than  1 1,800 
patients  with  definite  or  suspected  myocardial  in- 
farction were  randomly  selected  to  be  treated  with 
either  streptokinase  or  standard  therapy.  The  overall 
result  was  an  18%  reduction  in  hospital  mortality 
rate  in  the  streptokinase  group.  Those  treated 
within  three  hours  had  a 23%  reduction  in  mor- 
tality rate,  whereas  in  those  treated  within  one  hour 
of  the  onset  of  their  symptoms,  the  mortality  rate 
was  reduced  by  47% . The  rate  of  complications  was 
very  acceptable  in  the  treated  group,  with  minor 
bleeding  occurring  in  3-2%,  major  bleeding  occur- 
ring in  0.3%,  allergic  reaction  in  0.7%,  and  excess 
stroke  (stroke  directly  attributable  to  treatment)  in 
0.2%  (8).  Because  of  the  massive  size  of  this  trial, 
there  is  less  than  one  chance  in  10,000  that  this 
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mortality  rate  reduction  was  due  to  chance  alone 
(8).  The  fact  that  patients  treated  earliest  had  the 
greatest  mortality  rate  reduction  is  very  consistent 
with  animal  model  observations  (7). 

This  has  also  been  confirmed  by  the  recently 
completed  ISIS  11  trial  (9)  (17,187  patients).  In  this 
trial,  the  mortality  rate  five  weeks  after  myocardial 
infarction  was  37%  less  in  the  group  of  patients 
who  received  streptokinase  four  hours  or  less  after 
infarction  than  in  those  receiving  placebo.  The  mor- 
tality rate  for  the  streptokinase  group  treated  five  to 
12  hours  after  myocardial  infarction  was  16%  lower 
than  that  of  the  placebo  group.  Surprisingly,  there 
was  also  a significant  reduction  in  the  mortality  rate 
for  patients  receiving  therapy  between  12  and  24 
hours  after  the  onset  of  their  symptoms.  However,  it 
is  possible  that  some  patients  with  unstable  angina 
were  included  in  this  late  group  and  that  incipient 
myocardial  infarction  may  actually  have  been  pre- 
vented rather  than  myocardial  infarction  itself  lim- 
ited. In  this  trial  fewer  strokes  occurred  in  those 
patients  treated  with  streptokinase  than  with 
placebo,  although  there  was  a higher  incidence  of 
hemorrhagic  stroke  in  treated  patients  compared 
with  the  placebo  group  (9). 

A third  large  trial,  the  AIMS  study  (10),  recently 
reported  the  effect  of  treatment  with  intravenous 
APSAC  on  three-week  mortality.  This  study  of  1 ,004 
patients  demonstrated  a 50%  reduction  in  mortality 


I Beneficial  effect  of  intravenom  streptokinase*  on  in-hospital 
mortality  rates  attributed  to  acute  myocardial  infarction. 


Time  From 

Onset 

Control 

Group 

Mortality  Rate  (%  ) 

Treated 

Group 

No.  Saved/ 
1,000  Treated 

< 1 hour 

15.4 

8.2 

72 

< 3 hours 

12.0 

9.2 

28 

3—6  hours 

14  1 

11.7 

24 

* Based  on  GISSI  study  results  (12) 

2.  Indications  for  thrombolytic  therapy. 

Symptoms; 

A Definite  benefit 

Chest  pain  compatible  with  acute  myocardial  infarction  of 
< 4 hours’  duration 
B Probable  benefit 

Chest  pain  compatible  with  acute  myocardial  infarction  of 
4—6  hours'  duration 

ECG  Changes: 

A New  ST  segment  elevation  > 1 millivolt  in  a 2 contiguous 
ECG  leads: 

(a)  11,  III,  AVF 

(b)  V,,V^,  orV,,  V(„  etc. 

(c)  I,  AVL 

B New  appearance  of  Q waves  does  not  necessarily  preclude 
consideration  of  thrombolytic  therapy  if  the  duration  of  chest 
pain  is  s 6 hours. 


in  patients  treated  with  APSAC  compared  to  those 
receiving  placebo  ( 10).  At  this  time,  long-term 
follow-up  data  are  available  for  patients  treated  in 
the  GISSI  trial  and  for  some  patients  treated  in  the 
AIMS  trial  ( 10,1 1 ).  At  one  year,  the  difference  in 
mortality  between  treatment  and  control  patients 
was  preserved  in  both  trials. 

Although  intravenous  rt-PA  has  been  shown  to  be 
superior  to  streptokinase  in  terms  of  producing 
coronary  artery  patency,  little  information  is  cur- 
rently available  concerning  its  effect  on  mortality 
rate.  This  is  because  the  drug  has  only  recently  be- 
come available  on  a wide  scale  and  therefore  most 
trials  of  the  drug  have  been  too  small  to  permit  con- 
clusions about  mortality  rate.  Left  ventricular  ejec- 
tion fraction  is  a good  clinical  indicator  of  the 
extent  of  myocardial  damage  and  can  be  considered 
a “surrogate  endpoint”  of  mortality.  Three  trials, 
one  performed  at  Johns  Hopkins  University  and  two 
performed  in  Australia,  all  have  unequivocally 
shown  that  rt-PA  improves  left  ventricular  ejection 
fraction  better  than  placebo  does  (12—14). 

In  a European  rt-PA  trial  (results  awaiting  publica- 
tion), 720  patients  with  acute  infarction  received 
either  rt-PA  or  placebo  within  five  hours  of  the 
onset  of  their  symptoms.  A preliminary  report 
claims  the  treated  group  had  a higher  left  ven- 
tricular ejection  fraction  at  the  time  of  hospital  dis- 
charge and,  in  addition,  had  a 51%  reduction  in 
hospital  mortality  when  compared  to  the  control 
group;  however,  the  risk  of  stroke  was  significantly 
increased  (1.4%  ) in  the  treated  group  (15). 

Thus,  the  beneficial  effect  of  early  thrombolytic 
therapy  has  been  clearly  established.  Definitive  re- 
duction in  mortality  has  been  shown  with  treatment 
with  streptokinase  and  has  been  shown  tentatively 
for  treatment  with  rt-PA  (Fig  1 ).  This  mortality 
reduction  is  several  orders  of  magnitude  greater 
than  that  shown  for  any  previously  assessed  inter- 
vention, with  the  exception  of  the  defibrillation  of 
primary  ventricular  fibrillation  (Fig  1).  However,  it 
should  be  kept  in  mind  that  thrombolytic  therapy  is 
a two-edged  sword.  In  addition  to  dissolving  life- 
threatening  thrombi  in  the  coronary  arteries,  throm- 
bolytic drugs  can  dissolve  life-saving  hemostatic 
plugs.  Serious  bleeding  has  occurred  with  both 
streptokinase  and  rt-PA.  Although  rt-PA  has  been 
shown  to  produce  less  systemic  fibrinogen  deple- 
tion, this  has  not  translated  into  fewer  clinical 
bleeding  events  (2,3).  In  fact,  during  the  early 
phases  of  the  National  Heart,  Lung  and  Blood  Insti- 
tute Thrombolysis  in  Myocardial  Infarction  (TIMI) 
trial,  using  a significantly  higher  dose  of  rt-PA 
(150  mg),  the  rate  of  intracerebral  bleeding  w^  as 
high  as  1.5%.  At  the  currently  FDA-approved  dose 
of  rt-PA  ( 100  mg)  the  incidence  (0.4%  ) of  intra- 
cerebral bleeding  is  acceptable.  In  a double-blind 
comparative  trial  of  rt-PA  and  streptokinase,  gastro- 
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intestinal  bleeding  occurred  in  6%  of  patients  re- 
ceiving either  drug,  hematuria  occurred  in  5% , and 
when  emergency  catheterization  was  performed, 
significant  blood  loss  at  the  catheterization  site  oc- 
curred in  27% . There  were  identical  bleeding  com- 
plications with  either  thrombolytic  agent  ( 1 ). 

Which  agent  is  recommended? 

Deciding  which  agent  to  use  may  not  be  simple,  and 
there  is  room  for  an  individualized  approach.  Al- 
though considerably  more  expensive,  rt-PA  is  supe- 
rior in  achieving  coronary’  artery  patency.  ITiere  is 
probably  less  of  a difference  one  to  two  hours  after 
infarction  than  in  the  three-  to  six-hour  period 
when  rt-PA  is  clearly  superior.  Streptokinase  cannot 
be  re-administered.  Clinicians  should  have  both 
available  so  individual  decisions  can  be  made. 

Which  patients  with  acute  MI  should  receive 
thrombolytic  therapy? 

Since  serious  bleeding  is  a major  hazard  in  throm- 
bolytic therapy,  careful  patient  selection  is  man- 
datory in  order  to  optimize  the  benefit  of  treatment. 
Approximately  one  third  to  one  half  of  patients  pre- 
senting to  emergency  rooms  with  an  acute  infarct 
are  candidates  for  thrombolytic  therapy.  Other  al- 
ternatives, including  immediate  angioplasty  or  con- 
servative management,  should  be  considered  for  the 
remainder  of  patients.  Patients’  symptoms  and  elec- 
trocardiographic presentation  qualifying  them  as 
ideal  candidates  for  thrombolytic  therapy  are  shown 
in  Fig  2.  The  ECG  criteria  are  fairly  detailed  and 
stringent,  but  are  very  specific  for  acute  Ml  (3)  and 
for  identifying  patients  with  total  or  near  throm- 
botic occlusion.  If  patients  do  qualify  by  the  criteria 
in  Fig  2,  the  presence  of  Q waves  does  not  neces- 
sarily indicate  that  the  infarction  is  completed  and 
does  not  preclude  thrombolytic  therapy. 

It  is  critical  to  assess  carefully  possible  contra- 
indications to  thrombolytic  therapy.  The  major 
contraindications  are  detailed  in  Fig  3-  The  most  im- 
portant issue  is  the  risk  of  severe  hemorrhage.  It  is 
especially  important  to  inquire  of  both  the  patient 
and  family  members  regarding  any  history  of  stroke 
or  transient  ischemic  attacks,  active  gastrointestinal 
bleeding,  or  recent  ulcer  diagnosis.  “Prolonged  car- 
diopulmonary resuscitation”  refers  to  patients  with 
one  to  two  minutes  of  external  cardiac  massage  but 
not  patients  surviving  an  episode  of  easily  defibril- 
lated  primary  ventricular  fibrillation.  In  considering 
patient  selection  (Figs  2,3),  as  in  most  parts  of 
medicine,  the  risk-benefit  ratio  for  any  specific 
therapy  requires  individual  flexibility;  for  example, 
one  may  be  more  compelled  to  administer  a throm- 
bolytic agent  in  patients  with  large  anterior  myo- 
cardial infarction  or  those  in  cardiogenic  shock, 
despite  a relative  contraindication. 


Preparation:  it  begins  in  the  emergency  room 

Since  time  is  of  the  essence  in  salvaging  ischemic 
myocardium,  the  time  between  the  patient’s  presen- 
tation and  the  administration  of  the  thrombolytic 
drug  should  be  kept  as  short  as  possible.  Historical 
and  electrocardiographic  confirmation  of  the  infarc- 
tion ( Fig  2 ) as  well  as  a meticulous,  systematic 
screening  for  contraindications  (Fig  3)  can  be  per- 
formed within  ten  to  1 5 minutes,  and  then  the  drug 
should  be  administered.  Current  dosage  recommen- 
dations are  listed  in  Fig  4.  The  physician  should 
carefully  explain  the  planned  therapy  and  its  risks 
and  benefits  to  the  patient  and  family,  since  despite 
careful  screening,  serious  and  even  fatal  bleeding 
can  occur.  At  the  same  time,  nursing  staff  should 
prepare  the  patient  with  two  intravenous  lines  since 
neither  available  thrombolytic  agent  is  compatible 
with  other  medications.  In  addition,  an  intravenous 
heparin  lock  should  be  placed  for  phlebotomy  since 
oozing  occurs  at  venipuncture  sites  in  patients 
receiving  thrombolytic  drugs.  At  the  time  of  ad- 
mission, laboratory  specimens  should  be  drawn 
through  this  heparin  lock,  and  arterial  puncture  for 
blood  gasses  should  be  avoided  if  at  all  possible.  In 
addition,  because  of  the  risk  of  developing  non- 
compressible  hematoma,  central  venous  puncture 
should  be  avoided.  Baseline  laboratory  tests  should 
include  stool  guaiac,  CBC,  electrolytes,  urinalysis, 
and  coagulation  studies  (prothrombin  time  and  par- 
tial thromboplastin  time). 

J.  Major  contraindications  to  thrombolytic  therapy 

Absolute  contraindications: 

Pregnancy- 
Bleeding  diathesis 

Active  ulcer  disease  within  six  months 
Significant  surgery  within  three  weeks 
Severe  trauma  within  six  months 
History  of  stroke,  TIA 

Poorly  controlled  hypertension  (or  any  BP  > 1 80/ 1 1 0 at 
presentation ) 

Active  bleeding 

Altered  mental  status  at  the  time  of  presentation 
Structural  brain  disease 

Relative  contraindications: 

Age  > 76  years 

Prolonged  cardiopulmonary  resuscitation  ( a 1 minute ) 

Intravenous  drug  abuse 

Invasive  procedure  within  two  weeks 

Recent  streptococcal  infection  or  streptokinase  administration 
within  six  months  (for  streptokinase  only) 


4.  Current  recommendation  for  intravenous  dose  and  duration 
of  tissue  plasminogen  activator  ( rt-PA)  and  streptokinase 


rt-PA: 

Streptokinase: 

Bolus — 6-  10  mg 

15  million  units 

1st  hour — 50-54  mg 

over  45-60 

2nd  hour — 20  mg 

minutes 

3rd  hour — 20  mg 

(Total — 100  mg) 
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Adjunctive  therapy 

Once  thrombolytic  therapy  is  initiated,  the  patient 
should  be  monitored  very  carefully.  This  is  because 
sudden  restoration  of  flow  to  an  ischemic  region 
can  potentially  result  in  serious  ventricular  ar- 
rhythmias (16).  Consequently,  most  patients  re- 
ceiving thrombolytic  therapy  should  also  receive 
prophylactic  intravenous  lidocaine  (Fig  5). 

The  role  of  other  adjunctive  agents  is  more  con- 
troversial. Evidence  suggests  that  heparin  given  con- 
comitantly with  either  streptokinase  or  rt-PA  may 
decrease  the  rate  with  which  new  thrombus  is 
formed  and  may  decrease  the  rate  at  which  reocclu- 
sion occurs  (17,18).  However,  there  is  also  some  in- 
direct evidence  that  heparin  may  increase  the  rate 
with  which  hemorrhagic  complications  occur  ( 1 ). 
Most  clinical  trials  of  thrombolytic  agents  have  in- 
cluded heparin,  and  although  trials  are  under  way  to 
clarify  this  issue,  we  currently  recommend  that 
heparin  be  given  as  outlined  in  Fig  5,  maintaining 
the  partial  thromboplastin  time  1.5  times  control 
value. 

The  role  of  antiplatelet  agents  is  becoming  clari- 
fied. There  is  biochemical  evidence  that  administra- 
tion of  thrombolytic  agent  induces  platelet  hyper- 
aggregability  which  may  contribute  to  the  incidence 
of  reocclusion  (19).  One  aspect  of  the  recent  ISIS  II 
trial  ( 9 ) involved  a comparison  between  patients 
treated  with  streptokinase  with  or  without  aspirin. 
The  addition  of  aspirin  produced  a significant  reduc- 
tion in  mortality  compared  to  the  use  of  strep- 
tokinase without  aspirin  and  also  produced  a 50% 
reduction  in  the  rate  of  reinfarction.  However,  there 
was  a slight  increase  in  the  rate  of  major  bleeding 
(9).  We  therefore  recommend  that  in  order  to  pre- 
vent reocclusion,  one  aspirin  tablet  should  be  ad- 
ministered shortly  after  the  thrombolytic  drug  has 
been  given  and  continued  daily. 


5.  Adjunctive  therapy  of  acute  myocardial  infarction  ( MI ). 


Dose 

Time 

Duration 

Recommended: 

Heparin 

5,000  U bolus 

Immediately 

1,000  U/h  infusion 

After  first  h 

3-5  d 

Lidocaine 

75-100  mg*  bolus 
50  mg*  bolus 

Immediately 

After  5 min 

2 mg/ min  infusion 

After  first  bolus 

s 24  h 

Aspirin 

80-325  mg/d 

Before  completing 
thrombolytic  infusion 

a 2 yr 

Beta-blocker 

Variable  t 

3—5  days  after  MI 

IV 

May  be  useful: 

Nitroglycerin 

50-  100  /ag/min 

Immediately 

24  h 

Oral  nitrates 

After  24  h 

Individualize 

Calcium  blockers 

(diltiazemjj: 

After  24  h 

Individualize 

* Adjust  downward  for  severe  congestive  heart  failure,  hepatic  dysfunction,  elderly  patients, 
patients  weighing  less  than  60  kg. 
t Reference  26 
j:  References  27,  28 


An  increase  in  coronary  arterial  tone  may  be 
present  at  the  time  arterial  occlusion  occurs  and 
may  be  increased  by  the  presence  of  thrombus. 

Some  investigators  have  suggested  that  the  addition 
of  nitrates  hastens  reperfiision  and  may  improve  the 
degree  of  myocardial  salvage  (20).  This  is  still  an 
unproven  hypothesis  and  the  role  of  intravenous 
nitrates  in  the  setting  of  acute  myocardial  infarction 
is  not  as  established  as  it  is  in  the  treatment  of  pa- 
tients with  unstable  angina. 

Coronary  care  unit  observation 
Once  the  thrombolytic  infusion  is  begun,  the  pa- 
tient should  be  transferred  as  soon  as  possible  to  a 
coronary  care  unit  for  continued  monitoring.  The 
patient  should  be  watched  very  carefully  for  signs  of 
bleeding.  Particular  attention  should  be  paid  to 
changes  in  neurologic  status  or  to  signs  of  gastroin- 
testinal bleeding.  In  the  event  that  either  of  these 
events  occurs,  the  thrombolytic  agent  and  heparin 
should  be  stopped  immediately.  Oozing  at  venous 
puncture  and  intravenous  sites  is  to  be  expected, 
and  patients  may  develop  microhematuria.  These 
are  not  indications  to  stop  thrombolytic  therapy.  Pa- 
tients should  be  monitored  for  arrhythmias,  both 
bradycardia  and  tachycardia,  which  may  occur  dur- 
ing reperfusion.  Should  severe  bradycardia  occur,  re- 
quiring pacemaker  placement,  thrombolytic  therapy 
should  not  inhibit  the  physician  from  inserting  the 
pacemaker.  This  should  preferably  be  done  through 
a brachial  venous  cutdown,  since  bleeding  can  be 
directly  controlled  through  this  approach.  Recur- 
rence of  angina  requires  immediately  obtaining  a 1 2- 
lead  electrocardiogram  for  evidence  of  reocclusion. 

Timing  of  coronary  arteriography  and 
angioplasty 

As  a general  guideline,  we  recommend  coronary  ar- 
teriography be  performed  before  hospital  discharge 
in  all  patients  receiving  thrombolytic  therapy;  this  is 
the  best  way  to  evaluate  subsequent  symptoms  or 
clinical  events  (21 ).  The  value  of  routine  early  (first 
few  days)  coronary  arteriography,  however,  has  not 
been  completely  defined.  Ischemic  events  following 
successful  reperfusion  occur  in  approximately  15% 
to  20%  of  patients  receiving  thrombolytic  therapy, 
generally  in  the  first  24  to  48  hours  (22),  and  are 
most  frequent  in  patients  with  more  severe  underly- 
ing coronary  stenosis.  It  was  originally  hoped  that 
immediate  arteriography  and  coronary  angioplasty 
would  help  reduce  this  likelihood  by  alleviating  the 
underlying  stenosis  responsible  for  the  infarction  it- 
self. Three  randomized  trials  have  dimmed  enthusi- 
asm for  immediate  catheterization  and  angioplasty. 

In  the  Thrombolysis  and  Angioplasty  in  Myocar- 
dial Infarction  (TAMI)  trial  (6),  150  mg  of  intra- 
venous rt-PA  was  administered  to  386  patients,  all  of 
whom  underwent  immediate  arteriography.  Those 
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patients  in  whom  reperfusion  was  achieved  and 
who  were  felt  to  be  candidates  for  angioplasty  were 
subsequently  randomly  selected  to  undergo  an- 
gioplasty either  immediately  or  before  hospital  dis- 
charge. At  the  time  of  discharge,  left  ventricular 
ejection  fraction  was  identical  in  both  groups,  but 
the  rate  of  emergent  coronary  bypass  was  higher  in 
the  group  undergoing  immediate  coronary  an- 
gioplasty. Although  there  were  more  ischemic 
events  in  the  group  undergoing  “late”  angioplasty, 
the  number  of  patients  with  patent  vessels  at  follow- 
up catheterization  was  identical  in  both  groups. 
Thus,  elective  angioplasty  prior  to  hospital  dis- 
charge was  as  effective  in  achieving  arterial  patency 
and  was  safer  (6,23). 

In  the  Thrombolysis  in  Myocardial  Infarction 
(TIMI)  Phase  II  trial  (24),  patients  were  ran- 
domized to  undergo  catheterization  and  angioplasty 
at  one  of  three  intervals:  within  two  hours  of  start- 
ing an  rt-PA  infusion,  two  days  after  beginning  the 
infusion,  or  at  the  time  of  hospital  discharge.  Results 
were  similar  to  those  of  the  TAMl  study  (23).  There 
was  no  difference  in  resultant  left  ventricular  ejec- 
tion fraction  between  the  first  two  groups  at  the 
time  of  discharge,  and  the  rates  of  such  adverse 
events  as  serious  bleeding  and  emergency  coronary 
bypass  were  higher  in  the  group  undergoing  imme- 
diate catheterization.  Comparison  with  the  group 
undergoing  late  catheterization  is  not  yet  available 
(24).  A cooperative  study  performed  in  Europe  had 
similar  results  (25). 

Based  on  the  results  from  these  three  trials  we  do 
not  recommend  immediate  catheterization  and  an- 
gioplasty in  patients  who  undergo  successful  reper- 
fiision.  Immediate  arteriography  would  be  useful  in 
identifying  the  25%  of  patients  who  fail  to  achieve 
reperfusion,  but  until  subgroup  analysis  and  long- 
term follow-up  of  patients  from  the  TIMI  and  Euro- 
pean trials  (24,25)  are  available,  the  value  of  imme- 
diate angioplasty  will  not  be  known.  However, 
immediate  cardiac  catheterization  and  revasculariza- 
tion procedures  (ie,  angioplasty  or  surgery)  should 
be  considered  when  ischemic  events  occur. 

Concomitant  therapy 

Although  the  value  of  beta-blockade  in  reducing  the 
one-  and  two-year  mortality  rate  following  myocar- 
dial infarction  is  well  documented,  this  has  not  yet 
been  documented  specifically  in  patients  receiving 
thrombolytic  therapy  (26).  Until  more  specific  data 
are  available,  empiric  (prophylactic)  beta-blocker 
therapy  should  be  considered  in  all  patients  with  no 
contraindication  to  that  therapy  (Fig  5).  Calcium 
channel  blockers  or  nitrates  are  recommended  as 
concomitant  anti-ischemic  agents.  This  is  especially 
documented  with  diltiazem  hydrochloride,  which 
has  been  demonstrated  to  reduce  the  incidence  of 
reinfarction  in  patients  presenting  with  non-Q-wave 


infarction  (27).  This  clinical  presentation  (ie,  non- 
Q-wave  infarction ) simulates  successful  throm- 
bolytic therapy  in  that  both  groups  commonly  have 
residual  ischemic  myocardium  in  the  zone  of  the  in- 
farct-related artery  (28).  Diltiazem,  like  beta  block- 
ers, is  contraindicated  in  post-infarct  patients  with 
symptomatic  congestive  heart  failure  (29).  At  the 
time  of  discharge,  patients  should  be  advised  to  take 
aspirin  daily. 
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1988  Calendar  Of  Practice 
Management  Workshops 

Sponsored  by  the  Texas  Medical  Association 


For  your  information:  This  is  your  calendar  of  work- 
shops sponsored  by  the  Texas  Medical  Association  for  the 
remainder  of  1 988.  Keep  it  in  a convenient  place  for  easy 
reference.  Registration  information  will  be  mailed  approxi- 
mately six  weeks  prior  to  each  workshop  series.  If  you  have 
additional  questions  regarding  a workshop  or  registration, 
contact  the  TMA  Office  of  Practice  Management 
Services,  512/477-6704,  ext.  262. 


How  to  Get  Started  in  Medical  Practice- 

Designed  to  give  you  the  basic  step-by-step  procedures 
needed  for  a successful  practice,  whether  you  are  starting 
your  own  practice  or  joining  an  established  one.  By 
knowing  basic  management  techniques  you  will  control 
your  practice  rather  than  allowing  your  practice  to  control 
you.  The  workshop  includes  practical  information  that  you 
can  put  to  use  immediately.  Workshop  topics  include; 

• Practice  alternatives — solo,  group  or  HMO? 

• Practice  setting  and  practice  marketing  techniques 

• Financing  your  practice — and  practice  buy-ins 

• Medical  records 

• Patient  management/scheduling 

• Personnel  management 

• Financial  management  techniques 

Faculty:  Conomikes  Associates,  Inc. 

Fee:  $65  for  senior  residents  currently  enrolled  in  a 

recognized  Texas  residency  program  or  fellow- 
ship. Others:  TMA  member,  $1 1 5,  non-member, 
$140 

The  1-2-3's  of  Practice  Development- 

Designed  to  help  take  the  mystery  out  of  practice  devel- 
opment, this  workshop  is  essential  in  today's  changing 
medical  environment.  All  physicians  whether  newly  li- 
censed or  having  an  established  practice  will  benefit  from 
this  workshop  series.  This  workshop  will  help  you; 

• Set  desirable  and  attainable  goals  for  your  practice 

• Develop  a practical,  cost  effective  plan  to  increase, 
maintain  or  change  the  mix  of  your  patient  census 

• Implement  ethical  and  effective  systems  and  programs 
to  attract  and  retain  the  type  of  patients  you  wish  to  see 

• Involve  your  staff  in  the  process  to  enhance  your  efforts 
and  their  job  satisfaction 

• Produce  tangible  results  towards  attaining  your  ideal 
practice 

Faculty:  Marketing  Rx,  Inc. 

Fee:  TMA  member/office  staff,  $200;  non-member, 

$300  (luncheon  included) 


Insurance  Claims  Preparation,  Coding 
and  Documentation- 

Focuses  on  the  "how-to's"  of  insurance  claims  prepara- 
tion and  coding  with  special  emphasis  on  medical,  sur- 
gical, and  diagnostic  coding.  Designed  for  physicians, 
office  managers,  insurance  managers,  or  anyone  in- 
volved with  third-party  payers.  Specific  topics  include; 

• Why  code? 

• What's  the  difference  between  CPT  and  HCPCS? 

• When  and  how  to  use  modifiers 

• How  proper  coding  minimizes  delays  and  denials  and 
maximizes  reimbursement 

• How  proper  coding  affects  today's  payments  and  to- 
morrow's profiles 

• Is  Medicare's  electronic  claims  submission  worthwhile, 
and  will  it  work  for  your  specialty? 

Faculty:  Harold  Whittington  and  Associates 
Fee:  TMA  member/office  staff,  $85,  $160  if  attending 

morning  and  afternoon  sessions;  non-member, 
$125,  $225  if  attending  morning  and  afternoon 
sessions 

How  to  Improve  Your  Third-Party  Reimbursement- 

Revised  in  1988  and  presentecT in  conjunction  with  the 
coding  series,  this  workshop  focuses  on  Medicare/Medi- 
caid reimbursement,  profile  development  and  the  1988 
MAAC.  Specific  topics  include: 

• What's  happened  with  Medicare  and  what  changes  are 
anticipated? 

• How  did  the  1988  MAAC's  change? 

• How  to  verify  the  accuracy  of  MAAC  reports  and  cor- 
rect them  if  there  ore  errors 

• How  to  survive  a Medicare  audit 

• How  to  increase  charges  for  maximum  profile  develop- 
ment and  leverage  charges  for  maximum  pay-back 

• How  to  identify  and  correct  profile  errors 

• How  to  determine  if  you  should  join  an  HMO 

• HMO  contract  evaluations  and  negotiations 

Faculty:  Harold  Whittington  and  Associates 
Fee:  TMA  member/office  staff,  $85,  $160  if  attending 

morning  and  afternoon  sessions;  non-member, 
$125,  $225  if  attending  morning  and  afternoon 
sessions 

How  to  Run  a More  Profitable  Practice- 

This  action-oriented  workshop  is  designed  to  provide 
effective  solutions  for  maximizing  your  revenues  and  min- 
imizing your  overhead.  Topics  include; 

• Educating  your  patients  to  pay 

• Increasing  productivity  by  incentive-oriented  income 
distribution  plans 


• Differentiating  yourself  from  your  competition 

• Increasing  your  market  share 

• HMO/PPO/IPA  strategy 

• Cost  of  taking  on  a new  colleague 

• Effective  use  of  personnel 

• How  a computer  can  improve  your  productivity 

• Tightening  financial  controls 

• Role  of  the  office  manager 

• Year-round  planning 

• Do-it-yourself  progress  reports 

Faculty:  Conomikes  Associates,  Inc. 

Fee:  TMA  member/office  staff,  $165;  non-member, 

$245  (luncheon  included) 


A special  workshop  series  on  Medicare  partic- 
ipation and  the  Medicare  Catastrophic  Coverage  Act  of 
1 988  is  planned  in  October  and  November.  Watch  for  a 
mailing  from  TMA  announcing  the  series  in  September. 

Co-sponsors 

The  following  County  Medical  Societies  are  participating 
as  co-sponsors  in  the  1988  practice  management  work- 
shops and  seminars: 

Bexar,  Dallas,  El  Paso,  Harris,  Potter-Randall,  Smith,  Tar- 
rant, Taylor-Jones-Haskell,  and  Travis  County  Medical 
Societies 


1988  Workshop  Schedule  By  Series 


Workshop  Series 

Date 

City 

How  to  Get  Started  in  Medical  Practice 
(Conomikes  Associates,  Inc.) 

October  28-29 
November  16-17 
November  18-19 
November  29-30 
December  1 -2 

Temple 

Dallas 

Lubbock 

Houston 

San  Antonio 

The  1-2-3's  of  Practice  Development 
(Marketing  Rx,  Inc.) 

September  24 

Dallas 

Insurance  Claims  Preparation,  Coding  and  Documentation  (Morning) 

How  to  Improve  Your  Third-Party  Reimbursement  (Afternoon) 

(Both  workshops,  by  Harold  Whittington  & Associates, 
will  be  offered  on  these  dates  in  these  cities.) 

September  13 
September  14 
September  20 
September  22 
September  28 
September  29 
October  13 
October  14 
October  19 
October  21 

San  Antonio 
McAllen 

Fort  Worth 

Tyler 

Austin 

Houston 

Midland 

Lubbock 

Abilene 

Dallas 

How  to  Run  a More  Profitable  Practice 
(Conomikes  Associates,  Inc.) 

October  5 

October  6 
November  9 
November  10 
November  11 

Austin 

Dallas 

San  Antonio 
Fort  Worth 
Houston 
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Helicopter  transport  of 
patients  with  acute 
myocardial  infarction 


The  Methodist  Hospital  Aeromedical  Services  trans- 
ported 270  cardiac  patients,  161  of  whom  had  suf- 
fered an  acute  myocardial  infarction  (Ml),  in  its 
first  eight  months  of  operation.  The  crew  on  all 
flights  included  a nurse  and  a cardiologist  One 
third  of  the  patients  were  critically  ill  ( eg  shock, 
pulmonary  edema,  recent  cardiac  arrest,  or  malig- 
nant arrhythmia)  when  transported.  All  patients 
were  safely  transported  to  The  Methodist  Hospital 
in  Houston.  Almost  half  of  the  patients  with  acute 
MI  received  thrombolytic  therapy,  and  62%  of 
those  acute  MI  patients  later  underwent  major  in- 
tervention. Excluding  patients  with  cardiogenic 
shock,  the  in-hospital  mortality  of  all  patients 
with  acute  MI  was  only  4%,  a very  low  mortality 
comparing  favorably  with  published  studies.  Heli- 
copter transport  of  patients  with  acute  MI  is  safe 
and  beneficial. 

KEY  WORDS:  PATIENT  TRANSFER,  HELICOPTER,  THROM- 
BOLYTIC THERAPY,  MYOCARDUL  INFARCTION,  TERTIARY 
CARE,  COMMUNITY  HOSPITAL,  CRISIS  INTERVENTION,  EMER- 
GENCY INTERVENTION,  ANGIOPLASTT',  CORONARY  ARTER'l’ 
BYPASS  GRAFT. 


The  extensive  proliferation  of  helicopter  and 
fixed-wing  transport  of  critically  ill  patients 
has  resulted  in  more  than  200  aeromedical 
programs  in  the  United  States.  The  vast  majority  of 
these  helicopter  medical  transport  services  focus  on 
the  transport  of  trauma  patients,  especially  from  ac- 
cident scenes.  Until  recently,  the  transport  of  pa- 
tients with  acute  myocardial  infarction  was  not 
considered  desirable  or  safe.  Preliminary  initial  ex- 
periences at  both  the  University  of  Michigan  and 
Duke  University  have  demonstrated  the  feasibility  of 
the  transport  of  patients  with  acute  myocardial  in- 
farction (1,2). 

Rapid  advances  in  the  treatment  of  patients  with 
acute  myocardial  infarction,  especially  thrombolytic 
therapy  and  emergency  angioplasty,  have  increased 
the  desirability  of  having  such  patients  moved  to 
tertiary  hospitals  with  24-hour-a-day  cardiac  cathe- 
terization laboratories  and  state-of-the-art  coronary 
care  units  (CCU).  Large  clinical  trials  have  un- 
equivocally shown  that  the  rapid  administration  of 
intravenous  thrombolytic  therapy  reduces  the  in- 
hospital  mortality  rate  resulting  from  acute  myocar- 
dial infarction  (4,5).  With  the  recent  FDA  approval 
of  both  streptokinase  (SK)  and  intravenous  rt-PA 
(recombinant  tissue  plasminogen  activator)  via  the 
intravenous  route,  thrombolytic  therapy  of  acute 
myocardial  infarction  can  be  initiated  in  any  com- 
munity hospital.  However,  because  of  the  clinical  in- 
stability of  some  of  these  patients,  some  of  whom 
require  immediate  or  elective  angioplasty  or  bypass 
surgery,  many  physicians  consider  it  ideal  to  be  able 
to  move  these  patients  safely  to  an  appropriate  terti- 


ary referral  center  as  soon  as  possible. 

TTie  design  of  The  Methodist  Hospital  Aero- 
medical Services  focused  upon  the  safe  transfer  of 
cardiac  patients,  especially  those  with  acute  myo- 
cardial infarction.  The  system  is  the  first  in  Texas  to 
focus  on  the  cardiovascular  patient.  To  the  best  of 
our  knowledge  it  is  unique  in  the  country  in  that  all 
flights  are  manned  by  both  a trained  cardiovascular 
nurse  and  a cardiology  fellow  who  are  in  direct 
communication  with  a Baylor  College  of  Medicine 
faculty  cardiologist  to  maximize  safe  monitoring 
and  care  during  transport.  This  paper  summarizes 
our  first  eight  months’  experience  at  The  Methodist 
Hospital  with  the  transport  of  270  cardiac  patients. 

Methods 

The  Methodist  Hospital  Aeromedical  Services  be- 
came operational  on  March  23,  1987.  This  hospital- 
based  service  has  a referral  area  that  spans  a 200-mile 
radius  from  the  Texas  Medical  Center  in  Houston 
and  encompasses  southeastern  Texas,  western  Loui- 
siana, and  the  southwest  corner  of  Mississippi.  The 
Aeromedical  Services  chose  to  use  the  Sikorksy  76 
helicopter  because  of  its  spaciousness  (cabin  area 
5.7  m^  or  204  cubic  feet),  speed  (160-180  mph), 
and  reliability.  All  operational  details  of  the  helicop- 
ter itself  ( all  flight  decisions,  pilot  training,  helicopter 
maintenance,  etc ) are  managed  by  Petroleum  Heli- 
copters, Inc.  The  helicopter  is  fully  equipped  for  ad- 
vanced cardiac  life  support  with  cardiac  monitor 
(with  12-lead  capacity  ),  defibrillator,  Zoll  external 
pacemaker,  blood  pressure  monitor,  pulse  oximeter, 
ventilator,  oxygen,  nasogastric  suction,  and  intra- 
aortic balloon  transport  capability.  The  crew  con- 
sists of  a cardiovascular  nurse  and  a cardiology  fel- 
low from  Baylor  College  of  Medicine,  as  well  as  two 
pilots,  averaging  8,000  hours  of  flight  experience. 
The  nurses  have  all  had  extensive  experience  in  the 
CCU,  intensive  care  unit,  or  emergency  room  and 
are  required  to  be  certified  paramedics  and  Ad- 
vanced Cardiac  Life  Support  instructors. 

Dispatchers  receive  requests  for  service  and  im- 
mediately summon  the  flight  physician  to  discuss 
the  case  with  the  referring  physician.  A designated 
member  of  the  Baylor  cardiology  faculty  consults 
on  admission  strategy  ( bed  location,  need  for  cathe- 
terization, laboratory,  or  operating  room  access)  so 
as  to  deliver  the  highest  quality  of  care. 

Upon  arrival  at  the  referring  hospital,  the  medical 
team  reviews  the  case  with  the  referring  physician, 
assesses  the  patient,  and  prepares  him  or  her  for 
transport.  In  the  case  of  acute  myocardial  infarction, 
thrombolytic  therapy  is  frequently  administered  in 
the  local  emergency  room,  usually  to  patients  with 
no  more  than  four  hours  of  chest  pain  with  ST  seg- 
ment elevation  in  at  least  two  contiguous  elec- 
trocardiographic leads  (eg,  I,  AVL;  II,  III,  AVF;  V,,  Vj; 
etc).  As  soon  as  judged  clinically  stable,  the  patient 
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is  transported.  In  route  to  The  Methodist  Hospital 
all  patients  are  monitored  and  managed  by  the  pro- 
tocols used  in  our  coronary  care  unit.  At  The  Meth- 
odist Hospital,  the  patient  is  taken  directly  to  the 
appropriate  unit,  catheterization  laboratory,  or 
operating  room  where  he  or  she  is  met  by  the  re- 
ceiving physician. 

Results 

Between  March  23  and  Nov  25,  1987,  we  trans- 
ported 270  cardiac  patients  (of  400  patients  trans- 
ported ).  A comprehensive  data  sheet  on  each  patient 
was  filled  out,  including  hospitalization  outcome, 
prospectively  on  every  flight. 

This  report  focuses  on  the  161  patients  (of  the 
270  cardiac  patients)  with  acute  myocardial  infarc- 
tion. We  defined  acute  myocardial  infarction  by  ap- 
propriate chest  pain,  ECG  criteria,  and  elevation  of 
MBCK  (MB  band  of  creatine  kinase)  (5).  Of  the  161 
patients  with  infarction,  76  were  eligible  for  and 
consented  to  receive  thrombolytic  therapy  (SK-26, 
rt-PA-50)  which  was  initiated  in  the  emergency 
room  of  the  referring  hospital.  The  initial  Killip  class 
for  each  patient  is  listed  in  Fig  1 ; 15%  of  patients 
had  acute  heart  failure  or  cardiogenic  shock.  An  ad- 
ditional 1 8%  of  these  patients  with  myocardial  in- 
farction had  malignant  arrhythmias  (ventricular 
tachycardia,  complete  heart  block,  bradycardia,  or 
supraventricular  tachycardia  associated  with  hypo- 
tension). Sixteen  patients  experienced  cardiac  ar- 
rest immediately  before  aeromedical  transport  was 
requested.  Three  patients  who  suffered  cardiac  ar- 
rest en  route  to  The  Methodist  Hospital  were  suc- 
cessfully resuscitated. 


/.  Killip  class  of  161  patients  with  acute  myocardial  infarction 
who  were  transported  by  helicopter  to  a tertiary  care  center. 


Killip  Class* 

No.  Patients 

Mortality 

I 

103(64%) 

0/103  (0%) 

11 

34(21%) 

4/34  (12%) 

III 

10(6%) 

2/10  (20%) 

IV 

14(9%) 

9/14  (64%) 

* Killip  classification:  I,  no  clinical  evidence  of  congestive  heart 
failure  ( CHF);  II,  mild  CHF;  III,  pulmonary  edema;  IV,  cardiogenic 
shock 


2.  Number  of  patients  undergoing  percutaneous  transluminal 
coronary  angioplasty  (PTCA),  coronary  artery  bypass  surgery 
( CAB),  or  both  procedures  after  helicopter  transport  to  a tertiary 
care  center. 


Indication 

PTCA 

CAB 

PTCA  and  CAB 

Acute  myocardial 

infarction 
(n  = 161) 

67/161  (42%) 

23/161  (14%) 

9/161  (6% ) 

Angina  (n  = 58) 

15/58  (26%) 

15/58  (26%) 

3/58  (5%) 

All  270  cardiac  patients,  including  the  l6l  with 
acute  myocardial  infarction,  were  safely  transported 
to  The  Methodist  Hospital.  During  hospitalization, 
more  than  40%  of  the  patients  with  acute  MI  under- 
went coronary  angioplasty,  14%  underwent  coro- 
nary artery  bypass  surgery,  and  6%  underwent  both 
procedures  (Fig  2).  As  with  most  previous  experi- 
ence, patients  initially  seen  in  cardiogenic  shock 
had  a poor  prognosis  (64%  in-house  mortality). 
However,  excluding  these  patients  in  whom  acute 
thrombolytic  therapy  might  not  be  helpful,  the  in- 
house  mortality  of  the  remaining  1 47  patients  with 
acute  MI  was  only  4%.  Of  the  19  patients  who  suf- 
fered cardiac  arrest  associated  with  myocardial  in- 
farction, 14  were  successfully  discharged  (26% 
mortality). 

Discussion 

The  primary  goal  of  The  Methodist  Hospital  Aero- 
medical Services  was  to  extend  all  aspects  of  our 
coronary  care  unit  environment  to  small  commu- 
nity hospitals,  providing  safe  transport  for  cardio- 
vascular patients.  Our  initial  experience  suggests 
this  goal  is  obtainable  and  benefits  patients.  The  ma- 
jority of  the  first  400  patients  transported  were 
acute  cardiovascular  patients  (all  representing  inter- 
hospital transfers),  a reversal  of  the  usual  emer- 
gency medical  helicopter  system  experience, 
emphasizing  trauma  patients.  This  was  accom- 
plished safely  in  all  cases,  a reflection  of  the  focused 
special  training  of  the  aeromedical  crew  and  heli- 
copter configuration.  Because  a cardiovascular  phy- 
sician was  part  of  the  helicopter  team,  the  care  of 
the  cardiac  patient  was  more  directed  and  focused 
for  cardiovascular  emergencies,  in  contrast  to  care 
rendered  by  crews  that  do  not  have  such  a trained 
physician,  usually  following  generic  algorithms.  Fur- 
thermore, highly  specialized  therapy  such  as  tissue 
plasminogen  activator  (rt-PA)  was  effectively  and 
safely  administered.  Our  experience  confirms  pre- 
liminary observations  by  others  that  a physician  plays 
an  especially  important  role  in  the  safe  transport  of 
the  patient  with  acute  myocardial  infarction  (7). 

The  in-hospital  course  of  those  patients  reflects 
present  trends  in  the  care  of  acute  myocardial  in- 
farction (Fig  2).  Because  early  coronary  patency 
may  not  be  preserved,  coronary  angioplasty  was  fre- 
quently performed  to  maintain  the  initial  benefit  of 
thrombolysis.  With  the  increasing  use  of  this  ag- 
gressive approach,  it  is  important  to  have  a safe 
means  of  transport  of  patients  with  acute  MI  to  the 
tertiary  care  center. 

Does  this  aeromedical  system  benefit  patients 
with  acute  myocardial  infarction?  First,  it  allowed  a 
100%  safe  system  for  access  to  all  the  technological 
options  of  tertiary  care.  Second,  excluding  those 
presenting  with  cardiogenic  shock,  the  in-hospital 
mortality  of  all  patients  with  acute  MI  in  this  report 
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was  only  4% . This  very  low  in-hospital  mortality 
compares  favorably  to  any  control  group  previously 
reported  in  the  literature  ( 3,4 ).  Obviously,  these 
favorable  observations  do  not  carry  the  power  of  a 
study  with  a parallel  control  group  (for  instance, 
comparable  patients  who  received  usual  care  at 
their  primary  hospital). 

As  demonstrated  in  the  GlSSl  trial,  early  throm- 
bolytic therapy  saves  lives.  Preliminary  experience 
with  rt-PA  looks  even  more  promising  (8).  This  re- 
port demonstrates  that  patients  with  acute  myocar- 
dial infarction  who  received  local  intravenous 
thrombolytic  therapy  can  be  moved  safely  and  im- 
mediately to  a tertiary  care  center  where  additional 
invasive  procedures  will  be  necessary  in  selected 
patients  to  preserve  the  benefit  of  thrombolysis. 

REFERENCES 

1.  Topol  EJ,  Flung  AY,  Kline  E,  et  al;  Safety  of  helicopter 
transport  and  out-of-hospital  intravenous  fibrinolytic 
therapy  in  patients  with  evolving  myocardial  infarction. 
Cathet  Cardiovasc  Diagn  12(3):151-155,  1986. 

2.  Bellinger  RL,  CaliflF  RM,  Collins  P,  et  al;  Complications 
during  air  transport  of  patients  with  acute  myocardial  in- 
farction (Abstract).)  Am  Col  Cardiol  9:22A,  1987. 

3.  Effectiveness  of  intravenous  thrombolytic  treatment 
in  acute  myocardial  infarction.  Gruppo  Italiano  per  lo  Stu- 
dio della  Streptochinasi  nell  ‘Infarto  Miocardico  (GISSl). 
Lancet  1(8478):  397-402,  1986. 

4.  A prospective  trial  of  intravenous  streptokinase  in 
acute  myocardial  infarction  ( ISAM  ).  The  ISAM  Study 
Group.  N Engl)  Med  314(23);  1465- 1471,  1986. 

5.  Roberts  R,  Gowda  KS,  Ludbrook  PA,  et  al:  The  specifi- 
city of  elevated  serum  MB  CPK  activity  in  the  diagnosis  of 
acute  myocardial  infarction.  Am)  Cardiol  36:433-437, 
1975. 

6.  Killip  T 3d,  • Kimball  JT:  Treatment  of  myocardial  in- 
farction in  a coronary  care  unit.  A two  year  experience 
with  250  patients.  Am)  Cardiol  20(4):457-464,  1967. 

7.  Kaplan  L,  Walsh  D,  Burney  RE:  Emergency  aero- 
medical  transport  of  patients  with  acute  myocardial  infarc- 
tion. Ann  Emerg  Med  16(1):55— 57,  1987. 

8.  Chesebro  JH,  Knatterud  G,  Roberts  R,  et  al:  Throm- 
bolysis in  Myocardial  Infarction  (TIMI)  Trial,  Phase  1;  a 
comparison  between  intravenous  tissue  plasminogen  ac- 
tivator and  intravenous  streptokinase.  Clinical  findings 
through  hospital  discharge.  Circulation  76(  1 ):  142-154, 
1987. 

ACKNOWLEDGMENT 

We  wish  to  thank  Rochelle  Haider,  RN,  Wendy  Hoskins, 

RN,  Patsy  Hubbard,  RN,  Colleen  Kennedy,  RN,  and  Rebecca 
Kearney,  RN  for  their  nursing  excellence  and  care  in  data 
collections.  Also,  we  wish  to  thank  Philip  Robinson,  vice- 
president  of  The  Methodist  Hospital  for  his  vision  and 
guidance  in  initiating  the  program.  Gratitude  is  also  ex- 
tended to  Debbie  Picot  for  her  secretarial  assistance  in 
preparation  of  the  manuscript. 


Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
(PHYMAG)  offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Option  to  submit  claims  electronically  to  Medicare, 
Medicaid,  and  Blue  Cross  Blue  Shield. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT'4  and  ICD'9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Checkbook  balancing. 

• Income  Tax  Preparation. 

• Statistical  Reports  (Diagnoses,  Procedures,  Referring 
Doctors...) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 
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We  have  developed  a three-part  questionnaire  de- 
signed to  measure  level  of  concern  about  nuclear 
war.  Created  specifically  to  survey  young  people, 
the  questionnaire  first  asked  respondents  to  list 
their  three  greatest  worries.  Then  young  people 
were  asked  to  rate  a list  of  concerns  with  a four- 
point  Likert  scale.  Finally,  they  were  asked  to  rank 
their  three  greatest  worries  from  the  20  concerns 
listed.  Our  findings  and  those  of  other  studies  re- 
viewed suggest  that  worry  about  nuclear  war  is 
one  of  the  three  most  significant  concerns  of  young 
people  worldwide,  regardless  of  their  ethnic  or  so- 
cioeconomic characteristics.  Younger  teens  and  fe- 
males appear  to  be  the  most  worried  populations. 
Though  10%  of  youth  surveyed  are  very  worried 
about  the  nuclear  threat,  there  is  no  evidence  that 
the  concern  level  results  in  any  overt  behavioral 
change.  In  fact,  concern  about  nuclear  war  may  be 
an  "appropriate  anxiety, " since  data  show  that  the 
most  worried  teens  are  also  most  optimistic  that 
nuclear  war  can  be  prevented.  Active  concern 
about  the  threat  of  nuclear  war  may  lead  to 
greater  awareness  and  to  efforts  to  share  concerns 
with  others,  perhaps  leading  to  a sense  of  mastery 
over,  or  at  least  acceptance  of,  the  threat  Implica- 
tions for  adults,  including  the  need  to  develop  nu- 
clear age  programs  for  youth,  are  also  discussed. 

KEY  WORDS:  NUCLEAR  WAR,  ADOLESCENTS,  ANXIETY,  PS3'CHO- 
LOGICAL  DEFENSE  MECHANISMS 


AS  recently  as  1979,  only  three  studies  had 

been  published  about  the  effects  of  the  “nu- 
clear threat”  on  young  people.  The  studies 
clearly  suggested  that  young  people  were  highly 
concerned  about  the  threat  of  nuclear  war.  How- 
ever, two  of  the  studies  were  from  the  period  of  the 
Cuban  Missile  Crisis  (1,2),  and  their  results  are  not 
necessarily  applicable  20  years  later  during  a period 
of  less  overt  hostility.  The  third  study,  conducted  in 
1979  and  1980  (3),  suffered  from  several  inade- 
quacies, including  potential  sample  bias  and  rela- 
tively unsophisticated  questionnaire  design.  As  a 
result,  we  developed  a questionnaire  to  determine 
respondents’  present  level  of  concern  about  nuclear 
war.  This  article  describes  our  questionnaire,  sum- 
marizes results  of  our  survey,  and  reviews  recent 
studies  of  similar  intent. 

Methods 

To  determine  respondents’  level  of  concern  over 
the  threat  of  nuclear  war,  we  developed  a question- 
naire of  three  parts,  each  designed  to  conceal  our 
special  interest  in  concern  about  nuclear  war.  The 
first  part  of  the  questionnaire  asked  respondents  to 
list  their  top  three  worries.  Then  the  questionnaire 
asked  them  to  rate  a list  of  20  worries  on  a standard 


four-point  Likert  scale,  from  a low  of  1 (“not  at  all 
worried”)  to  a high  of  4 (“very  worried”).  “Nuclear 
war”  was  randomly  placed  as  the  eighth  item  on  the 
list  (Fig  1 ).  Finally,  the  questionnaire  asked  respon- 
dents to  rank  the  three  of  these  20  worries  that 
caused  them  the  greatest  concern.  Thus,  we  used 
three  unobtrusive  approaches  to  determine  levels  of 
concern  about  various  topics. 

Our  questionnaire  was  distributed  first  in  the 
spring  of  1983  among  913  youths  ( 12  to  18  years  of 
age ) in  the  San  Jose  and  Los  Angeles  regions  of  Cali- 
fornia (4-6).  The  survey  population  was  about 
evenly  divided  between  males  and  females  and  was 
correctly  distributed  in  relation  to  the  ethnic  com- 
position of  California  (but  with  significantly  larger 
Asian  and  Hispanic  populations  than  typically  found 
elsewhere  in  the  United  States).  The  respondents 
were  primarily  from  well-educated,  middle-class 
backgrounds;  90%  had  at  least  one  employed  par- 
ent. The  mean  age  of  the  survey  respondents  was  16 
years. 

Results 

The  three  concerns  most  commonly  listed  by  re- 
spondents can  be  placed  in  three  categories:  eco- 
nomics, school,  and  self-related  issues.  Nuclear  war 
was  the  seventh  most  frequently  listed  worry;  nu- 
clear and  other  concerns  about  war  were  listed 
sixth  most  often.  However,  when  we  analyzed  the 
ranking  and  ratings  of  the  20-item  list,  it  became 
clear  that  nuclear  war  was  a considerable  worry  for 
most  young  people  when  they  were  asked  to  think 
even  slightly  more  deeply  about  their  concerns. 

The  concern  most  frequently  selected  from  our 
list  of  20  concerns  in  the  ratings  and  ranking  exer- 
cises was  the  death  of  parents,  a worry  that  seldom 
arose  in  the  spontaneous  responses.  Similarly,  con- 
cern about  nuclear  war,  which  was  only  sixth  or 
seventh  in  spontaneous  responses,  rose  to  third  on 
the  rating  exercise  (just  behind  getting  bad  grades) 
and  was  actually  the  worry  ranked  second  highest  in 
our  sample  ( Fig  2 ).  At  first  we  were  astonished  by 
this  degree  of  concern,  but  we  have  obtained  simi- 
lar results  in  every  country  where  we  have  used  the 
survey  (6—8). 

Discussion 

RESULTS  OF  OTHER  QUESTIONNAIRE  SURVEYS 
So  far,  concern  about  nuclear  war  has  been  second 
or  third  in  all  European  and  North  American  coun- 
tries studied,  including  Canada  (7,9,10),  Belgium 
(11),  Ireland,  Italy,  and  Hungary  (6,8,17).  In  addi- 
tion, it  has  been  reported  as  the  number  one  con- 
cern in  Sweden  (12)  and  the  Soviet  Union  (13,14). 

Other  recent  methodological  approaches  have 
obtained  findings  similar  to  our  own.  A very  well 
designed  study  by  Solantaus  et  al  (15,16)  embedded 
questions  about  concerns  for  the  future  within  a na- 
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I Questionnaire  designed  by  author  to  measure  respondents’  level  of  concern  about  the 
threat  of  nuclear  war 


tionwide  health  survey.  ITieir  results  showed  that 
nuclear  war  was  the  number  one  concern  among 
Finnish  young  people. 

Over  the  past  decade  Bachman  et  al  have  sur- 
veyed an  average  of  approximately  1 7,000  high 
school  seniors  annually  across  the  US.  Included 
have  been  questions  concerning  the  threat  of  nu- 
clear war.  Over  the  past  decade  the  percentage  of 
respondents  expressing  concern  has  risen  from  a 
low  of  5%  to  1%  of  the  sample  at  the  beginning  of 
the  testing  period  to  a high  of  almost  one  third  in 
the  most  recent  data  ( 1 7, 1 8 ).  This  is  the  only  longi- 
tudinal survey  that  has  been  performed,  and  the  re- 
sults are  quite  striking. 

Even  newer  survey  work,  using  totally  different 
questionnaires,  has  shown  an  equal  level  of  concern 
in  Norway  (19)  and  even  in  Colombia  (20),  the  first 
less-developed  nation  to  be  surveyed.  Two  very 
large  surveys  are  awaiting  publication.  One,  from 
Newark,  NJ,  has  data  on  7,000  teenagers  from  sev- 
eral ethnoculturally  and  economically  different 
parts  of  that  large  urban  area  (21).  The  second 
study  includes  data  on  more  than  5,000  youths  from 
the  US,  Europe,  and  the  Soviet  Union  (22).  These 
surveys  include  new  methodologies,  but,  again, 
reach  conclusions  similar  to  our  own. 

SUMMARY  OF  HIGHLY  CONSISTENT  FINDINGS 
The  consistency  of  the  findings  from  different  stud- 
ies is  remarkable.  Regardless  of  the  type  of  question- 
naire used,  it  appears  that  nuclear  war  is  always  one 
of  the  top  three  concerns  of  young  people  through- 
out the  world.  It  also  appears  clear  that  the  propor- 
tions are  relatively  similar  in  most  countries.  From 
10%  to  12%  are  very  worried  and  even  dream 
about  nuclear  war  (6,9)-  At  least  one  third  of  the 
young  people  in  every  country  surveyed  have  con- 
sistently expressed  concern — in  both  their  ratings 
and  rankings — about  the  nuclear  threat.  Their  an- 
swers to  later  questions  about  nuclear  war  likewise 
consistently  revealed  concern  (4,6,8,10,12).  At  least 
half  of  the  young  people  in  every  country  where  a 
survey  was  done  were  at  least  somewhat  concerned 
about  the  threat  of  nuclear  war  and  its  occurrence 
during  their  lifetime.  The  percentage  of  worried 
youths  in  Europe  and  the  Soviet  Union  were  even 
higher  (6).  It  is  also  interesting  that  these  cur- 
rent survey  results  are  also  compatible  with  data 
gathered  from  I960  to  1980  (1  — 3). 

Although  our  initial  sampling  (4,6)  did  not  show 
any  differences  by  sex,  most  other  surveys  have  in- 
dicated that  there  is  a preponderance  of  females 
expressing  concern  about  the  nuclear  threat.  In  ad- 
dition, all  surveys  have  shown  a significant  trend  to- 
ward more  concern  among  the  youngest  teenagers. 
(This  phenomenon  applies  to  almost  any  area  of 
concern  or  competence  that  has  ever  been  mea- 


Bclow  is  a long  list  of  things  that  many  people  say  they  worry  about.  Please  read  each  of  the 
20  statements  and  fill  in  how  you  feel  about  each  one  Please  do  not  go  back  and  change  your 
previous  answers. 


Not  At  All 

Worried 

Moderately 

Very 

Worried 

A Little 

Worried 

Worried 

1 Getting  cancer 

1 

2 

3 

4 

2 Earthquakes 

1 

2 

3 

4 

Getting  hooked  on  drugs 

1 

2 

3 

4 

•i  People  not  liking  you 

1 

2 

3 

4 

5 Not  being  able  to  find  a job 

1 

2 

3 

4 

6 Having  to  move  somewhere  new 

1 

2 

3 

4 

■’  Getting  pregnant/making 

someone  pregnant 

1 

2 

3 

4 

8 Nuclear  war 

1 

2 

3 

4 

9.  Looking  ugly 

1 

2 

3 

4 

10  Parents  divorcing 

1 

2 

3 

4 

1 1 Pollution 

1 

2 

3 

4 

1 2 Being  the  victim  of  violent  crime 

1 

2 

3 

4 

13  Parent  dying 

1 

2 

3 

4 

14.  Nuclear  power  plants  leaking 

1 

2 

3 

4 

1 5 Your  own  death 

I 

2 

3 

4 

16  World  over  population 

1 

2 

3 

4 

17  Becoming  very  sick  or  crippled 

1 

2 

3 

4 

18  \'our  family  not  having 

enough  money 

1 

2 

3 

4 

1 9 People  starving  in  the  world 

1 

2 

3 

4 

20.  Getting  bad  grades 

1 

2 

3 

4 

2.  Cumulative  responses  by  913  adolescents  asked  to  rate  their  level  of  concern  about 

20  items  listed  on  questionnaire  shown  in  Fig.  /. 

Questionnaire  Item 

Greatest 
Worry  (%) 

Mean 

Score 

Ranking 

Order 

Parent  dying 

29.3 

3.16 

1 

Nuclear  war 

12.4 

2.69 

2 

Getting  bad  grades 

10  2 

2.95 

3 

Not  being  able  to  find  a job 

9.0 

2.47 

7 

Your  own  death 

5.9 

2.40 

8 

People  not  liking  you 

5 2 

2.08 

12 

Being  the  victim  of  violent  crime 

3.9 

2.52 

5 

Earthquakes 

3.4 

2.06 

13 

Becoming  very  sick  or  crippled 

3.2 

2.64 

4 

Getting  pregnant/ making  someone  pregnant 

2.5 

1.91 

15 

Parents  divorcing 

2.5 

1 91 

15 

Your  family  not  having  enough  money 

2.4 

2.29 

9 

Getting  cancer 

2.4 

2.00 

14 

People  starving  in  the  world 

15 

2.51 

6 

Pollution 

1.3 

2.19 

10 

Getting  hooked  on  drugs 

13 

1.70 

17 

Having  to  move  somewhere  new 

1.3 

1,83 

16 

Looking  ugly 

11 

2.10 

11 

Nuclear  power  plants  leaking 

0.8 

2.29 

9 

World  over  population 

0.3 

2.00 

14 
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sured:  age  and  experience  lead  to  greater  ability  to 
accommodate  to  any  fear  or  threat. ) 

THE  SOCIOECONOMIC  CONTROVERSY 
Robert  Coles,  a Harvard-associated  psychiatrist,  has 
contended  that  worry  about  the  nuclear  threat  is 
only  a middle-class  young  person’s  concern  (23,24). 
His  data,  based  on  relatively  small  numbers  of  inter- 
views, have  never  been  published  in  peer-reviewed 
journals,  so  his  hypothesis  is  difficult  to  evaluate.  He 
is  the  only  investigator  who  has  made  such  a claim. 

Though  our  samples  consisted  predominantly  of 
middle-class  youths,  enough  poor  people  have  been 
surveyed  to  allow  us  to  conclude  that  there  were 
no  significant  differences  in  level  of  concern  be- 
tween the  two  groups.  Surveys  using  our  meth- 
odology have  included  a nationwide  sampling  in 
Sweden  and  Finland  that  revealed  no  correlation 
between  economic  class  and  level  of  concern 
(12,15,16).  Moreover,  the  longitudinal  study  by 
Bachman  et  al  ( 1 7, 1 8 ) has  shown  no  association 
between  socioeconomic  status  and  worry  about 
nuclear  war.  Likewise,  the  most  recent  survey  in  Co- 
lombia has  failed  to  reveal  such  a relationship  ( 20  ). 
Finally,  the  extremely  large  new  surveys  previously 
mentioned  (21,22)  failed  to  confirm  any  socioeco- 
nomic association,  even  in  the  core  ghetto  areas  of 
Newark.  Thus  it  appears  highly  unlikely  for  most 
populations  that  Coles’  contentions  are  correct. 
However,  even  if  nuclear  war  worries  were  a 
middle-class  phenomenon  only,  most  people  in  de- 
veloped nations — millions  of  adolescents  in  the 
Communist  bloc  and  in  the  Free  World — are 
“members”  of  the  middle  class. 

SIGNIFICANCE  OF  NUCLEAR  WAR  WORRIES 
FOR  YOUTH 

What  is  the  significance  of  youthful  worries?  Inves- 
tigators have  not  found  any  good  evidence  that  the 
concern  about  nuclear  holocaust  adversely  affects 
development  or  overtly  changes  behavior  in  young 
people  (25).  Furthermore,  we  have  found  striking 
evidence  that  the  young  people  who  are  most  wor- 
ried are  also  most  optimistic  about  preventing  nu- 
clear war  ( 4,6,8 ).  I have  therefore  hypothesized  that 
worry  about  the  nuclear  threat  constitutes  an  “ap- 
propriate anxiety”  and  represents  an  appropriate  re- 
sponse to  a true  threat  (6).  As  such,  the  response  of 
worry  is  salutary,  if  it  engenders  a positive  outlook 
and  positive  action.  It  is  negative  if  it  results  in  de- 
nial, depression,  or  dysfunctional  behavior.  I believe 
that  it  is  important  to  foster  a positive  attitude  to- 
ward the  nuclear  threat,  so  that  young  people  will 
have  a positive  outlook  toward  the  future.  This  out- 
look should  be  tempered  with  realism  about,  and 
understanding  of,  the  power  of  nuclear  weapons 
and  their  potential  for  destruction. 

Interestingly,  we  have  not  been  able  to  establish 


a significant  correlation  between  differences  in 
knowledge  about  nuclear  weapons  and  levels  of 
worry  in  young  people  (8).  We  infer  that  knowl- 
edge alone  does  not  necessarily  result  either  in 
anxiety  or  in  a positive  attitude,  since  defense 
mechanisms  such  as  denial  and  depression  may  also 
be  activated  as  a result  of  knowledge. 

What  is  most  interesting  is  that  the  most  worried 
young  people  also  report  that  they  talk  more  with 
their  parents,  other  adults,  and  their  own  peers 
about  the  nuclear  issue  than  do  young  people  who 
say  they  are  not  worried  (4,6,8).  I believe  that  this 
kind  of  sharing  of  cognitive  concern  and  emotions 
is  very  useful  and  largely  explains  why  young 
people  may  feel  better  about  the  future  despite 
being  quite  worried  about  it. 

Unfortunately,  very  few  of  our  survey  respon- 
dents— whether  they  believe  that  nuclear  war  is 
probable  or  preventable — believe  that  they  them- 
selves can  have  any  effect  on  the  future  in  relation 
to  nuclear  weapons.  This  attitude  is  perhaps  an  out- 
growth of  increasing  political  cynicism  among 
adults.  This  sense  of  powerlessness  is  antithetical  to 
the  democratic  process.  It  also  represents  a poten- 
tial danger  to  young  people  who  may  as  a result 
retreat  from  appropriate  anxiety  with  a positive  out- 
look into  denial  or  despair. 

SUGGESTIONS  FOR  ACTION  BY  ADULTS 
The  appropriate  response  of  adults  to  adolescent 
concerns  about  nuclear  war  is  to  educate  young 
people  (and  themselves)  about  the  facts  and  to 
create  programs  that  allow  young  people  and  their 
parents  to  exchange  points  of  view  and  fears  openly. 
In  this  way,  adults  and  adolescents  can  recognize 
each  other’s  legitimate  concerns,  beliefs,  and  feel- 
ings about  the  threat  of  nuclear  war.  Both  youths 
and  adults  also  need  to  express  their  views  on  nu- 
clear issues  to  world  leaders.  Through  such  efforts, 
pressure  for  dialogue  and  development  of  consen- 
sus efforts  to  avoid  nuclear  war  will  increase.  Then 
people  of  all  ages  throughout  the  world  will  be  able 
to  feel  hopeful  and  to  develop  a sense  of  personal 
empowerment  that  will  counteract  the  potential  for 
despair  that  arises  with  each  new  international  cri- 
sis. The  importance  of  developing  a sense  of  per- 
sonal empowerment  in  our  nation’s  youth  (not  to 
mention  adults)  cannot  be  overemphasized  (26). 
This  has  nothing  to  do  with  politics  or  political  so- 
lutions, but  everything  to  do  with  developing  the 
critical  sense  of  control  that  facUitates  firm  choices 
and  good  citizenship.  The  political  solutions,  what- 
ever they  may  be,  will  follow  smoothly  from  self- 
belief and  a sense  of  self-worth  and  potency. 

Furthermore,  school  programs  similar  in  design 
to  family  life  education  programs  dealing  with  sexu- 
ality could  provide  the  opportunity  for  interaction 
between  young  people,  professionals,  and  parents. 
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Such  “conflict  resolutions”  curricula  could  have  the 
spin-off  effect  of  teaching  young  people  how  to  lis- 
ten and  communicate  more  effectively  and  how  to 
solve  day-to-day  problems  with  friends,  teachers, 
parents,  and  society  in  general.  Such  curricula  are 
long  overdue  and  urgently  needed,  in  my  view,  to 
help  our  young  people  move  in  a positive  fashion 
into  the  21st  century’. 

The  threat  of  nuclear  weapons  is  not  likely  to  go 
away,  even  if  it  can  be  reduced.  It  behooves  us  as 
adults  to  recognize  the  legitimate  anxiety'  of  young 
people  and  to  help  them  (and  ourselves)  deal  with 
it  in  a constructive  fashion. 

REFERENCES 

1.  Schwebel  M:  Nuclear  cold  war:  student  opinions 
and  professional  responsibility,  in  Schwebel  M ( ed ):  Behav- 
ioral Science  and  Human  Survival.  Palo  Alto,  CA,  Science 
and  Behavior  Books,  1965,  pp  210—223. 

2.  Escalona  S:  Children  and  the  threat  of  nuclear  war, 
in  Schwebel  M (ed);  Behavioral  Science  and  Human  Sur- 
vival. Palo  Alto,  CA,  Science  and  Behavior  Books,  1965, 
pp  201-209. 

3.  Beardslee  WR,  Mack  JE:  The  impact  on  children  and 
adolescents  of  nuclear  developments,  in  Rogers  R ( ed ); 
Psychosocial  Aspects  of  Nuclear  Developments  (Task 
Force  Report  No.  20 ).  Washington,  DC,  American  Psychi- 
atric Association,  1982. 

4.  Goldenring  JM,  Doctor  RM:  California  adolescents’ 
concerns  about  the  threat  of  nuclear  war,  in  Solantaus  T, 
Chivian  M,  Vartanyan  M,  et  al  (eds):  Impact  of  the  Threat 
of  Nuclear  War  on  Children  and  Adolescents:  Proceedings 
of  an  International  Research  Symposium.  Boston,  Inter- 
national Physicians  for  the  Prevention  of  Nuclear  War, 
1985,  pp  112-133. 

5.  Doctor  RM,  Goldenring  JM,  Powell  A;  Adolescents’ 
attitudes  about  nuclear  war.  Psychol  Rep  60(2);599— 614, 
1987. 

6.  Goldenring  J,  Doctor  RM:  Teenage  worry  about  nu- 
clear war;  North  American  and  European  questionnaire 
studies.  International)  Mental  Health  15:72—92,  1986. 

7.  Goldenberg  S,  LaCombe  S,  Levinson  D,  et  al;  Think- 
ing about  the  threat  of  nuclear  war:  relevance  to  mental 
health.  Am  J Orthopsychiatry  55(4):503-512,  1985. 

8.  Goldenring  JM,  Doctor  RM,  Gross  T:  Psychological 
effects  of  the  nuclear  threat  on  young  people,  in  Bennett 
D,  Williams  M (eds):  New  Universals:  Adolescent  Health  in 
a Time  of  Change.  Sidney,  Australia,  Australian  Association 
for  Adolescent  Health,  1988. 

9.  Sommers  EG,  Goldberg  S,  Levinson  D,  et  al:  Chil- 
dren’s mental  health  and  the  threat  of  nuclear  war:  a Cana- 
dian pilot  study,  in  Solantaus  T,  Chivian  E,  Vartanyan  M, 

et  al  (eds):  Impact  of  the  Threat  of  Nuclear  War  on  Chil- 
dren and  Adolescents:  Proceedings  of  an  International  Re- 
search Symposium.  Boston,  International  Physicians  for  the 
Prevention  of  Nuclear  War,  1985,  pp  61—93. 

10.  Sommers  EG,  Goldberg  SS,  Levinson  D,  et  al:  The 
nuclear  threat  and  Canadian  children.  Can  J Public  Health 
76(3):  154- 156,  1985. 

1 1 . Mikolajszak  O:  The  fear  of  nuclear  war  in  Belgian 
youth.  Paper  presented  at  the  International  Physicians  for 
the  Prevention  of  Nuclear  War  Convention,  Budapest, 
Hungary,  July,  1985  (see  reference  6 for  discussion). 


12.  Holmberg  PO.  Bergstrom  A:  How  Swedish  teen- 
agers think  and  feel  concerning  the  nuclear  threat,  in  So- 
lantaus T,  Chivian  E,  Vartanyan  M,  et  al  ( eds ):  Impact  of 
the  Threat  of  Nuclear  War  on  Children  and  Adolescents: 
Proceedings  of  an  International  Research  Symposium. 
Boston,  International  Physicians  for  the  Prevention  of  Nu- 
clear War,  1985,  pp  170-180. 

13-  Chivian  E,  Mack  JE,  Waletzky  JP,  et  al:  Soviet  chil- 
dren and  the  threat  of  nuclear  war:  a preliminary  study. 
AmJ  Orthopsychiatry  55(4):484— 502,  1985. 

14.  Chivian  E:  Questionnaire  study  of  Soviet  “Pioneers,” 
in  Solantaus  T,  Chivian  E,  Vartanyan  M,  et  al  ( eds ):  Impact 
of  the  Threat  of  Nuclear  War  on  Children  and  Adolescents: 
Proceedings  of  an  International  Research  Symposium. 
Boston,  International  Physicians  for  the  Prevention  of  Nu- 
clear War,  1983,  pp  134-142. 

1 5.  Solantaus  T,  Rimpela  M,  Taipale  V;  The  threat  of 
war  in  the  minds  of  12—18-year-olds  in  Finland.  l.ancet 
1(8380):  784-785,  1984. 

16.  Solantaus  T,  Rimpela  M,  Rahkonen  O:  Social  epi- 
demiology of  the  experience  of  threat  of  war  among  Fin- 
nish youth.  Soc  Sci  Med  21(2):  145-151,  1985. 

17.  Bachman  JG:  American  high  school  seniors  view 
the  military:  1976—  1982.  Armed  Forces  and  Society 
10:86-94,  1983. 

18.  Diamond  G,  Bachman  JG:  High  school  seniors  and 
the  nuclear  threat,  1975-  1984:  political  and  mental  health 
implications  of  concern  and  despair.  International  J Mental 
Health  15:210-241,  1986. 

19.  Raundalen  M,  Finnoy  OJ:  Children  and  teenagers’ 
views  of  the  future.  International  J Mental  Health  1 5 : 
114-125,  1986. 

20.  Ardilla  R:  The  psychological  impact  of  the  nuclear 
threat  on  the  Third  World:  the  case  of  Colombia.  Inter- 
national J of  Mental  Health  15:162-171,  1986. 

21.  Seifert  AM,  Zutz  HM,  Titelbaum  JA,  et  al;  Adoles- 
cents’ concerns  with  nuclear  arms  issues.  New  Jersey 
Medical  Journal,  in  press, 

22.  Waterston  T:  Children  and  the  threat  of  nuclear 
war.  Lancet  1 : 1384-1385,  1987. 

23.  Coles  R:  The  Moral  Lives  of  Children.  Boston,  Atlan- 
tic Monthly  Press,  1985. 

24.  Coles  R:  Children  and  the  bomb.  NA'  Times,  De- 
cember 8,  1985. 

25.  Tizard  B:  Problematic  aspects  of  nuclear  education. 
Harvard  Educational  Review  54(3): 271 -281,  198-1. 

26.  Macy  J:  Despair  and  Personal  Power  in  the  Nuclear 
Age.  Philadelphia,  New  Society  Publications,  1983- 

ACKNOWLEDGMENTS 

This  article  has  been  adapted  from  a paper  presented  at 
the  Symposium  on  Medical  Aspects  of  Nuclear  War,  Texas 
Medical  Association  Annual  Session,  May  14,  1987.  The 
symposium  was  sponsored  by  the  Physicians  for  Social  Re- 
sponsibility of  Texas.  The  author  gratefully  acknowledges 
Ronald  Doctor,  PhD,  for  his  major  contributions  as  co- 
investigator on  the  research  described. 


Volume  84  October  1988 


specify  Adjunctive. 


DAVIS  & DAVIS,  P.C. 

Attorneys  & Counselors  At  Law 

“Professionals 
Representing  Professionals” 

ADMINISTRATIVE  SANCTION 
AND 

LICENSURE  HEARINGS 

C.  DEAN  DAVIS 
FRED  E.  DAVIS 
JOE  D.  MILNER 

Senior  Partners 

P.O.  Box  1588 
Austin,  Texas  78767 
512/472-6248 

Members:  National  Health  Lawyers  Association,  Ameri- 
can Academy  of  Hospital  Attorneys,  Texas  Association 
of  Defense  Counsel. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization  as  no  designation  has  been 
made  by  the  Board  for  a Certificate  of  Special  Competency  in  this  area. 


Canyon  Medical 

^The  AccouTits  Receiveable  Program 

The  computerized  "pegboard"  accounting  system 

A very  easy  to  use  program  that  will  increase 
efficiency  and  save  your  office  staff  time. 

This  simple  program  will  allow  you  to: 

•Print  monthly  statements:  by  code,  name,  or  zip 
on  plain  paper  or  self-contained  mailers 
•Print  a walkout  bill:  on  plain  paper  or  on  Medicare  form 
•Print  a Routing  Slip  which  ELIMINATES  the  SUPERBILL 
•Calculate  and  print  daily  worksheets  including: 
proofing,  hst  of  entries  and  deposit  slip 
•Support  for  Diagnosis  and  Procedure  codes: 
uses  short  codes,  including  description  and  price 
•Print  Procedure  Report:  monthly,  year  to  date, 
last  month,  last  year,  shows  where  your  money  comes  from 
•Maintains  Aging  and  prints  reports  as  desired 
•Supports  many  adjustable  variables,  including  up  to 
five  doctors  and  Recall  program 

This  program  will  work  on  any  IBM  compatible  PC  or  AT 

The  complete  program  is  $1495 


ANYON  Systems 


512-935-2618 

HC2  Box264-H 
Canyon  Lake,  Texas  78133 


2>t„ 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  clidinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows; 

"Possibly"  effective;  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-effective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
ofbenzodiazepines  (see  Drug  Abuse  and  Dependence). 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  orcd  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered;  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  s3Tnptoms,  increased  and 
decreased  libido— aU  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  dyscrasias 
(including  agranulocytosis),  jaundice,  hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  with  Librax  typical 
of  anticholinergic  agents,  te.,  dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  vrith  other  spasmol5tiics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide; more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefully  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

p.  I 0288 

Roche  Products  Roche  Products  Inc. 

Manati,  Puerto  Rico  00701 


-w 


when  it's  brain  versus  bowel, 


ITS  TIME 
HHITHE 
PEACEMAKER 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  will  often  erupt  in  tandem  with 
anxiety— launching  a cycle  of  hrain/howel 
conflict.  Make  peace  with  Lihrax.  Because  of 
possible  CNS  effects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

*Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 


Specify  Adjunctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 


43 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


EARL  W.  GORBY,  MD 
RITA  R.  CLAUDET,  MD,  PhD 
LYNN  B.  McNICOL,  RN,  BSN 


El  Paso:  the  HIV- 1 
epidemic  and  medical 
planning 


The  authors,  752 
Somerset  Drive, 

El  Paso,  TX  79912. 


44 


Because  the  incubation  period  for  acquired 
immunodeficiency  syndrome  (AIDS)  from  anti- 
body positive  to  onset  of  symptoms  can  be  more 
than  five  years,  it  is  apparent  that  the  current 
status  of  the  AIDS  epidemic  is  to  be  found  in 
asymptomatic  seropositive  individuals.  Medical, 
political,  and  socioeconomic  planning,  therefore, 
requires  knowledge  of  the  current  numbers  of 
seropositive  persons  in  a given  population.  In  El 
Paso,  Tex,  human  immunodeficiency  virus  (HIV-l) 
antibody  testing  has  been  useful  as  a catalyst  to 
early  community  preventive  action.  Early  plan- 
ning is  especially  useful  in  communities  where 
only  a few  AIDS  cases  are  currently  diagnosed. 

KET  WORDS;  AIDS,  HIV-l,  EPIDEMIC,  MEDICAL  PLANNING, 
PlIBUC  HEALTH,  COMMUNITY  EFFORT. 


El  Paso,  Tex,  is  a border  twin  city  of  500,000 
people,  excluding  the  Fort  Bliss  military 
population.  Its  sister  city,  Juarez  (population 
1.2  million),  is  the  fifth  largest  city  in  Mexico  ( 1 ).  El 
Paso  is  26th  in  city  size  in  the  United  States.  Accord- 
ing to  B.  Rodriguez  of  the  El  Paso  Times  (Feb  8, 

1 986 ),  El  Paso  is  one  of  the  busiest  ports  of  entry 
in  the  world,  with  35  million  to  42  million  legal 
border  crossings  yearly,  the  fluctuations  mainly 
reflecting  economic  changes  in  the  border  area. 

Mexico  is  suffering  major  economic  hardships. 
The  peso,  which  was  valued  at  1 2 per  dollar  in 
1973,  was  2,280: 1 as  of  August  1988.  As  a conse- 
quence, public  health  capabilities  in  Juarez  have  suf- 
fered seriously.  Diminishing  resources  severely 
handicap  the  ability  to  address  new  public  health 
issues  such  as  AIDS.  In  addition,  economic  distress 
encourages  more  foreign  nationals  to  sell  their 
plasma.  El  Paso  has  a regional  blood  bank  and  seven 
major  plasma  donation  centers.  Since  plasma  donors 
are  paid  for  their  services  regardless  of  citizenship, 
the  incidence  of  HfV-l  infection  on  both  sides  of 
the  border  is  of  considerable  interest.  Because  of 
the  size  and  number  of  the  donor  sites,  the  El  Paso 
City/County  Health  District  was  selected  as  an  “al- 
ternate test  site”  for  HIV-l  antibody  testing.  Opera- 
tions began  in  June  1985.  Alternate  test  sites  in 
Texas  were  created  by  the  Texas  Department  of 
Health  to  prevent  the  use  of  donation  centers  as 
screening  facilities  for  HIV-l  antibody  testing.  Al- 
ternate site  screening  was  offered  to  minimize  the 
possibility  of  “false  negative”  donations. 

To  our  surprise,  requests  for  voluntary  antibody 
testing  for  HIV  were  extremely  rare  (fewer  than  ten 
per  month)  (personal  interview,).  Dyoub,  El  Paso 
City/County  Health  District,  fall  1985).  Although  a 
machine  had  been  purchased,  technicians  trained, 
and  antigen  obtained,  there  was  almost  no  demand 
for  services.  At  that  time,  high-risk  groups  (drug 


abusers,  homosexuals  practicing  unsafe  sex,  the 
highly  promiscuous,  etc  ) perceived  that  there  were 
inadequate  safeguards  to  ensure  confidentiality.  In- 
fluential gay  groups  throughout  the  country  were 
strongly  advising  against  testing  (2,  p 220).  By  June 
of  1985,  El  Paso  had  only  five  officially  recorded 
cases  of  AIDS. 

This  apparent  underreporting  of  AIDS  cases  was  a 
key  factor  in  our  decision  to  launch  an  HfV-l  sero- 
logic survey  of  selected  high-risk  groups  in  El  Paso. 
While  national  AIDS  statistics  are  important,  they 
have  little  meaning  for  specific  geographic  areas, 
such  as  El  Paso.  Furthermore,  because  of  the  long 
incubation  period  for  HfV-l  (2,  p 402)  the  true 
status  of  the  AIDS  epidemic  is  to  be  found  in  the 
asymptomatic  but  seropositive  population. 

In  the  initial  stages  of  the  epidemic  in  the  United 
States,  the  unawareness  of  its  viral  etiology,  its  pro- 
tracted incubation  period,  transmission  by  blood 
products,  and  the  absence  of  a blood  test  to  identify 
infected  persons  led  to  serious  underestimation  of 
the  extent  of  the  problem.  WTiile  the  medical  pro- 
fession is  generally  well  informed  now  about  AIDS 
and  its  epidemic  proportion,  complete  understand- 
ing of  the  implications  and  the  need  for  urgency  has 
not  yet  penetrated  the  political  and  lay  community. 
With  these  factors  in  mind,  we  began  our  survey  of 
selected  perceived  risk  groups  in  the  El  Paso  area. 

The  study 

Initially  HfV-l  antibody  testing  was  offered  to  gays 
requesting  services  in  the  sexually  transmitted  dis- 
ease (STD)  clinic  of  the  city/county  health  district, 
selected  inmates  of  the  county  jail  (mostly  vice 
squad  and  burglary  suspects),  patients  receiving  ma- 
chine dialysis  in  a renal  center  ( to  survey  possible 
transfusion-related  infections),  and  a survey  of 
Juarez  prostitutes  (at  the  request  of  Mexican  health 
authorities).  In  addition,  referrals  for  testing  were 
accepted  from  private  doctors  and  hospitals,  blood 
and  plasma  centers,  and  the  INS  (Immigration  and 
Naturalization  Service)  detention  center.  No  hemo- 
philiacs or  Haitians  were  tested.  Individual  requests 
for  testing  were  also  honored.  By  late  August  1985, 
preliminary  results  indicated  14(1 .8%  ) positive 
antibody  tests  of  an  initial  783  tests.  As  expected 
the  majority  were  in  male  homosexuals,  five  of 
them  from  Mexico. 

Continuous  testing  through  June  1988  has  shown 
a steady  cumulative  rise  in  seropositive  results  in 
the  sampled  population,  with  505  positive  results 
out  of  10,485  tests  (4.8%  ) (Fig  1 ) (personal  inter- 
view, J.  Dyoub,  El  Paso  City/County  Health  District, 
August  1988).  Doubling  time  for  this  infection  in 
El  Paso  is  estimated  to  be  about  18  months  and  ap- 
pears to  be  considerably  longer  than  the  national 
average. 

The  tested  population  in  our  survey  does  not  rep- 
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resent  a truly  homogeneous  sample  of  the  El  Paso 
high-risk  behavior  community.  Affluent  and  profes- 
sional subpopulations  travel  a great  deal  more  than 
the  individuals  we  have  been  able  to  test  and  are 
much  more  likely  to  seek  private  care.  Greater  po- 
tential exposure  because  of  travel  to  high  prev- 
alence areas  could  increase  risks  of  infection. 
Confidential  verbal  inquiries  suggest  that  infection 
rates  may  be  closer  to  10%  in  this  group. 

It  is  readily  apparent  that  exact  data  cannot  be 
obtained  by  the  methods  used  in  our  sui^'eys.  For 
instance,  only  a handful  of  the  test  results  (enzyme- 
linked  immunosorbent  assay  [ELISA] ) were  con- 
firmed by  a Western  blot  test.  About  three-quarters 
of  the  persons  tested  did  not  get  a repeat  ELISA  as 
they  could  not  be  located.  Many  were  anonymous, 
and  some  did  not  wish  to  pursue  further  testing. 

Monthly  tabulations  of  total  tests  performed  with 
the  number  of  positive  results  reported  formed  the 
basis  of  our  information.  The  number  of  requests  for 
testing  have  increased  somewhat  during  the  past 
three  years  due  to  several  factors.  Those  who  re- 
ceived transfusions  between  1980  and  1985  are 
now  aware  that  there  was  a small  possibility  of  in- 
fection. The  recent  availability  of  a drug  treatment 
(zidovudine)  for  AIDS  and  relaxation  of  the  initial 
stringent  criteria  for  its  use  have  spurred  interest.  In 
addition,  increasing  trust  in  the  health  district’s 
strict  application  of  confidentiality  has  helped.  Also 
there  is  an  increasing  awareness  of  the  need  for  be- 
havior modification  with  either  positive  or  negative 
test  results  in  the  sexually  promiscuous. 

The  infection  rate  in  the  general  population  in  El 
Paso  was  found  to  be  extremely  low  (personal  in- 
terview, director  of  the  city/county  health  depart- 
ment ).  Blood  donor  sites  reported  only  two  positive 
results  confirmed  by  Western  blot  in  29,000  units 
tested.  The  Military  Entrance  Processing  Station  also 
reported  positives  equal  only  to  the  rate  in  the  gen- 
eral population  in  their  results  (1.3  per  1,000).  We 
were  initially  astonished  by  the  extremely  low  in- 
fection rate  of  less  than  2%  in  August  1985  when 
San  Francisco  was  reporting  that  nearly  70%  of  its 
high-risk  population  was  already  infected  (2).  Most 
other  large  cities  were  also  reporting  infection  rates 
of  20%  to  50%  (2). 

Discussion 

The  lessons  from  San  Francisco  are  extremely  clear. 
Public  awareness  must  be  enhanced  very  early.  Sex 
education  should  be  required  in  all  schools.  While 
very  few  high  school  students  have  AIDS  ( less  than 
1 % ) ( 3 ),  it  appears  some  are  infected  at  this  time, 
but  because  of  the  long  incubation  period,  symp- 
toms do  not  appear  until  they  leave  school. 

Easy  access  to  HlV-l  antibody  testing  is  essential. 
Media  exposure  promoting  abstinence,  fewer  and 
less  promiscuous  partners,  and  the  use  of  condoms 


is  fundamental  to  the  control  of  the  spread  of  this 
infection.  Failure  to  act  early  will  exact  an  exorbi- 
tant price  at  a later  time.  El  Paso  was  recognized  as 
having  a golden  window  of  opportunity  to  inter- 
vene before  large  numbers  of  people  had  become 
infected. 

It  appears  that  transmission  of  the  virus  follows 
that  of  a standard  sexually  transmitted  disease  in 
Africa  with  a maleTemale  ratio  of  1 . 1 to  1 .0.  Haiti 
is  in  transition  at  this  time;  the  virus  was  spread 
by  homosexual  contact  initially,  but  now  seems  to 
be  transmitted  by  mainly  heterosexual  activity.  As 
the  number  of  infected  women  rises  in  the  United 
States,  heterosexual  transmission  will  become  in- 
creasingly important  (4).  Border  areas  where  pros- 
titution, venereal  disease,  and  drug  abuse  problems 
are  rife  will  probably  become  significant  sources 
of  infection  with  international  implications. 

In  El  Paso,  as  in  other  urban  centers,  the  disease 
was  introduced  first  into  the  homosexual  commu- 
nity, and  as  a consequence  the  majority  of  antibody 
positive  individuals  are  in  this  group  ( 3 ).  However, 


/ Results  of  HrV-l  antibody  testing  of  selected  groups  in  El  Paso.  Tex  (August  1985- 
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small  but  increasing  numbers  of  antibody  positive 
women  (19)  and  drug  abusers  are  being  identified. 

It  has  been  known  since  the  “Kinsey  Report”  was 
published  in  1948  that  about  8%  of  adult  male 
populations  are  active  practicing  homosexuals  (5). 

It  is  estimated  that  there  are  about  20,000  homo- 
sexuals in  El  Paso  with  a suspected  infection  rate  of 
approximately  5%  to  10%  at  this  time  (HIV-1  sur- 
vey, confidential  inquiries ).  It  is  also  estimated  that 
there  are  10,000  intravenous  drug  abusers  in  El 
Paso  ( personal  interview,  C.  Madrid  Aliviane,  fall 
1987).  This  city  is  now  a major  conduit  for  drugs 
entering  the  United  States.  Significant  drug  abuse 
problems  currently  exist  in  many  local  high  schools. 
We  believe  that  there  are  4,000  to  4,500  infected 
individuals  in  El  Paso  at  this  time. 

If  50%  of  those  infected  eventually  become 
symptomatic  there  are  2,000  potential  AIDS  cases  in 
the  city  now.  If  each  AIDS  case  averages  845,000, 
there  is  already  a $90,000,000  encumbered  medical 
cost.  This  far  exceeds  the  ability  of  the  local  tax 
base  to  deal  with  the  problem.  Unfortunately  the 
number  of  infected  individuals  is  steadily  escalating. 

Tuberculosis  has  been  a significant  border  health 
problem  for  many  decades.  Matching  AIDS  and  tu- 
berculosis case  registers  in  New  York  and  Elorida 
indicate  that  at  least  5%  to  10%  of  those  AIDS  pa- 
tients will  develop  tuberculosis  (6).  Tuberculosis 
may  precede  the  diagnosis  of  AIDS  sometimes  by  as 
much  as  18  months.  In  El  Paso  all  HIV-positive  indi- 
viduals receive  PPD-T  (purified  protein  derivative 
[tuberculin] ) skin  testing,  and  if  results  are  positive, 
they  are  offered  INH  ( isoniazid ) prophylaxis.  The 
impact  of  skin  test  anergy  in  that  group  has  not 
been  assessed.  It  appears  not  to  be  significant  in 
most  of  the  asymptomatic  HIV-positive  persons  as 
immune  system  damage  is  normally  not  very  far 
advanced. 

El  Paso’s  response 

In  spite  of  the  rather  rough  estimates  and  obvious 
inaccuracies  in  these  estimates,  the  data  obtained 
have  been  extremely  useful.  The  health  authorities 
began  to  educate  the  local  medical  community,  in- 
cluding physicians  and  hospitals,  very  early.  The 
medical  society  was  given  projections  for  local  AIDS 
cases.  The  epidemiologist  developed  a close  work- 
ing relationship  with  all  infection  control  nurses. 
Gay  bar  owners  and  adult  book  store  proprietors 
were  approached  for  support.  The  use  of  “poppers” 
(nitrite  inhalers)  has  dropped  sharply  in  the  com- 
munity because  of  their  cooperation  and  efforts 
(personal  interview,  D.  Carvell,  Aug  1988). 

The  health  district’s  STD  clinic  offered  HIV-1 
antibody  testing  to  all  patients,  encouraged  AIDS 
education  whenever  possible,  issued  condoms  and 
encouraged  their  use.  This  has  caused  a noticeable 
drop  in  STD  clinic  visits  and  has  allowed  some  di- 


version of  personnel,  resources,  and  other  assets 
into  the  AIDS-prevention  effort. 

The  Southwest  AIDS  Committee,  Inc  (SWAC),  has 
emerged,  enlarged,  and  matured.  This  organization 
started  with  volunteers  but  now  receives  grants, 
gifts,  and  reimbursement  for  services.  It  serves  as  a 
wide  bridge  between  the  community  and  the  health 
care  providers.  SWAC  now  manages  an  AIDS  patient 
support  group,  gives  family  counseling,  does  case 
management  for  southern  New  Mexico,  has  a speak- 
ers bureau,  and  provides  a myriad  of  valuable  pa- 
tient services  as  well  as  addressing  AIDS/Hispanic 
education.  SWAC  is  in  the  process  of  developing  a 
day  care  center  and  is  planning  for  a facility  for 
homeless  persons  with  AIDS  and  AIDS  patients  re- 
ceiving early  discharges  from  hospitals.  It  also  stays 
in  close  contact  with  successful  similar  groups  in 
San  Francisco  and  across  Texas  and  New  Mexico. 

An  AIDS  task  force  consisting  of  selected  medical, 
political,  and  organizational  leaders  has  been  ap- 
pointed as  an  advisory  body  for  the  El  Paso  Board  of 
Health.  The  proceedings  of  this  body  attract  increas- 
ing media  attention.  The  exposure  gained  increases 
public  awareness  of  the  local  situation  with  this  dis- 
ease and  lightens  the  burden  of  those  who  encoun- 
ter problems.  Health  authorities  from  contiguous 
parts  of  New  Mexico  and  Juarez  are  included  in 
the  task  force.  It  is  the  first  binational  task  force 
on  AIDS. 

Legislative  needs  are  being  identified  and  debated 
locally.  Two  states.  New  Jersey  and  New  Mexico, 
have  amended  their  laws  to  permit  Medicaid  waivers 
for  AIDS  patients.  This  allows  Medicaid  to  pay  for 
home  health  care  in  lieu  of  hospitalization,  at  sub- 
stantial savings. 

At  the  time  of  this  writing  it  is  too  early  to  assess 
the  impact  of  these  efforts.  In  numbers  of  AIDS  pa- 
tients, Texas  ranks  fourth  in  the  nation,  behind  New 
York,  California,  and  Florida.  Millions  have  been 
budgeted  by  New  York  and  California;  however, 
Texas  at  this  time  has  just  begun  to  allocate  funds 
to  address  this  problem.  Certainly  the  number  of 
HIV- 1 -positive  individuals  is  still  increasing,  al- 
though the  rate  of  increase  appears  to  be  somewhat 
slower  than  in  most  other  urban  areas.  Education 
appears  to  inform  most  people  very  well  but  causes 
behavior  modification  much  less  commonly,  espe- 
cially regarding  the  use  of  condoms  in  the  Hispanic 
community  (personal  interview,  J.  Dyoub,  Aug 
1988).  When  the  number  of  actual  AIDS  patients  in 
a community  is  low,  it  can  be  difficult  to  convince 
political  leaders  that  a serious  problem  truly  exists, 
is  rapidly  developing,  and  must  be  expeditiously 
addressed. 
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Cancer  is  second  only  to  heart  disease  as  a leading 
cause  of  death  among  Americans.  This  paper  fo- 
cuses on  quantitative  risk  assessment  for  two  of 
the  top  death-causing  cancers,  lung  and  breast, 
and  for  melanoma  and  head  and  neck  cancer,  all 
of  which  have  well-understood  risk  factors.  Quan- 
titative approaches  to  cancer  risk  assessment  can 
substantially  improve  physician  and  patient  com- 
pliance with  cancer  prevention  measures.  These 
approaches  are  helpful  in  identifying  extremely 
high-risk  individuals  who  may  require  more  in- 
tensified cancer  prevention  approaches  or  modified 
screening  programs.  Through  quantitative  ap- 
proaches, doctors’  and  the  public’s  awareness  of 
the  general  guidelines  for  cancer  screening  also  is 
increased.  Using  data  from  large  cohort  studies 
(giving  “relative  risks”)  and  case-control  studies 
(giving  “odd -ratios”),  quantitative  approaches 
focus  on  well-established  avoidable  causes  of  can- 
cer. Besides  helping  individuals  to  prevent  cancer, 
quantitative  risk  evaluations  are  used  to  establish 
attributable  risk  data  which  help  greatly  in  the 
planning  of  strategies  and  interventions  for  popu- 
lation cancer  prevention. 

KEY  WORDS:  CANCER  RISK,  QUANTITATIVE  ASSESSMENT,  RELA- 
TIVE RISK,  ODDS-RATIO,  ATTRIBUTABLE  RISK. 
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Cancer  is  the  second-leading  cause  of  death  in 
this  country.  Only  heart  disease  kills  more 
people  ( 1 ).  Over  the  past  50  years,  cancer 
mortality  has  increased  approximately  250%,  and 
current  estimates  are  that  one  of  every  three  Ameri- 
cans will  develop  cancer  during  his  or  her  lifetime. 
Of  course,  cancer  is  not  a homogeneous  entity.  The 
Surveillance,  Epidemiology  and  End  Results  (SEER) 
report  of  the  National  Cancer  Institute  (NCI)  de- 
scribed more  than  1,300  cancer  subtypes.  Despite 
this  diversity,  a limited  number  of  tumors  impose 
the  major  part  of  the  public  health  burden.  Only 
two  histologic  subtypes — squamous  cell  carcinoma 
and  adenocarcinoma  of  the  lung,  colon,  breast,  and 
prostate — account  for  50%  of  all  cancers  in  the  US. 
Only  1 5 tumor  subtypes  account  for  80%  of  all  re- 
ported cases  (2).  This  article  focuses  on  lung  and 
breast  cancer  (two  of  the  top  death-causing  can- 
cers) and  on  melanoma  and  head  and  neck  cancer, 
all  of  which  have  well-understood  risk  factors. 

Lung  cancer,  the  leading  cause  of  cancer  mortality 
in  the  US,  increased  dramatically  over  the  past  20 
years  in  both  males  and  females.  The  increasing  in- 
cidence of  this  disease  adds  to  its  tremendously 
negative  impact  on  the  public’s  general  health  and 
financial  condition.  Data  from  the  National  Cancer 
Institute  SEER  program  led  to  the  estimates  that 
152,000  new  lung  cancer  cases  and  139,000  lung 


cancer  deaths  would  occur  in  1 988  ( 1 ). 

Breast  cancer  is  the  most  common  type  of  cancer 
afflicting  females  in  the  US.  It  is  also  second  in 
cancer-caused  mortality  among  females,  surpassed 
only  recently  by  lung  cancer.  Current  estimates  in- 
dicate that  one  of  every  ten  females  in  the  US  will 
get  breast  cancer  by  age  75,  and  the  incidence  has 
been  increasing  over  the  past  three  years  by  a rate 
of  1 % per  year.  SEER  program  estimates  are  that 
1 35,000  women  in  the  US  will  develop  invasive 
breast  cancer  and  42,000  US  women  will  die  from 
this  disease  in  1988  alone  ( 1 ). 

Head  and  neck  carcinoma  accounted  for  more 
than  40,000  new  cases  and  13,000  deaths  in  1986, 
and  the  incidence  of  this  disease  is  increasing  also. 
Epidemiologic  data  indicate  that  the  increasing  inci- 
dence of  this  malignancy  is  due  to  exogenous  fac- 
tors, such  as  the  use  of  alcohol  and  tobacco,  which 
are  major  independent  and  synergistic  risk  factors 
(3).  The  increasing  use  of  smokeless  tobacco  by 
younger  people  in  the  US  has  raised  the  frequency 
of  oral  cancer  in  this  group. 

In  1988,  US  estimates  are  that  new  cases  of  and 
deaths  from  melanoma  will  be  27,000  and  6,000,  re- 
spectively ( 1 ).  This  malignancy  is  especially  drug- 
resistant  and  increasing  in  incidence.  It  is  an  in- 
creasing major  problem  in  the  South. 

Risk  data  for  colorectal  cancer  are  less  well  devel- 
oped ( 1 ),  but  the  SEER  report  estimated  that  there 
would  be  147,000  new  cases  of  colorectal  cancer  in 
1988  and  that  62,000  people  would  die  from  it  in 
that  year.  It  is  known,  for  example,  that  having  a 
first-degree  relative  with  colon  cancer  increases 
one’s  risk  of  colon  cancer  by  two  to  four  times,  but 
the  identification  of  specific  high-risk  groups  (eg, 
persons  with  familial  polyposis  or  nonpolyposis  syn- 
dromes or  ulcerative  colitis)  has  not  been  worked 
out  (4).  Possibly,  some  of  the  current  prospective 
dietary  studies  at  the  Arizona  Cancer  Center  and 
elsewhere  regarding  fat  and  fiber  will  yield  helpful 
quantitative  data. 

The  US  picture  is  improving  for  gastric  carcinoma 
and  cervical  carcinoma.  Unfortunately,  we  can  only 
guess  why  the  incidence  of  gastric  carcinoma  is  de- 
creasing. Although  the  incidence  of  cervical  carci- 
noma remains  unchanged,  its  mortality  rate  has 
decreased  significantly  due  to  screening  (Pap 
smears).  Advances  in  chemotherapy  have  improved 
survival  in  some  uncommon  malignancies,  such  as 
testicular  cancer  and  certain  lymphomas  and  leuke- 
mias, but  chemotherapy  has  not  significantly  im- 
proved survival  for  the  major  death-causing  cancers 
in  this  country,  including  lung,  breast,  and  colorec- 
tal cancers.  Therefore,  until  more  effective  standard 
therapies  are  developed,  primary  prevention  and 
screening  are  the  only  chances  to  reduce  mortality 
from  these  malignancies. 

The  NCI,  National  Institutes  of  Health  (NIH),  and 
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American  Cancer  Society  (ACS)  now  are  urging  im- 
provements in  primaty’  prevention  and  screening 
measures  (5).  Primary  prevention  is  the  avoidance 
of  exposure  to  carcinogens  in  order  to  prevent  the 
occurrence  of  carcinomas  ( eg,  smoking  cessation  to 
prevent  lung  cancer).  Screening  (eg,  Pap  smears 
and  mammography ) does  not  deter  the  occurrence 
of  carcinomas  or  precancerous  conditions,  but  de- 
tects them  early  and  therefore  markedly  increases 
the  chances  of  cure.  Other  preventive  approaches 
include  drug  intervention  (eg,  tamoxifen  citrate  in 
women  at  high  risk  for  breast  cancer)  and  adjuvant 
therapy  (6).  Although  important,  these  complex 
issues  are  not  a part  of  the  present  discussion. 

A quantitative,  or  objective,  approach  to  cancer 
risk  assessment  will  be  a major  step  toward  improv- 
ing physician  and  patient  compliance  with  cancer 
prevention  measures.  Nonquantitative,  or  subjec- 
tive, approaches  can  be  counterproductive  and  lead 
to  unwarranted  cancer  fears  among  some  people 
at  lower  risk  (eg,  the  niece  of  a woman  with  post- 
menopausal breast  cancer ) and  unwarranted  fa- 
talism among  some  individuals  with  extremely  high 
cancer  risks  who  may  decide  erroneously  that  it  is 
“too  late  to  change”  (eg,  heavy  smokers  and  alcohol 
drinkers).  Subjective  approaches  tend  to  promote 
the  specious  attitude  that  “everything  causes  can- 
cer.” Actually,  there  are  only  a few  well-established 
human  carcinogens.  Aside  from  alcohol,  asbestos, 
sunlight,  and  tobacco,  most  carcinogens  are  com- 
pounds such  as  chemotherapeutic  agents  and  irra- 
diation that  only  affect  select  populations  (7). 

The  bottleneck  in  cancer  prevention  and  screen- 
ing compliance  appears  to  be  at  the  level  of  the  pri- 
mary care  physician  (8,9).  Studies  demonstrate  that 
patients  are  very  responsive  to  and  generally  com- 
ply with  their  physicians’  advice  regarding  cancer 
prevention  (9).  Therefore,  physicians  must  become 
far  more  familiar  with  quantitative  data  regarding 
cancer  risk  assessment  in  order  to  better  advise  pa- 
tients on  primary  prevention  and  screening  mea- 
sures. As  former  NCI  Director  Vincent  T.  DeVita,  Jr, 
MD,  stated  in  1985,  “We  are  missing  the  boat  if  we 
do  not  make  active  attempts  to  counsel  patients 
about  the  way  they  can  reduce  their  [cancer]  risk” 
(9).  This  article  discusses  the  well-established  risk 
factors  for  melanoma  and  carcinoma  of  the  lung, 
breast,  and  head  and  neck.  Understanding  of  these 
risk  factors  facilitates  identification  of  patients  at 
high  risk  of  developing  these  malignancies  and 
allows  for  more  definitive  recommendations  regard- 
ing cancer  prevention  and  screening. 

Epidemiologic  quantitative  techniques 

The  language  of  epidemiologists,  who  have  quanti- 
tated the  relative  risks  for  developing  many  cancers, 
is  quite  specialized  (10).  The  following  important 
epidemiologic  terms  must  be  defined  for  a full 


understanding  of  quantitative  cancer  risk  assess- 
ment; cohort  study,  case-control  study,  incidence 
or  incidence  rate,  relative  risk,  odds-ratio,  and 
attributable  risk. 

The  terms  cohort  and  case-control  apply  to  the 
two  analytic  designs  of  epidemiologic  studies  and 
describe  two  types  of  population  groups.  Cohort 
studies  involve  subject  populations  first  identified 
by  exposure  to  carcinogens  and  followed  prospec- 
tively to  evaluate  the  cancer  risk  by  determining 
how  many  exposed  subjects  develop  cancer.  Case- 
control  studies  involve  subjects  first  identified  by 
their  disease  and  then  studied  retrospectively  to  try 
to  determine  what  exposures  led  to  the  develop- 
ment of  their  cancers. 

Epidemiology  studies  rely  on  the  important 
measure  of  incidence,  or  incidence  rate,  which  is 
defined  as  the  rate  at  which  a disease  occurs  in  a 
specific  group  over  a specified  period  of  time.  In  a 
cohort  study,  the  incidence  rate  is  used  to  deter- 
mine the  relative  risk,  which  is  the  key  term  used 
by  epidemiologists  in  quantitative  cancer  risk 
assessment. 

Relative  risk  is  expressed  as  an  absolute  number. 
A smoker’s  relative  risk  for  developing  lung  cancer, 
for  example,  is  10.  This  means  that  the  smoker  is  at 
ten  times  greater  risk  of  getting  the  disease  than  is  a 
nonsmoker.  Therefore,  a relative  risk  of  1.0  indi- 
cates no  increased  risk  over  that  of  the  nonexposed 
person,  and  a relative  risk  of  less  than  1 .0  indicates 
a protective  effect  from  exposure  to  a substance. 

In  a case-control  study,  the  incidence  rate  cannot 
be  calculated  precisely,  and  so  cancer  risk  must  be 
derived  from  formulas  and  tables  that  determine  the 
odds-ratio,  or  estimated  relative  risk,  for  people 
who  have  certain  predisposing  factors  ( eg,  carcino- 
gen exposure  and  genetic  factors).  Unfortunately, 
much  of  the  data  for  cancer  risk  assessment  is  based 
on  these  inexact  evaluations  made  from  case- 
control  studies.  Although  requiring  greater  expense 
in  time  and  funds,  it  is  hoped  that  more  cohort  stud- 
ies will  be  conducted  in  the  future  so  that  more 
precise  incidence  rates  and  relative  cancer  risks  can 
be  determined  for  the  carcinogens  and  genetic  fac- 
tors predicting  America’s  major  lethal  cancers. 

Attributable  risk  is  another  important  term  to 
understand  because  it  differentiates  between  a fac- 
tor’s high  relative  risk  and  its  overall  contribution 
to  the  incidence  of  cancer  in  the  general  popula- 
tion (11).  For  example,  radon  exposure  has  the  ex- 
tremely high  relative  risk  for  lung  cancer  of  20,  but 
due  to  the  tiny  number  of  exposed  individuals,  its 
attributable  risk  in  the  total  population  of  lung  can- 
cer patients  in  this  country  is  only  10%.  On  the 
other  hand,  smoking,  with  a smaller  relative  risk  of 
10,  has  an  attributable  risk  of  more  than  80%  due  to 
the  enormous  percentage  of  the  lung  cancer  popu- 
lation who  smoke  ( 2 ).  Therefore,  attributable  risk  is 
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an  important  consideration  when  planning  strate- 
gies for  population  cancer  prevention  interventions. 

Breast  cancer 

The  importance  of  screening  for  breast  carcinoma 
is  demonstrated  by  results  from  routine  cancer 
screening  with  mammography  in  women  who  are 
over  the  age  of  50.  Several  large,  prospective  ran- 
domized studies  have  shown  that  mammographic 
screening  reduces  breast  cancer  mortality  by  30% 
to  50%  (12).  Although  numerous,  most  breast  can- 
cer risk  factors  are  small,  indirect,  and  not  amenable 
to  primary  prevention  (2,13)  Therefore,  the  reduc- 
tion of  breast  cancer  mortality  will  have  to  rely  on 
screening  measures.  Minor  breast  cancer  risk  factors 
include  education  level,  race,  weight,  religion,  mari- 
tal status,  socioeconomic  status,  age  at  menarche, 
age  at  natural  menopause,  bilateral  oophorectomy, 
first-trimester  abortion  before  first  full-term  preg- 
nancy, age  at  first  pregnancy,  nulliparity,  benign 
breast  disease,  family  history,  radiation,  and  moder- 
ate alcohol  consumption.  The  major  risk  factor  is 
age.  Eight\'-five  percent  of  all  breast  cancer  is  de- 
tected in  women  who  are  more  than  40  years  old, 
and  67%  of  breast  cancer  cases  occur  after  age  50 
( 1 ).  (This  explains  why  screening  studies  have  de- 
tected the  most  significant  decreases  of  breast  can- 
cer mortality  in  women  over  age  50. ) Fewer  than 
1.5%  of  all  breast  cancer  cases  are  diagnosed  in 
women  under  30  years  old.  Unfortunately,  it  is 
unclear  whether  most  of  these  risk  factors  are  inde- 
pendent or  dependent  variables  or  how  they  may 
interact.  A patient  with  several  different  breast  can- 
cer risk  factors  ranked  in  the  relative  risk  range  of  1 
to  3 could  still  have  an  absolute  relative  risk  of  only 
3.  This  characteristic  differs  markedly  from  the  well 
known  interactions  between  other  malignancies’ 
risk  factors,  such  as  tobacco,  asbestos,  and  alcohol, 
which  are  known  to  act  synergistically  and  dramati- 
cally increase  the  absolute  relative  risk. 

In  ascending  order  of  importance,  the  three  most 
significant  risk  factors  for  breast  cancer,  other  than 
age,  that  can  be  quantitated  for  relative  risk  are 
(a)  age  at  first  pregnancy,  (b)  benign  breast  disease, 
and  (c  ) family  history.  A clear  direct  relationship 
exists  between  a woman’s  risk  of  breast  cancer  de- 
velopment and  her  age  at  first  full-term  pregnancy 
(14).  From  20  years  old  or  younger  to  35  years  old 
or  older,  the  risk  increases  progressively  (relative 
risk  of  1.0  to  2.7).  Greatest  of  all  is  the  risk  for 
women  with  first  pregnancy  after  age  35  or  nul- 
liparous  women.  This  risk  is  additive  with  family 
history.  For  example,  risk  factors  of  a full-term  preg- 
nancy in  a woman  30  years  old  or  older  and  a first- 
degree  relative  with  breast  cancer  are  associated 
with  a combined  relative  risk  of  5.6  (14).  Overall, 
benign  breast  disease  is  reported  to  impart  a rela- 
tive risk  of  between  2 and  3(13—15).  In  a recent 


elegant  study,  however,  DuPont  et  al  ( 1 5 ) showed 
that  proliferative  lesions  (especially  those  with 
atypical  hyperplasia)  were  the  primary  histologic 
subtypes  of  benign  breast  disease  associated  with  in- 
creased breast  cancer  risk.  Women  with  benign 
breast  tumors  having  atypical  hyperplasia  have  a 
relative  risk  of  4.4,  which  jumps  to  8.9  when  women 
with  these  tumors  also  have  a family  history  of 
breast  carcinoma. 

Genetic/familial  risk  factors  for  breast  cancer  are 
of  major  importance  and  concern  for  women  in  this 
country.  Three  classic  studies  have  addressed  this 
issue — two  population-based  studies  (16,17)  and 
one  large  clinic-based  study  from  The  University  of 
Texas  MD  Anderson  Cancer  Center  (18).  Ottman  et 
al  ( 16 ) conducted  one  of  the  population-based  stud- 
ies and  identified  two  high-risk  groups.  One  group 
included  women  whose  60%  breast  cancer  risk  by 
age  60  and  a 99  9%  breast  cancer  risk  by  age  70 
were  associated  with  having  sisters  with  bilateral 
breast  carcinoma  diagnosed  before  age  40.  The  sec- 
ond Ottman  group  included  women  whose  25%  to 
30%  breast  cancer  risk  by  age  60  was  associated 
with  a sister  having  bilateral  breast  cancer  diag- 
nosed between  ages  4l  and  50.  In  this  and  some 
other  studies,  sisters  of  breast  cancer  patients  had 
greater  risk  than  mothers  of  breast  cancer  patients. 
Although  this  makes  no  sense  genetically,  the  in- 
creased risk  in  sisters  may  be  due  to  the  significant 
percentage  of  nulliparous  sisters,  since  nulliparity  is 
a significant  independent  risk  factor.  Reported  by 
Schwartz  et  al  ( 1 7 ),  the  second  population-based 
study  also  identified  two  high-risk  groups.  One 
group  consisted  of  women  whose  18%  probability 
of  developing  breast  cancer  by  age  50  was  associ- 
ated with  having  a sister  with  breast  carcinoma  di- 
agnosed before  age  40.  The  second  Schwartz  group 
consisted  of  women  whose  54%  probability  of  de- 
veloping breast  cancer  by  age  65  was  associated 
with  having  both  a mother  and  a sister  diagnosed 
with  breast  cancer.  The  large  clinic-based  study 
from  MD  Anderson  (18)  differs  from  the  two 
population-based  studies  in  several  ways,  but  espe- 
cially in  respect  to  ascertainment  bias.  In  this  study, 
the  two  high-risk  groups  were  (a)  women  with  a 
sister  having  bilateral  disease  and  a mother  with 
breast  cancer  and  (b)  women  with  a sister  having 
bilateral  disease  and  another  sister  with  breast  can- 
cer. Women  in  both  groups  had  a 25%  to  30% 
probability  of  developing  breast  cancer  by  age  70. 

In  summary,  all  of  these  studies  demonstrate  that 
women  with  the  following  characteristics  are  at 
very  high  risk  of  developing  breast  cancer  (greater 
than  50%  cumulative  [lifetime]  incidence);  (a)  be- 
nign breast  disease  with  the  histology  of  atypical  hy- 
perplasia and  a first-degree  relative  with  breast 
cancer,  (b)  two  or  more  first-degree  relatives  with 
breast  cancer,  and  (c)  a first-degree  relative  with  bi- 
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lateral  breast  cancer  diagnosed  before  age  50  or,  es- 
pecially, before  age  40.  Doctors  must  understand  in 
a quantitative  way  the  factors  imparting  extremely 
high  risks  so  that  they  can  appropriately  discuss 
cancer  prevention  and  screening  measures  with  fe- 
male patients.  This  quantitative  knowledge  of  risk 
factors  is  needed  also  for  proper  counseling  in  re- 
spect to  selective  screening,  prophylactic  bilateral 
mastectomy,  and  drug  intervention,  which  are  not 
further  discussed  in  this  article. 

Aerodigestive  tract  cancer  (lung,  head  and 
neck,  and  esophageal  cancer) 

CIGARETTES 

For  the  tobacco  industry,  the  good  news  is  that 
smoking  does  appear  to  reduce  the  risk  for  one  par- 
ticular type  of  cancer — endometrial  cancer  (19).  Un- 
fortunately, this  reduction  may  be  due  to  smoking- 
caused  onset  of  early  menopause.  The  bad  news  is 
that  in  addition  to  being  a major  risk  factor  for  heart 
and  lung  disease,  a survey  from  1 980  estimated  that 
smoking  accounted  for  76%  of  lung  cancer,  24%  of 
cervix  cancer,  26%  of  pancreas  cancer,  29%  of  blad- 
der cancer,  and  74%  of  laryngeal  and  esophageal 
cancer  cases  (2). 

Five  major  factors  can  influence  the  cancer  risk  in 
smokers;  number  of  cigarettes  smoked  per  day,  use 
of  filter  versus  nonfilter  cigarettes,  age  when  the  in- 
dividual began  smoking,  duration  of  smoking  habit, 
and  number  of  years  since  the  patient  stopped 
smoking  ( 20,2 1 ).  A clear  dose-response  relationship 
exists  between  lung  cancer  and  the  number  of  ciga- 
rettes smoked  per  day  ( 20 ).  People  who  smoke  1 to 
9 cigarettes  per  day  have  a lung  cancer  relative  risk 
of  4 to  5,  whereas  people  who  smoke  more  than  40 
cigarettes  per  day  have  a relative  risk  of  20  ( 2 1 ). 

The  use  of  filter  cigarettes  appears  to  reduce  one’s 
risk  of  lung  cancer  by  approximately  25%.  The  age 
one  begins  smoking  is  also  a major  risk  factor. 

People  who  began  smoking  when  they  are  less  than 
15  years  old  have  a relative  risk  of  15,  whereas 
those  who  began  after  age  25  have  a relative  risk  of 
3.2  (21). 

Unequivocally,  the  major  risk  factor  for  lung  can- 
cer is  the  duration  of  smoking.  Doll  and  Peto  ( 22 ) 
have  shown  that  although  a threefold  increase  in 
the  number  of  cigarettes  per  day  results  in  a three- 
fold increase  in  cancer-causing  effect,  a threefold  in- 
crease in  duration  was  associated  with  a 1 00-fold 
increase  in  lung  cancer  incidence!  Therefore,  al- 
though the  term  “40  pack-years”  applies  either  to 
someone  who  smoked  two  packs  per  day  for  20 
years  or  someone  who  smoked  one  pack  per  day  for 
40  years,  clearly  the  person  smoking  one  pack  per 
day  for  40  years  has  a much  greater  cancer  risk.  De- 
spite its  importance,  a remarkably  sparse  amount  of 
cohort  data  on  smoking  duration  is  available. 


The  beneficial  effect  of  stopping  smoking  has 
been  well  documented  ( 20-22 ).  This  is  an  ex- 
tremely important  fact  to  know  in  counseling  pa- 
tients who  feel  that  “it’s  too  late  to  stop.”  In  mod- 
erate smokers  ( fewer  than  1 9 cigarettes  per  day  ),  it 
has  been  shown  that  stopping  smoking  for  five  years 
reduces  the  relative  risk  to  near  1.0.  Heavy  smokers 
( more  than  20  cigarettes  per  day ) must  stop  for  ten 
years  to  reduce  their  lung  cancer  relative  risk  to 
near  1.0.  Stopping  smoking  for  more  than  six  years 
results  in  a 50%  decrease  in  laiy  ngeal  cancer  risk, 
and  stopping  for  over  16  years  results  in  a 70%  de- 
crease in  lary  ngeal  cancer  risk  ( 2 1 ).  It  is  important 
to  realize  that  the  decrease  in  relative  risk  is  slower 
and  less  complete  in  heavy  smokers  than  in  lighter 
smokers.  (These  patterns  also  have  been  well  docu- 
mented for  smoking  cessation  and  reduced  heart 
disease  risk. ) The  lung  cancer  relative  risk  relates 
primarily  to  squamous  cell  histology.  People  smok- 
ing more  than  50  years  have  a squamous  cell  carci- 
noma relative  risk  of  42  and  an  adenocarcinoma 
relative  risk  of  only  5.7  ( 21 ). 

SMOKELESS  TOBACCO 

The  use  of  smokeless  tobacco  ( chewing  tobacco 
and  snuff)  is  a major  problem  in  young  people  in 
this  country,  especially  in  the  southern  states,  and  is 
associated  with  the  following  relative  risks  in  men: 
laryngeal  carcinoma,  1.8;  pharyngeal  carcinoma,  1.9; 
and  oral  cavity  cancer,  7.1  (23).  Winn  et  al  (24) 
studied  the  risk  to  white  women  in  the  South  who 
used  snuff.  They  reported  that  snuff  use  by  non- 
smoking women  resulted  in  a relative  risk  of  4.2  for 
oral  cancer.  A remarkable  finding  from  Winn’s  study 
was  that  prolonged  use  of  snuff  markedly  increased 
the  relative  risk  for  developing  oral  cancer.  White 
southern  women  who  had  used  snuff  for  over  50 
years  had  a relative  risk  for  gum  and  buccal  mucosa 
cancer  of  nearly  50!  In  contrast  to  the  risk  of  oral 
cancer,  no  significant  increase  in  relative  risk  of 
pharyngeal  cancer  among  women  exposed  to  pro- 
longed (more  than  50  years)  snuff  use  was  observed 
by  the  Winn  group. 

CIGARS  AND  PIPES 

The  use  of  pipes  alone  is  associated  with  a relative 
risk  of  2 to  3 for  lung  cancer  (25).  Cigar  use  alone 
is  associated  with  a relative  risk  of  3 for  lung  cancer 
and  a relative  risk  of  4 (25)  for  laryngeal  cancer.  A 
definite  dose-response  relationship  exists  between 
cigar  and  pipe  smoking  and  lung  cancer  (23,25). 
People  smoking  more  than  seven  cigars  or  more 
than  6 g of  pipe  tobacco  per  day  have  a lung  cancer 
relative  risk  of  approximately  9.0  (25).  Duration 
also  has  an  effect  on  cancer  risk.  In  addition  to  in- 
creasing risk  of  lung  cancer,  pipes  and  cigars  appear 
to  increase  the  risk  for  oral,  laryngeal,  pharyngeal, 
and  esophageal  cancer. 
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ASBESTOS 

Although  improvements  in  certain  business  and 
work  practices  have  markedly  decreased  exposure 
to  asbestos  dust  over  the  past  20  years,  asbestos  dust 
is  still  probably  the  most  significant  established  envi- 
ronmental and  occupational  human  carcinogen.  In 
1981  approximately  2.5  million  workers,  or  1.1%  of 
the  US  population,  were  exposed  to  asbestos.  As- 
bestos exposure  for  more  than  20  years  results  in  the 
following  relative  risks:  all  cancer,  3 1 ; lung  cancer, 
4.9;  esophageal  cancer,  3 3;  pancreatic  cancer,  2.9; 
lar\  ngeal/pharyngeal  cancer  2.8;  and  mesothelioma, 
100(26 ).  The  important  aspect  of  symergy’  betw'een 
asbestos  exposure  and  cigarette  smoking  in  causing 
lung  cancer  is  discussed  below. 

ALCOHOL 

Alcohol  is  not  a major  independent  cancer  risk  fac- 
tor ( 27).  As  with  asbestos,  its  major  contribution  to 
the  carcinogenic  process  is  its  ability'  to  potentiate 
tobacco’s  cancer-causing  effect. 

SYNERGISTIC  CARCINOGENS 
Asbestos  exposure  clearly  acts  synergistically  with 
cigarette  smoking  in  causing  lung  cancer  (26). 
Cigarette  smoking  is  associated  with  an  overall  lung 
cancer  relative  risk  of  1 0.  People  who  have  been  ex- 
posed to  asbestos  for  more  than  20  years  and  cur- 
rently smoke  cigarettes  have  a lung  cancer  relative 
risk  of  53-  More  precisely,  people  with  20  years  of 
asbestos  exposure  who  smoke  less  than  20  ciga- 
rettes per  day  have  a relative  risk  for  lung  cancer  of 
5 1 . People  with  a similar  exposure  history'  who 
smoke  more  than  20  cigarettes  per  day  have  a rela- 
tive risk  of  over  85  ( 26). 

Synergy  between  alcohol  and  cigarettes  has  been 
well  documented  for  the  occurrence  of  oral  carci- 
noma, laryngeal  carcinoma,  and  esophageal  carci- 
noma (21,27).  Heavy  drinkers  have  an  oral  cancer 
relative  risk  of  2.  Heavy  smokers  have  a relative  risk 
of  2.5  for  oral  cancer.  However,  people  who  are 
both  heavy  smokers  and  heavy  drinkers  have  a rela- 
tive risk  of  over  1 5 for  oral  carcinoma  ( 28 ).  Similar 
synergistic  findings  have  been  reported  for  laryngeal 
carcinoma,  the  relative  risk  of  which  is  more  than 
30  for  heavy  drinkers  and  heavy  smokers  ( 29  ).  In 
one  study,  heavy  smokers  and  heavy  drinkers  had  a 
relative  risk  of  over  1 50  for  esophageal  carcinoma 
( 30 )!  Although  difficult  to  quantitate  accurately, 
radiation  exposure  appears  to  potentiate  lung  can- 
cer risk  in  smokers.  This  was  shown  in  a study  of 
uranium  miners  (31).  Miners  with  heavy  radiation 
exposure  and  a 30-pack-year  smoking  history  had  a 
lung  cancer  relative  risk  of  nearly  1 50. 

Melanoma 

Melanoma  is  a major  public  health  problem,  espe- 
cially in  the  southwestern  US.  There  is  no  effective 


therapy  for  advanced  disease,  and  at  present  the 
only  effective  way  to  reduce  melanoma  mortality  is 
through  primary'  prevention  and  early  detection  of 
high-risk  patients.  The  major  melanoma  risk  factor  is 
the  presence  of  its  precursor  lesion,  the  dysplastic 
ne\'us  (relative  risk  more  than  50),  especially  in 
melanoma-prone  families  with  a history  of  melanoma 
( relative  risk  500  ) and  those  without  a previous 
melanoma  (relative  risk  approximately  150)  (32). 
The  following  risk  factors  are  widely  accepted  and 
have  been  quantitated  from  patient  self-reporting 
studies  (33):  (a)  the  estimated  number  of  moles  on 
the  body,  (b)  predisposition  to  freckling,  (c)  hair 
color,  (d)  eye  color,  (e)  skin  color,  (f)  previous  skin 
cancers,  (g)  prolonged  sunburns  (especially  in 
childhood),  (h)  inability  to  tan,  (i)  occupation, 

(j)  duration  and  timing  of  sunlight  (outdoor)  ex- 
posure, (k)  geographic  location,  and  (1)  first-degree 
relatives  with  melanoma. 

Future  directions 

Many  cancers,  including  advanced  stages  of  the 
major  killers  (lung,  colon,  and  breast  cancer)  do 
not  respond  significantly  to  therapy.  Therefore, 
the  numbers  are  relatively  simple:  increased 
compliance  with  cancer  prevention  and  screening 
measures  will  save  many  lives  now  lost  to  advanced 
disease. 

Compliance  with  these  measures  will  certainly 
improve  with  the  broad  dissemination  of  concise  in- 
formation about  cancer  risk.  Already  epidemiolo- 
gists have  made  great  strides  in  ascertaining  and 
quantitating  relative  risks  for  various  cancers,  in- 
cluding the  major  killers.  Their  research,  including 
biochemical  and  molecular  epidemiologic  investiga- 
tions (34,35),  must  continue  to  develop  new  data 
on  relative  risks  so  that  primary  prevention  and 
selective  screening  measures  can  be  increasingly 
effective  in  targeting  the  highest-risk  groups. 

Multifaceted  programs  (educational  resources, 
genetic  evaluation,  quantitative  risk  assessment 
questionnaires,  and  prevention  and  control  clinics), 
such  as  those  at  the  MD  Anderson  Cancer  Center 
and  the  Arizona  Cancer  Center,  are  designed  to  pro- 
mote quantitative  cancer  risk  assessment  made 
through  the  use  of  the  painstaking  epidemiologic 
data.  This  approach  will  help  the  physician  and 
patient  develop  an  objective  lifelong  cancer  pre- 
vention strategy  that  eliminates  problems,  such  as 
unwarranted  fears,  associated  with  the  subjective 
perception  of  cancer  risk  (36). 

Our  goal  and  that  of  the  NIH,  NCI,  and  ACS  is  not 
only  to  help  individuals  today,  but  to  spread  the 
message  to  physicians  and  the  population  at  large 
that  prevention  and  screening  are  essential  tools 
along  with  advanced  therapeutic  approaches  in  the 
fight  against  cancer  (5,37,38).  We  hope  that  more 
community  and  university  medical  centers  will 
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want  to  develop  similar  programs.  With  education, 
objective  quantitative  risk  assessment,  and  clinical 
compliance  in  prevention  and  screening,  cancer 
mortality  is  destined  for  a significant  decline. 
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In  1980,  one  additional  vote  from 
every  doctor's  family  in  Texas  would 
have  defeated  the  trial  lawyers'  can- 
didate, C.  L.  Ray,  for  the  Texas  Su- 
preme Court. 


This  November,  if  every  doctor  will 
take  the  time  to  encourage  his/her 
patients,  medical  associates,  neighbors 
and  friends  to  vote  in  the  Supreme 
Court  elections,  integrity  and  fairness 
can  be  restored  to  the  Texas  Supreme 
Court.  And  in  turn,  the  doctor  can 
help  reverse  runaway  professional 
liability  insurance  premiums. 

TEXPAC'S 
Bipartisan 
Texas  Supreme 
Court 

Endorsements 

TEXPAC  has  carefully  evaluated  the 
judicial  candidates  seeking  the  six 
Texas  Supreme  Court  positions  which 
are  to  be  decided  on  November  8. 
Strong  consideration  was  given  to 
legal /judicial  experience,  public 
service,  academic  background,  peer 
evaluation,  judicial  philosophy,  and 
campaign  finances.  The  following 
bipartisan  slate  is  highly  recom- 
mended; 


Chief  Justice  Tom  Phillips  (R);  Associ- 
ate Justices  Raul  Gonzalez  (D)  and 
Eugene  Cook  (R);  and  candidates 
Nathan  Hecht  (R),  Paul  Murphy  (R), 
and  Jack  Hightower  (D).  The  TEXPAC 
theme  is  "A  Clean  Slate  for  '88." 


You  Can  Make 
The  Difference 

TEXPAC  is  urgently  requesting  that 
every  doctor  in  Texas  participate  in 
the  Texas  Supreme  Court  elections  by 
doing  the  following: 


Inform  yourself  about  the  TEXAS 
SUPREME  COURT  Clean  Slate  of 
candidates 

Call  or  write  TEXPAC  for  the  "Full 
Court  Press"  Campaign  Kit: 

TEXPAC 

Attn:"FULL  COURT 
PRESS"  Kit 
1905  N.  Lamar  Blvd. 

Austin,  Texas  78705 
(512)  474-1812 

P^=  Distribute  the  billfold-size  slate  cards.* 

p^  Send  sample  endorsement  letter  to  your 
patients  and  friends.  (Remember  the 
slate  is  bipartisan.)* 

P^=  Place  a Clean  Slate  endorsement  yard 
sign  at  your  polling  place  on  election 
day.* 

P^'  Volunteer  your  time  to  help  one  of  the 
Clean  Slate's  candidates.  (Call  TEXPAC 
for  information.) 

pg=  Send  Texas  Supreme  Court  information 
brochures  to  your  patients  and  friends.* 

P^=  Join  and/or  contribute  to  TEXPAC  to 

help  purchase  advertising  for  the  Clean 
Slate  media  push;  VISA  & MasterCard 
accepted  (512)  474-1812  , ask  for  Alex 
Short. 

p^=  Vote  Absentee  by  mail  or  in-person: 
October  19-November  4. 

pg==  Vote  Tuesday,  November  8, 1988 
7:00  am  - 7:00  pm. 


*Material  included  in  "Full  Court  Press"  Kit 


A Clean  Slate 

For  .gg 

Chief  Justice 

Tom  Phillips 

Associate  Justices 

®f  (R)  Paul  Murphy 
(R)  Nathan  Hecht 
Sf  (D)  Raul  Gonzalez 
S?f  (D)  Jack  Hightower 
(R)  Eugene  Cook 
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A DOCTOR'S  GUIDE  TO  THE  TEXAS  SUPREME  COURT  ELECTIONS 


"Texas  Court 
Odor  Spreads 
Far,  Wide" 

This  recent  newspaper 
headline  from  the  San 
Antonio  Express  News 
aptly  sums  up  the  injustice 
of  our  Texas  Supreme  Court 
where  big  bucks  contrib- 
uted from  trial  lawyers  to 
Supreme  Court  justices 
brings  into  question  the 
impartiality  of  our  state's 
highest  court. 


"The  Texas  Supreme  Court 
resembles  a dead  fish  that 
has  been  in  the  refrigerator 
far  too  long.  People  as  far 
away  as  New  York  can 
smell  it." 

11/7/87 

San  Antonio  Exspress  News 


During  the  last  two  years, 
national  media  such  as  60 
Minutes,  The  Wall  Street 
Journal  and  The  New  York 
Times  have  all  asked,  "Is 
Texas  Justice  For  Sale  ?" 
Ashamed,  local  newspaper 
editorials  across  Texas  have 
answered,  "yes." 

Court  Decisions 
Increase 
Doctors' 
Liability  300% 

Decisions  of  the  Texas 
Supreme  Court  have  a 
tremendous  impact  on 
medical  practitioners  and 
their  patients.  Instead  of 
making  quality  health 


care  accessible,  the  current 
trial-lawyer-oriented  Su- 
preme Court  justices  have 
done  the  opposite,  striking 
down  every  provision  of 
Texas'  medical  liability 
laws  and  inventing  new 
theories  of  recovery.  In 


essence,  the  trial-lawyer- 
backed  Supreme  Court 
justices  have  turned  the 
Court  into  their  own 
"Super  Legislature,"  where 
unlimited  liability  is  out  of 
control.  As  a result,  doctors 
are  being  forced  into  early 
retirement,  discontinuing 
services,  practicing  defen- 
sive medicine,  or  relocating 
to  other  states. 

Liability  Crisis 
Chases  Jobs 
Out  Of  Texas 

When  the  court  decides 
who  must  pay  whom  in  a 
liability  lawsuit,  it  sends 
ripples  throughout  not  only 
the  medical  community  but 
the  entire  Texas  economy. 
New  industry  and  jobs  will 
not  locate  in  Texas  as  long 
as  meaningful  professional 
and  product  liability  laws 
passed  by  the  legislature  are 


overturned  by  the  Texas 
Supreme  Court.  Simply 
stated,  the  court's  decisions 
are  increasing  the  cost  of 
liability  insurance  and  this 
has  arguably  crippled  the 
Texas  economy  more  than 
the  drop  in  oil  prices. 


Trial  Lawyers 
Hide  Behind 
Ballot  Apathy 

Astonishingly,  voters  in 
Texas  have  in  the  past 
chosen  by  apathetic  default 
to  turn  over  the  liability 
decisions  of  their  personal, 
social,  and  business  lives  to 
people  whose  names  they 
did  not  recognize  on  the 
ballot.  Capitalizing  on  this 
lack  of  interest  in  the  Texas 
Supreme  Court  elections, 
trial  lawyers  have  aggres- 
sively financed  campaigns 
for  Supreme  Court  candi- 
dates who  were  allied  with 
their  philosophy  of  unlim- 
ited liability. 


In  1988,  trial  lawyers  will 
spend  an  estimated  $6 
million  funding  Judicial 
campaigns  in  Texas. 


Not  only  are  voters  blindly 
electing  justices  who  are 
known  for  nothing 
more  than  party  labels 
beside  their  names,  but  an 
estimated  500,000 
voters  will  vote  for  a 
Presidential  ticket  this  year 
and  then  not  vote  in  the 
Supreme  Court  elections. 
Fortunately,  four  considera- 
tions suggest  a record  level 
of  awareness  surrounding 
this  year's  Texas  Supreme 
Court  elections.  First,  the 
court's  well  publicized 
ethics  scandal;  second,  three 
justices  whose  terms  did  not 
expire  this  year  have 
resigned,  prompting  a 
historic  six  Supreme  Court 
positions  up  for  election; 
third,  the  professional 
liability  crisis;  and  finally, 
the  efforts  to  reform  the 
Court  are  bipartisan. 


The  Doctor 
Vote 

Can  Make  A 
Difference 

Six  of  the  Court's  nine 
members  will  be  elected  this 
November.  Because  of  this, 
doctors  will  have  a historic 
opportunity  to  help  elect  a 
voting  majority,  to  the 
Texas  Supreme  Court  in  a 
single  election. 


Public  Opinion 
vs. 

Texas  Supreme  Court 

YES 


YES 


UNO. 


1NO 
10% 


Docs  the  Court 
need  to  be  Re- 
formed? 


Should  the  Court  be 
balanced  with  both 
Democrats  and 
Republicans? 


UND. 


Are  justices  influenced 
by  contributions  from 
lawyers? 


SOURCE:  SHIPLEY  & ASSOCIATES,  AUGUST  1988 
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OPEN  SEASON? 

The  current  triahlawyer-oriented  Texas 
Supreme  Court  has  declared  "open 
season" on  the  entire  Texas  health  care 
delivery  system.  As  a direct  consequence 
/ of  the  court's  recent  decisions,  patients  are 
^ ^ finding  it  more  difficult  and  expensive  to 
\ receive  medical  care.  With  six  of  the  nine 
;;  Supreme  Court  justices  up  for  election, 
Texans  can  now  stop  the  trial  lawyers  from 
poaching  off  the  health  care  system.  On 
November  8,  doctors  and  their  patients 
need  to  vote  for  the  TEXPAC  recom- 
mended bipartisan  slate  of  candidates 
who  will  restore  balance  and  integrity  to 
the  Texas  Supreme  Court. 


Texas  "Supreme  Court"  or  "Super  Legislature"  ? 

Recent  court  decisions  have  systematically  dismantled 
medical  liability  laws  enacted  by  the  Texas  Legislature. 


Sax  V.  Votteler,  648  S.W.  2d  661 
(Tex.  1983)  (Kilgarlin) 

Medical  Statute  of  Limitations 
unconstitutional 

Sanchez  v.  Shindler,  651  S.W.  2d  249 
(Tex.  1983)  (Spears) 

Parent  can  recover  non-economic 
damages  for  minor  children 

Cavner  v.  Quality  Control  Parking,  Inc., 
696  S.W.  2d  549 
(Tex.  1985)  (Campbell) 

Prejudgement  interest  now 
recoverable  at  the  rate  of  10% 
compounded  daily 


Yowell  V.  Piper  Aircraft  Corp., 

703  S.W.  2d  630  (Tex.  1986)  (Spears) 

Recovery  for  loss  of  inheritance  of 
minor  children 

Moore  v.  Lillebo,  722  S.W.  2d  683 
(Tex.  1986)  (Campbell) 

Recovery  for  mental  anguish  with 
no  proof  of  physical  injury 

Mutter  V.  Wood,  744  S.W.  2d  600 
(Tex.  1988)  (Mauzy) 

Medical  records  made  more 
difficult  to  obtain  for  defendants 

Lundsford  v.  Morris,  746  S.W.  2d  471 
(Tex.  1988)  (Kilgarlin) 

Personal  net  worth  discoverable  (for 
jury)  if  punitive  damages  are  pled 


Texas  Farm  Bureau  Mutual  Insurance  Co. 

V.  Vail,  31  Tex.  Sup.  Ct.  J.  392 
(May  11, 1988)  (Spears) 

Implied  warranty/deceptive  trade 
practices  allowed/attomey  fees/ 
treble  damages  can't  be  waived  by 
patient 

Lucas  V.  United  States,  31  Tex.  Sup.  Ct.  J.  423 
(May  11, 1988)  (Kilgarlin) 

Damage  cap  for  non-economic 
damages  declared  unconstitutional 

Barnes  v.  Whittington,  751  S.  W.  2d  493 
(Tex.  1988)  (Mauzy) 

Hospital  credentialing  documents 
made  available  for  discovery  in  civil 
lawsuits 


Call  You  Afford  Not  to  Vote  ? 
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Order  Cassette  Tapes  Today! 


TEXAS  MEDICAL  ASSOCIATION 


Texas  Medical  Association 
1988  Fall  Leadership  Conference 
September  17, 1988 


LEADERSHIP 

CONFERENCE 


Tape  1 

Our  Leadership  Role  in  Stimulating  Public 
Change 

James  H.  Sammons,  MD 

Responding  to  Today’s  Changing  Health  Care 
Environment 

Larry  L.  Mathis 

A Physician’s  Update  on  AIDS 

M.  Roy  Schwarz,  MD 

Tape  2 

The  Tourniquet  Tightens;  Pressures  of  the 

Liability  System  on  Medical  Care 

The  Honorable  Ray  Farabee 

The  November  Elections:  A Preview  and 

Prognosis 

George  C.  Shipley,  PhD 
Paul  Burka 

Impact  of  the  Elections  on  Medicine’s  Future 

Harold  C.  Boehning,  MD 


Tape  3 

How  to  Stay  Out  of  the  Courthouse:  A 
Defense  and  Plaintiff  Perspective 

David  M.  Davis,  JD 
Kirk  P.  Watson,  JD 


Practice  Development  Workshop: 

Making  Quality  a Strategic  Advantage 

Donna  Alexander,  Marketing  R^,  Inc. 


Tape  Order  Form  1988  Fall  Leadership  Conference 

Each  audio  cassette  tape  is  $7.95,  plus  8%  state  sales  tax. 

EUTapel  n Tape  2 E]  Tape  3 

Practice  Development  Workshop  (2-tape  set,  $14.95  plus  8%  sales  tax) 

Total  cost check  mail 

cash  deliver 

bill 

Name  

Address^ 

City Zip 

For  additional  information,  contact  TMA  Public  Relations  Department, 

1801  North  Lamar  Blvd.,  Austin,  Texas  78701 ; 51 2/477-6704,  ext  21 2. 
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feature 


I Rx  for  a healthier  practice: 
professional  medical 
assistants 


In  recognition  of  medical  assistants’ 
contributions  to  the  health  and  well- 
being of  patients,  Nov  7—11  has  been 
designated  Medical  Assistants  Week.  In 
the  following  article,  author  Barbara 
Smith,  Garland,  describes  the  training 
and  qualifications,  both  professional 
and  personal,  required  for  a profes- 
sional medical  assistant 
Ms  Smith,  a certified  medical  as- 
sistant has  been  a member  of  the  pro- 
fession for  ten  years.  She  works  for 
orthopedic  surgeon  Richard  Bozone, 

MD,  in  his  Mesquite,  Tex,  office.  Ms 
Smith  helped  Dr  Bozone  set  up  his  office 
two  and  a half  years  ago,  advising  him 
on  purchasing  equipment  and  billing 
systems.  “As  a new  physician,  setting  up 
the  office  and  bookkeeping  systems  were 
intimidating  to  me,"  Dr  Bozone  recalls. 
“Barbara  has  a wealth  of  skills  and 
knowledge  in  these  areas.  ” 


60 


Your  employees  are  the  mainstay  of 
your  practice.  Their  attitudes  and 
skills  can  facilitate  or  hinder  your 
business.  First  impressions  of  a medical 
practice  are  extremely  important.  The 
initial  encounter  most  patients  have  with 
your  office  is  the  employee  who  answers 
your  telephone.  Tone  of  voice,  friend- 
liness, understanding,  and  ability  to  dis- 
cern the  immediacy  of  the  medical 
problem  are  a few  of  the  skills  and  at- 
titudes this  individual  needs.  Other 
attributes  of  a good  medical  assistant  in- 
clude: the  ability  to  accurately  relay  in- 
formation, intelligence,  and  knowledge 
to  aid  in  patient  education,  respect  for 
medical  ethics  in  regard  to  patient  and 
business  confidentiality,  warmth,  compas- 
sion, and  cleanliness.  Those  “multi-skilled 
persons  (who)  are  dedicated  to  assist  in 
patient  care  management,”  and  who  are 
an  integral  part  of  your  health  care  team 
are  medical  assistants  ( 1 ). 

Medical  assisting  is  a profession.  The 
American  Association  of  Medical  As- 
sistants (AAMA)  is  recognized  by  the 
American  Medical  Association  as  the 
national  professional  organization  of 
medical  assistants.  The  Texas  Society  of 
Medical  Assistants  (TSMA)  is  this  state’s 
affiliate  of  AAMA.  Nov  7-11  has  been 
designated  as  Medical  Assistants  Week. 
The  purpose  is  to  create  public  and  phy- 
sician awareness  of  this  profession  and 
its  members. 

AAMA  conducted  an  occupational 
analysis  of  medical  assisting  requisites  in 
1979  and  revised  the  list  in  1984.  Seven 
general  areas  of  competence  and  78  spe- 
cific skills  of  medical  assisting  were 
identified.  (2) 

Education 

The  last  official  count  lists  1 76  ac- 
credited post  secondary  medical  assisting 
programs  in  the  United  States.  These 
programs  provide  formal  education  and 
develop  competencies  for  those  who 
choose  this  career.  In  1966,  AAMA,  in 
conjunction  with  the  AMA,  began  for- 
mulating accreditation  standards  for 
existing  medical  assisting  programs. 
AMA’s  Committee  on  Allied  Health  Edu- 
cation and  Accreditation  (CAHEA),  in  co- 
operation with  the  Curriculum  Review 
Board  of  AAMA,  is  the  accrediting  agency 
of  educational  programs  for  medical 
assisting  training. 


“CAHEA  accreditation  process  . . . 
provides  professional  judgment  on  the 
quality  of  allied  health  education  pro- 
grams in  26  occupational  areas.  . . . 
CAHEA  is  recognized  by  the  US  Secretary 
of  Education  and  by  the  Council  on 
Postsecondary  Accreditation  as  the  ac- 
crediting agency  for  allied  health  educa- 
tion. Accreditation  is  an  assurance  of 
acceptable  quality  in  education,  in  that 
accredited  programs  are  required  to 
meet  certain  nationally  acceptable  stan- 
dards established  by  the  professionals 
in  the  field”  (3). 

Along  with  the  expansion  of  medical 
knowledge  in  recent  years,  there  ob- 
viously have  been  changes  in  the  medical 
assisting  specialty.  New  occupational 
skills  include  computer  training,  CPT  and 
lCD-9  coding  skills,  increased  laboratory 
skills,  and  increased  patient  education 
proficiency.  Recognition  of  these  chang- 
ing needs  will  be  reflected  in  both  the 
training  and  continuing  education  pro- 
grams for  medical  assistants  (4). 

Certification 

Medical  assistants  who  view  their  em- 
ployment as  a professional  career  display 
dedication  to  the  responsibilities  and 
commitment  to  expanding  their  knowl- 
edge and  expertise.  This  is  illustrated 
when  they  voluntarily  take  an  examina- 
tion to  become  a certified  medical  as- 
sistant (CMA).  The  National  Board  of 
Medical  Examiners  administers  the  cer- 
tification examination.  Certification  gives 
evidence  of  a high  degree  of  skill  and 
knowledge.  It  earns  the  medical  assistant 


. . hiring 
credentialed 
employees 
can  lessen 
malpractice 
exposure” 


Texas  Medicine 


the  respect  and  recognition  of  the  em- 
ployer and  patients.  Certification  also 
provides  the  individual  with  feelings  of 
self  confidence  and  competency. 

Donald  Balasa,  JD,  staff  attorney  for  the 
AAMA,  states: 

“.  . . hiring  credentialed  employees 
can  lessen  malpractice  exposure.  . . . 
There  is  the  obvious  benefit  of  increased 
productivity  of  the  certified  individ- 
ual. . . . There  are  significant  legal  ad- 
vantages to  both  the  physician  and  the 
employee  if  the  employee  is  currently 
certified  in  the  applicable  allied  health 
profession. 

“Utilizing  certified  personnel  is  prima 
facie  evidence  that  the  physician  is  exer- 
cising due  care  in  the  role  of  the  dele- 
gator and  coordinator  of  the  health 
delivery  unit,  and  could  spell  the  differ- 
ence between  a favorable  and  unfavor- 
able finding  or  settlement.  This  is 
especially  true  of  the  alleged  negligence 
involved  in  a procedure  that  was  tested 
on  the  employee’s  certification  examina- 
tion. Proof  of  the  auxiliary’s  preparation 
for  and  passing  of  the  test  would  lend 
credibility  to  the  doctor’s  assertion  that 
the  procedure  at  issue  was  not  delegated 
carelessly  or  capriciously,  regardless 
of  the  actual  manner  in  which  it  was 
performed.” 

Continuing  education 

A physician  does  not  stop  learning  after 
becoming  licensed.  So,  too,  the  profes- 
sional medical  assistant  must  continue  to 
grow  in  knowledge  and  skills  after  be- 
coming certified.  Every  five  years,  the 
CMA  must  recertify  or  revalidate  that 
credential.  This  may  be  done  by  attend- 
ing seminars,  conferences,  and  classes  or 
by  re-examination.  This  process  assures 
that  CMAs  are  keeping  current  in  their 
areas  of  expertise.  In  a recent  poll  of 
practicing  medical  assistants,  the  three 
primary  reasons  for  seeking  continuing 
education  were  ( 1 ) to  acquire  new 
knowledge,  (2)  to  update  present  knowl- 
edge and  skills,  and  ( 3 ) to  recertify. 
Medical  assistants  who  consider  them- 
selves professionals  take  seriously  their 
responsibility  to  grow  in  knowledge. 

In  her  article  on  “Allied  Health  Asso- 
ciations and  Continuing  Education,”  Ruth 
Patterson,  EdD,  CMA-AC,  a health  oc- 
cupation educator,  said: 

“The  proliferation  of  research  and  de- 


velopment in  the  health  fields,  the  expo- 
nential increase  in  knowledge  and  the 
awareness  of  the  perishability  of  the 
body  of  knowledge  in  health  technology 
has  increased  requests  for  continuing 
education  in  all  medical-related  fields.”(  5 ) 

As  stated  in  its  Bylaws,  the  objectives 
of  the  Texas  Society  of  Medical  Assistants 
are  to  “advance  professionalism  and  con- 
tinuing education  for  all  medical  as- 
sistants . . . and  inspire  its  members  to 
render  honest,  loyal,  and  more  efficient 
service  to  their  professional  employer 
and  to  the  public  which  they  serve.” 

TSMA  offers  educational  conferences 
in  conjunction  with  TMA’s  leadership 
conferences,  as  well  as  educational  pro- 
grams during  the  annual  session  in  the 
spring.  The  topics  addressed  at  these 
conferences  include  technical,  legal,  leg- 
islative, and  social  changes  that  affect 
medical  practice.  The  continuing  educa- 
tion unit  (CEU),  a widely  recognized  unit 
of  educational  accomplishment  and  the 
standard  of  measurement  for  continuing 
education  for  the  medical  assistant,  is 
awarded  to  those  attending  AAMA  and 
TSMA  programs.  Study  groups  for  the 
certification  examination  are  encouraged 
and  often  sponsored  by  the  local  chapter 
affiliates  of  AAMA. 

Although  AAMA  offers  CEUs  for  semi- 
nars, conferences,  and  programs  that  it 
sponsors,  educational  experience  that  is 
measured  in  semester  hours  or  other 
standard  units  is  accepted  and  duly  cred- 
ited as  an  indication  of  instruction. 

Summary 

With  the  practice  of  medicine  becoming 
more  and  more  complex,  with  patients 
being  better  educated  on  health  issues,  a 
medical  practice  cannot  coast  along  with 
“the  girls  in  the  office.”  The  professional 
medical  assistant  who  endeavors  to  grow 
in  knowledge  and  skills  through  formal 
entry-level  training,  certification,  and 
continuing  education  is  an  asset  to  the 
physician-employer. 
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Clinical  libstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

Immunization  of  the  elderly.  A vital  part  of  routine 
healthcare.  Robert  Cowan  Forbes,  MD.  (McGraw-Hill), 
Postgraduate  Medicine,  vol  84,  no  2,  pp  217-221. 

Of  the  six  vaccines  currently  recommended  for  adults,  three 
have  profound  implications  for  the  elderly:  influenza  vaccine, 
pneumococcal  vaccine,  and  tetanus-diphtheria  toxoid.  Their 
use,  however,  remains  sporadic  and  inadequate  despite  clear 
and  emphatic  recommendations.  This  article  promotes  a re- 
newed commitment  by  the  medical  profession  for  a consistent 
approach  to  routine  immunization  of  all  elderly  patients. 


nostic  factor  influencing  survival  was  the  presence  or  absence 
of  extrahepatic  metastases.  When  possible,  resection  was  by  far 
the  best  treatment  available,  and  the  best  results  were  seen  in 
patients  who  had  resection  of  a solitary  lesion.  For  advanced 
disease,  when  resection  was  not  possible,  intra-arterial  chemo- 
therapy, primarily  with  5-fluorouracil  (5-FU),  was  associated 
with  response  rates  of  36%  for  colorectal  cancer,  45%  for 
breast  cancer,  13%  for  hepatocellular  cancer,  12%  for 
melanoma,  and  14%  for  metastases  from  other  primary  sites. 
The  patients  who  responded  to  infusion  lived  longer  than 
those  who  did  not  respond.  For  example,  at  18  months,  there 
were  no  survivors  among  the  nonresponders  with  colorectal, 
breast,  or  hepatocellular  cancer.  For  those  patients  treated 
solely  by  infusion  chemotherapy,  the  extent  of  disease  in  the 
liver  was  the  most  reliable  factor  in  predicting  the  length  of 
survival.  However,  very  few  patients  treated  in  this  manner 
lived  longer  than  3 years. 


The  hypertensive  patient  with  concomitant  cardio- 
vascular disease.  Charles  P.  Tifft,  MD.  (CV  Mosby  Co),  Ameri- 
can Heart  Journal,  vol  1 16,  no  1,  pt  2,  pp  280-287. 

Many  drugs  for  the  treatment  of  hypertension  are  available  in 
the  United  States  today.  Of  the  various  factors  that  determine 
the  appropriate  treatment  for  a particular  patient,  the  presence 
of  concomitant  heart  disease  requires  specific  tailoring  of  the 
antihypertensive  therapy.  Coronary  artery  disease,  aortic  insuf- 
ficiency, congestive  heart  failure,  left  ventricular  hypertrophy, 
premature  ventricular  contractions,  supraventricular  ar- 
rhythmias, mitral  valve  prolapse,  orthostatic  hypotension,  and 
aortic  dissection  are  some  of  the  conditions  that  influence  the 
choice  of  treatment.  Diabetes  places  hypertensive  patients  at 
increased  risk  of  heart  disease,  and  exercise  and  sexual  func- 
tions are  other  considerations  that  govern  the  selection  of 
treatment  for  the  hypertensive  person.  For  all  of  these  condi- 
tions, more  than  one  drug  choice  is  often  possible,  but  usually 
hypertensive  patients  can  be  treated  with  a p-blocker  or  a cal- 
cium channel  blocker  in  these  special  circumstances. 

Treatment  of  cancer  of  the  liver.  Twenty  years’  experi- 
ence with  infusion  and  resection  in  4l4  patients.  John  S. 
Stehlin,  Jr,  MD;  Peter  D.  de  Ipolyi,  MD;  Pierre  J.  Greeff,  MD;  et 
^ (Jh  Lippincott  Co),  Annals  of  Surgery,  vol  208,  July  1988, 
pp  23-35. 

The  factors  influencing  survival  for  patients  with  cancer  of  the 
liver  were  studied  by  reviewing  the  records  of  4 1 4 patients 
operated  on  in  a private  oncology  practice.  Approximately  half 
(47%  ) had  colorectal  metastasis;  17%  had  metastatic  breast 
carcinoma,  14%  had  malignant  hepatoma,  5%  had  metastatic 
melanoma,  and  the  remainder  had  a variety  of  primary  cancers. 
Eighty-two  percent  of  all  patients  had  advanced  liver  disease 
when  first  diagnosed.  One  quarter  of  the  patients  had  some 
type  of  resection;  the  remainder  had  abdominal  exploration 
plus  insertion  of  an  infusion  catheter  into  the  hepatic  artery. 
The  postoperative  mortality  rate  after  liver  resection  for  1 08 
patients  was  6.5% . After  resection,  the  most  important  prog- 


Fibrositis,  fibromyalgia,  and  musculoskeletal  disease. 
The  current  status  of  the  fibrositis  syndrome.  Frederick 
Wolfe,  MD.  (American  Congress  of  Rehabilitation  Medicine), 
Archives  of  Physical  Medicine  and  Rehabilitation,  vol  69, 
no  7,  pp  427-531. 

Fibrositis  (fibromyalgia)  is  a common  disorder,  but  is  often  not 
considered  or  diagnosed  by  clinicians.  It  is  characterized  by 
widespread  musculoskeletal  pain  and  aching,  disturbed  sleep, 
fatigue,  morning  stiffness,  and  local  tenderness.  The  presence 
of  multiple  (seven  or  more)  tender  points  and  widespread 
pain  or  aching  are  necessary  and  sufficient  conditions  for  diag- 
nosis. Fibrositis  occurs  in  a “primary”  form,  but  most  com- 
monly in  association  with  other  rheumatic  diseases  where  it  is 
a concomitant  condition.  The  designation  “myofascial  pain 
syndrome”  has  replaced  older  concepts  of  localized  fibrositis, 
and  is  considered  a separate  entity. 

Bacillus  species.  David  J.  Weber,  MD,  and  William  A.  Rutala, 
PhD.  (Slack  Inc),  Infection  Control  and  Hospital  Epi- 
demiology, vol  9,  1988,  pp  368-373. 

The  genus  Bacillus  is  a diverse  group  of  gram-positive,  spore- 
forming aerobic  bacilli.  B anthracis,  the  agent  of  anthrax,  is 
primarily  an  animal  pathogen  but  is  capable  of  causing  human 
infection,  most  commonly  of  the  skin  or  lungs.  B cereus,  a 
well-recognized  cause  of  gastroenteritis,  may  occasionally 
cause  epidemics  in  health  institutions.  Both  B cereus  and  other 
Bacillus  species  are  increasingly  recognized  as  opportunistic 
pathogens  in  the  hospitalized  patient.  This  report  is  intended 
as  a comprehensive  review  of  the  bacteriology,  clinical  fea- 
tures, and  therapy  of  Bacillus  spp  infections.  Nosocomial  epi- 
demics and  transmission  will  be  highlighted. 
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Amerkan  Physkians  Insurance  Exchange 

MALPKACTICE 

It  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


Volume  84  October  1988 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


“Look  To  Us  First  For  A Career” 


The  Texas  Department  of  Corrections  is  seeking  full  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program.  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Correctional  Health  Care. 

Unit  Physicians to  $90,000 

Physiatrist $90,000 

(part  time  contract  work  available) 

Psychiatrist $97,304  to  $107,304 

Candidates  must  hold  a current  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 

Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 


TDC 


Texas  Departnieiit 
Of  ('orreetions 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 


STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Dx:  recurrent 
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HeRpecin-[L^ 


herpes  labialis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DDS,  MN 

“HERPECIN-L*^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . . proven  far  superior.”  DDS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 

averted  the  attacks.”  MD,  AK 

a 

OTC.  See^.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbeu  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


ARMY  RESERVE  MEDICAL  PRO  fTTf 


KUbALYN  R STERLING-SCOTT,  M.D. 

Assistant  Professor  of  Surgery,  UCLA  School  of  MediciL  and  Drew 
University  of  Medicine  and  Science,  Los  Angeles 

Associate  Surgeon,  Department  of  Cardiovascular  & Thoracic 
Surgery,  Centinela  Hospital  Medical  Center,  Los  Angeles 
Major,  US.  Army  Reserve 

^UCATION  Rensselaer  Polytechnic  Institute,  Troy,  NY  B.S, 

Chemistry;  NYU  School  of  Medicine,  New  York,  M.D. 

Boston  University  School  of  Medicine  (Cardiovas- 
cular);  Saint  Vincent  s and  St.  Claire’s  Hospitals,  New  York  City 
(Ueneral  Surgery) 

pLLOWSHIP  First  Mary  A.  Fraley  Cardiovascular  Surgical 
Research  Fellow  at  the  Texas  Heart  Institute,  Houston 

OUTSTANDING  yniFVFMFMTS  A„.h„r„f„u™rou. 

articles,  including  Indications  for  Early  Bypass  Grafting  Following 
Intracoronary  Streptokinase”;  author  of  “The  Female  Surgeon-Dawn 
of  a New  Era,  chapter  in  A Century  of  Black  Surgeons-The  US  A 
Experience,  Board  of  Directors,  Association  of  Black  Cardiologists- 
Secretary,  Drew  Society 

MM  The  caliber  of  physicians  you  meet  in  the  Army 
Reserve  exposes  you  to  new  ways  of  looking  at  a 
problem.  It’s  easy  for  young  surgeons  to  become 
entrenched  in  one  method,  but  in  the  Army  Reserve 
you’ll  have  the  chance  to  work  with  outstanding 
physicians  in  your  own  specialty,  and  often  learn  new 
ideas  that  will  help  you  to  improve  your  own 
approach  to  clinical  or  research  problems,”  says 
Dr.  Steriing'Scott. 

The  Army  Reserve  can  offer  physicians  a 
variety  of  challenging  options  such  as  teaching, 
research,  unique  training  programs,  and  the  oppor- 
tunity  to  practice  in  prestigious  Army  medical 
centers. 

Joining  the  Army  Reserve  enabled  me  to  take 
advantage  of  a number  of  conferences,  including 
one  at  Walter  Reed,  where  I worked  with  thoracic 
surgical  colleagues,  while  conducting  my  own 
research  project.## 

We  understand  the  time  demands  on  a busy 
physician.  So  the  Army  Reserve  offers  training 
programs  that  will  allow  you  to  be  flexible  about  the 
time  you  serve. 

For  more  information  about  specific  programs 
call  toll-free  TSOO-USAARMY. 

ARMY  RESERVE  MEDICINE. 
BEALLYOUCANBE. 


THE  LOWER  RESPIRATORY  TRACT- 

More  vulnerable  to  infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  lowec  respiratory  injections,  including  pneumonia, 
caused  by  Streptococcus  pneumoniae.  Haemophilus  inituemae.  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococci) 
Contraindication:  Known  allergy  to  cephalosporins. 

Warnings:  CECtoR  should  be  administered  cautiously  to  penicillin- 
sensitive  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY POSSIBLE  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea.  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis. 

Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it. 
a Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs'  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  adjustments  in 


moderate  to  severe  renal  impairment  are  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old.  Ceclor  penetrates 
mother's  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients) 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrhea)  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

a Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome) 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthritis/arthralgia,  and  frequently,  fever)  15%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia.  2%,  genital  pruritus  or  vaginitis,  less  than  1 A. 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 

children)  . _ 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test  „ . . r i,i  - 

• False-positive  tests  for  urinary  glucose  with  Benedicts  or  Fehlings 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeioseii 

Additional  information  available  from  PV  2351  amp 

Ell  Lilly  and  Company.  Indianapolis.  Indiana  46285 


Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 


© 1988.  ELI  LILLY  AND  COMPANY 


CR-6014-B-849345 
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Super-legislature  in  session; 
recent  opinions  of  the 
Texas  Supreme  Court 

The  Texas  Supreme  Court  does  not  hesitate  either  to  ignore 
prior  case  law  or  to  interpret  statutes  in  whatever  way  is  nec- 
essary to  reach  a decision  the  court  deems  fair.  In  recent  deci- 
sions, the  majority  of  the  Texas  Supreme  Court  (a)  held  that 
a civil  defendant's  net  worth  is  discoverable;  (b)  held  that  in- 
surance companies  that  knowingly  engage  in  unfair  settle- 
ment practices  will  be  subject  to  triple  damages  under  the 
Deceptive  Trade  Practices  Act  (1);  (c)  held  unconstitutional 
the  structured  statutory  cap  on  damage  awards  under  the 
Medical  Liability  and  Insurance  Improvement  Act  ( 2 );  (d) 
weakened  peer  revieu’  by  holding  that  protection  of  hospital 
committee  records  and  proceedings  extends  only  to  informa- 
tion the  hospital  committee  generates  in  its  investigation  or 
review  process;  and  (e)  withdrew  an  opinion  that,  had  it 
stood,  would  have  extended  to  all  service  providers,  includ- 
ing professionals,  an  implied  warranty  to  perform  services  in 
a good  and  workmanlike  manner.  The  subsequent  opinion 
only  expanded  the  implied  warranty  theory  of  liability  to 
non-professionals  as  the  question  of  professional  sendees 
was  not  before  the  court  However,  this  case  portends  omi- 
nous developments  by  the  court  Five  cases  that  impact  tort 
liability  are  summarized  below. 

Lunsford  v Morris 

Plaintiffs  Garry  Lunsford  and  Robert  Dail  sued  their  former  em- 
ployer and  others  alleging  conspiracy  and  malicious  defama- 
tion. Their  suit  sought  both  actual  and  punitive  damages.  In 
connection  with  the  latter  claim,  Lunsford  and  Dail  requested 
financial  statements  and  other  documents  bearing  on  the  de- 
fendants’ net  worth.  The  trial  court  denied  the  requested  dis- 
covery. Subsequently,  the  plaintiffs  asked  the  Texas  Supreme 
Court  to  order  the  district  court  judge  to  require  the  defen- 
dants to  produce  the  financial  information. 

In  its  review  of  the  case,  the  Texas  Supreme  Court  discussed 
the  rule  of  civil  procedure  that  allows  a party  to  a lawsuit  to 
obtain  information  regarding  any  matter  that  is  relevant  to  the 
subject  matter  of  the  pending  action  (3).  The  rule  provides 
that  even  information  that  is  inadmissible  at  trial  can  be  sought 
if  it  is  reasonable  to  believe  the  inadmissible  information  will 
lead  to  the  discovery  of  admissible  evidence.  The  court  also 
discussed  the  purposes  of  punitive  damages.  The  court  stated, 
“Punitive  damages  are  justified  by  a blending  of  the  interests  of 
society  with  those  of  the  aggrieved  individual,  thus  giving  dam- 
ages not  only  to  recompense  the  sufferer,  but  to  punish  the 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys. 


offender.  In  addition  to  punishment,  punitive  damages  are 
allowed  to  deter  the  same  or  similar  future  conduct.” 

Overturning  100  years  of  Texas  judicial  decisions,  the  court 
held  that  in  cases  in  which  punitive  or  exemplary  damages 
may  be  awarded,  parties  may  discover  and  offer  evidence  of  a 
defendant’s  net  worth.  I’he  court  further  held  that  there  was 
“no  evidentiary  threshold  a litigant  must  cross  before  seeking 
discovery.” 

With  this  ruling,  the  court  has  given  a valuable  discovery 
tool  to  the  plaintiff  in  a civil  lawsuit.  The  defendant’s  net  worth 
now  may  be  discovered  merely  by  alleging  that  punitive  or  ex- 
emplary damages  may  be  awarded  in  the  case.  This  opinion 
shifts  the  emphasis  of  the  administration  of  civil  justice  in 
Texas.  The  civil  lawsuit  now  focu.ses  on  the  ability  of  a defen- 
dant to  pay  rather  than  the  determination  of  injury. 

Vail  V Texas  Farm  Bureau  Mutual  Insurance  Company 

In  this  case,  the  court  ruled  in  an  expansionist  tone  when  it 
extended  the  Deceptive  Trade  Practices  Act  ( 1 ) to  apply  to  all 
unfair  insurance  claims  settlement  practices  (4). 

Melvin  and  Maryanne  Vail  insured  their  home  under  a policy 
issued  by  the  Texas  Farm  Bureau  Mutual  Insurance  Company. 
The  dispute  arose  in  1979  when  the  Vails’  home  burned.  The 
company  refused  to  pay  the  835,000  claim,  the  limit  of  the 
policy,  first  due  to  an  alleged  inadequate  inventory  and  later, 
allegations  of  arson.  The  company’s  own  arson  investigator 
found  no  evidence  of  arson.  later,  tests  by  state  fire  marshals 
indicated  the  presence  of  fire-starting  materials.  However,  ex- 
pert testimony  at  trial  indicated  the  fire  marshals’  tests  might 
have  been  invalid. 

At  the  trial,  the  jury  found  that  Texas  Farm  Bureau  Mutual 
Insurance  Company  intentionally  failed  to  exercise  good  faith 
in  processing  the  Vails’  claim  by  refusing  to  settle  the  claim 
promptly,  fairly,  and  equitably  after  liability  became  reasonably 
clear.  Agreeing  with  the  trial  court,  the  Texas  Supreme  Court 
established  that  under  both  the  Deceptive  Trade  Practices  Act 
( 1 ) and  the  Insurance  Code  ( 5 ),  an  insured  can  recover  triple 
damages  from  an  insurer  who  refuses  to  pay  a claim  they  know 
is  legitimate.  The  court  rejected  the  contention  that  the  law 
has  no  provisions  for  a private  party  to  collect  triple  damages 
under  the  DTPA  or  the  Insurance  Code  for  an  unfair  settle- 
ment by  an  insurance  company. 

Fhe  Vail  decision  provides  added  remedies  for  patients 
harmed  by  unfair  health  insurance  claims  settlement  practices 
by  opening  up  the  possibility  of  recovery  for  treble  damages 
and  attorneys’  fees.  The  other  side  of  this  coin  is  that  insurance 
companies  are  going  to  have  to  take  this  additional  cause  of  ac- 
tion into  consideration  in  setting  rates. 

Lucas  V United  States  of  America 

Fourteen-month-old  Christopher  Lucas  was  taken  to  an  army 
hospital  near  El  Paso,  Tex,  after  he  became  ill  during  a family 
outing.  During  his  treatment,  Christopher  received  an  injec- 
tion that  was,  tragically,  placed  directly  into  an  artery.  The  in- 
jection caused  a blockage,  which  resulted  in  blood  starvation 
and  paralysis. 

A federal  district  court  awarded  the  child  81.5  million 
for  pain  and  suffering,  8600,000  for  future  lost  wages,  and 
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5350.000  for  medical  expenses  that  he  would  incur  after  his 
1 8th  birthday.  The  court  awarded  the  child’s  parents  almost 

5500.000  in  past  medical  expenses  and  future  medical  ex- 
penses expected  to  be  incurred  up  to  the  child’s  18th  birthday. 
The  total  judgement  was,  therefore,  almost  S3  million.  The  dis- 
trict court  refused  to  apply  section  1 1.02  or  section  1 1.03  of 
the  Medical  Liability  and  Insurance  Improvement  Act  of  Texas. 
Section  1 1.02  limits  the  liability  in  a medical  malpractice  case 
to  8500,000,  adjusted  for  inflation,  excluding  expenses  for 
medical,  hospital,  and  custodial  care.  Should  section  1 1.02  be 
held  unconstitutional,  section  1 1.03  sets  a maximum  limitation 
on  pain  and  suffering  of  S 1 50,000,  also  adjusted  for  inflation. 

The  Fifth  Circuit  Court  of  Appeals,  on  appeal,  considered 
whether  the  8500,000  limit  on  medical  malpractice  damages 
conforms  to  the  United  States  and  Texas  constitutions.  The 
Fifth  Circuit  ruled  that  section  1 1.02  is  consistent  with  the  due 
process  and  equal  protection  clauses  of  the  1 4th  Amendment 
of  the  United  States  Constitution  and  does  not  violate  those 
provisions.  The  Fifth  Circuit  asked  the  Texas  Supreme  Court  to 
rule  on  constitutionality'  at  the  state  level. 

Justice  William  W.  Kilgarlin,  writing  for  the  majority  of  the 
Texas  Supreme  Court,  stated: 

Texas  courts  have  long  recognized  that  victims  of  medical 
negligence  have  a well-defined  common  law  cause  of  action 
to  sue  for  injuries  negligently  inflicted  upon  them.  This 
much  is  undisputed.  The  remaining  inquiry  is  whether  the 
restriction  on  Lucas’  right  of  recovery  is  unreasonable  or  ar- 
bitrary when  balanced  against  the  purpose  and  basis  of  the 
statute’  (emphasis  added).  We  hold  that  the  restriction  is  un- 
reasonable and  arbitrary  and  that  article  4590i,  sections 
1 1 .02  and  1 1 .03,  unconstitutionally  limit  Lucas’  right  of  ac- 
cess to  the  courts  for  a ‘remedy  by  due  course  of  law.’  Tex 
Const  art  1,  section  13.  We  note  that  there  is  no  provision  in 
the  federal  constitution  corresponding  to  our  constitution’s 
‘open  courts’  guarantee.  Indeed,  that  guarantee  is  embodied 
in  the  Magna  Carta  and  has  been  a part  of  our  constitutional 
law  since  our  republic. 

The  court  rejected  the  argument  that  loss  of  recovery  poten- 
tial to  some  malpractice  victims  is  offset  by  lower  insurance 
premiums  and  lower  medical  care  costs  for  all  recipients  of 
medical  care.  As  to  the  legislature’s  stated  purpose  to  assure 
7 0 that  awards  are  rationally  related  to  actual  damages,  the  court 

noted  that  power  is  properly  attached  to  the  judicial  and  not 

the  legislative  branch  of  governments  (6). 

The  majority  opinion  in  this  case  was  accompanied  by  a 
strong  dissent  from  Justice  Gonzalez,  arguing  that  although  the 
findings  made  by  the  legislature  and  its  study  commission  may 
be  open  to  question,  they  were  “legislative  facts”  that  should 
be  accorded  great  deference  by  the  judiciary.  Because  reason- 
able minds  can  differ  as  to  the  cause  of  a liability  crisis,  the  dis- 
senting justice  argued  that  it  was  inappropriate  and  in  violation 
of  the  separation  of  powers  doctrine  for  the  court  to  “unfind” 
that  there  was  no  crisis  in  the  state  in  the  mid-1970s.  As  the 
dissenting  opinion  noted,  if  laws  exist  in  legislative  findings, 
the  proper  forum  to  correct  them  is  the  Texas  Legislature  and 
not  the  courts. 


The  Lucas  case  represents  the  first  test  of  the  “cap.”  Without 
the  “cap,”  physicians  and  their  insurers  have  one  more  reason 
for  uncertainty.  The  uncertainty  can  only  diminish  the  risk  in- 
surers are  willing  to  cover  and  the  care  physicians  are  willing 
to  render. 

Barnes  v Whittington 

In  1985,  Joyce  Barnes  sought  medical  treatment  for  back  pain. 
She  received  initial  treatment  from  an  orthopedic  surgeon, 
who  consulted  a radiologist.  Surgery  eventually  was  performed 
at  a local  hospital.  After  surgery,  symptoms  persisted  and 
Barnes  consulted  another  physician.  A lumbar  myelogram  and 
CT  scan  revealed  a tumor  in  the  sacral  region  of  the  spine.  Al- 
though the  tumor  was  removed,  Barnes  continued  to  suffer 
neurological  dysfunction  causing  lack  of  control  in  the  lower 
part  of  her  body. 

Barnes  brought  a civil  lawsuit  against  the  surgeon  and  ra- 
diologist, alleging  medical  malpractice  in  failing  to  properly 
diagnose  the  tumor.  She  also  sued  the  hospital  for  failure  to 
provide  properly  trained  physicians.  As  part  of  the  discovery 
process  of  her  lawsuit,  Barnes  sought  hospital  documents  con- 
cerning the  staff  privileges  of  the  two  physicians.  The  hospital 
asserted  the  privilege  ( of  confidentiality  ) under  Tex  Rev  Civ 
Stat  Ann  art  4447d,  sec  3-  The  trial  judge  upheld  the  privilege 
and  denied  access  to  the  documents.  In  a mandamus  action, 
Barnes  asked  the  Texas  Supreme  Court  to  order  the  trial  judge 
to  compel  production  of  the  records  (7). 

Justice  Oscar  Mauzy,  writing  for  the  Supreme  Court,  held 
that  information  that  is  sought  by  or  is  brought  to  the  attention 
of  the  committee  for  purposes  of  an  investigation,  review,  or 
other  deliberative  proceeding  is  confidential.  The  court  found 
that  the  information  relating  to  the  experience  and  credentials 
of  the  physicians  is  a routine  administrative  record  prepared 
by  the  hospital  in  the  ordinary  course  of  business.  In  brief,  the 
privilege  of  confidentiality  extends  only  to  information  gener- 
ated by  the  hospital  committee  in  its  investigation  or  review 
process.  As  business  records,  the  court  held  that  documents 
concerning  staff  privileges  were  discoverable. 

The  opinion  by  Justice  Mauzy  interprets  the  statute  and 
prior  case  law  to  classify  information  that  is  required  for  cre- 
dential review  for  staff  privileges  as  information  “gratuitously 
submitted”  or  created  without  committee  “impetus  and  pur- 
pose.” As  such,  it  is  not  protected  by  the  statute.  The  opinion 
ignores  the  concept  of  uninhibited  discussion  in  the  creden- 
tialling  process  and  access  to  peer  review  information  from 
other  hospital  medical  staff  committees  and  applies  the  privi- 
lege of  confidentiality  only  to  an  actual  ongoing  investigation. 
The  majority  of  the  court  appears  oblivious  to  the  fact  that  the 
credentialling  deliberative  process  is  as  important  an  area  for 
privilege  as  the  investigative  process.  It  is  preferable  to  un- 
cover poor  practice  patterns  before  a physician  obtains  staff 
privileges  rather  than  after.  If  a free  flow  of  information  is  in- 
hibited due  to  a lack  of  confidentiality,  credentialling  for  staff 
privileges  will  suffer. 

While  agreeing  for  technical  reasons  with  the  majority.  Chief 
Justice  Phillips  disagreed  with  the  standard  articulated  in  the 
majority  opinion.  Justice  Phillips  felt  that  the  majority  formula- 
tion was  fatally  vague  and  will  bring  confusion  where  clarity 
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should  be  paramount.  The  Chief  Justice  wrote,  “If  the  function 
and  purpose  of  a Committee  is  to  improve  patient  care  and 
treatment  through  self-evaluation  and  critical  review,  docu- 
ments prepared  by  or  at  the  direction  of  the  committee  for 
committee  purposes  are  privileged.” 

It  should  be  noted  that  the  Barnes  v Whittington  decision 
(7)  arose  before  amendments  to  the  Medical  Practice  Act  (8) 
became  eflfective  in  September  1987  and  applies  only  to  the 
peer  review  confidentiality  protections  contained  in  art 
4447(dX3).  However,  the  same  type  of  reasoning  the  court 
used  in  Barnes  v Whittington  (7)  easily  could  be  applied  to 
the  Medical  Practice  amendments  (8)  to  emasculate  the  TMA- 
supported  peer  review  protections  that  were  designed  to 
strengthen  and  improve  peer  review. 

Melody  Home  v Barnes 

Lonnie  and  Donna  Barnes  sued  Melody  Home  Manufacturing 
Company  under  the  Deceptive  Trade  Practices  Act  ( 1 ) for 
breach  of  an  implied  warranty  that  repairs  would  be  done  in  a 
good  and  workmanlike  manner  and  for  other  DTPA  violations. 
In  1979,  the  Barneses  ordered  a modular  prefabricated  home 
from  Melody  Home.  Their  home  was  delivered  in  May  1 980. 
After  the  Barneses  moved  in,  they  continually  found  puddles 
and  dampness  inside  the  house.  More  than  two  years  after 
moving  in,  they  discovered  that  a sink  was  not  connected  to 
the  drain  in  one  of  the  interior  walls. 

The  continual  leak  caused  severe  damage  to  the  home’s 
sheetrock,  insulation,  and  flooring.  Workmen  from  Melody 
Home  came  out  twice,  but  their  efforts  were  unsatisfactory, 
and  the  repair  caused  additional  damages. 

The  Barneses  then  filed  their  DTPA  implied  warranty  lawsuit 
against  Melody  Home.  The  jury  found  that  Melody  Home  failed 
to  construct  the  home  in  a good  and  workmanlike  manner. 

The  jury  further  found  that  Melody  Home  breached  its  implied 
warranty  to  repair  in  a good  and  workmanlike  manner  and  that 
this  breach  was  knowing.  An  appeal  ensued. 

In  its  original  opinion  (9),  the  Supreme  Court  of  Texas 
stated  that  all  providers  of  services  impliedly  warrant  to  per- 
form the  service  in  a good  and  workmanlike  manner  and  that 
providers  of  services  bound  by  such  a standard  specifically  in- 
clude professionals.  A general  presumption  was  that  as  profes- 
sionals, physicians  and  other  health  care  providers  would  be 
included.  This  was  a disturbing  opinion  because  it  would  have 
meant  that  physicians  and  health  care  providers  impliedly 
were  warranting  the  results  of  their  services,  ie,  that  a bad  re- 
sult entitled  the  injured  plantiff  to  a recovery. 

Melody  Home  filed  a motion  for  rehearing  in  the  case. 
Alarmed  by  the  implications  for  health  care  professionals,  TMA 
joined  with  the  Texas  Hospital  Association,  Baylor  College  of 
Medicine,  Scott  and  White  Hospital,  Hermann  Hospital  system, 
St  Luke’s  Episcopal  Hospital,  and  Memorial  System  in  filing  an 
amicus  brief  asking  the  court  to  limit  its  decision  to  only  ser- 
vice transactions  related  to  the  sale  and  repair  of  goods  or  re- 
alty and  to  exclude  all  professionals  from  the  application  of  the 
implied  warranty  doctrine. 

On  rehearing,  the  court  withdrew  its  original  opinion  and 
on  Nov  4,  1987,  issued  a new  opinion  that  adopted  an  implied 
warranty  for  repairs  or  modifications  of  existing  tangible  goods 


or  property  ( 10).  In  the  new  opinion,  the  court  clearly  stated 
it  was  not  deciding  whether  an  implied  warranty  applies  to 
services  in  which  the  essence  of  the  transaction  is  the  exercise 
of  professional  judgment  by  a service  provider.  ITierefore,  the 
Texas  Supreme  Court  did  not  directly  address  the  issue  of 
whether  the  implied  warranty  and  its  resulting  DTPA  liability 
should  apply  to  physicians  and  health  care  providers  as  this 
question  was  not  before  the  court.  However,  the  Texas  Su- 
preme Court  has  indicated  that  in  a case  involving  the  negli- 
gence of  a professional,  implied  warranty  arguments  will  be 
considered. 

Conclusion 

The  Texas  Supreme  Court  today  does  not  hesitate  to  change 
prior  case  law  or  interpret  statutes  in  such  a way  as  to  obtain 
the  judgment  it  deems  fair.  As  Justice  McGee  stated  in  his  dis- 
senting opinion  in  Otis  Engineering  Corporation  v Clark  (11), 
a case  that  drastically  expanded  an  employer’s  liability  for 
an  off-duty,  off-premises  employ  ee,  “ITie  result  the  majority 
reaches  in  this  case  will  no  doubt  reinforce  cynical  public  atti- 
tudes that  tort  liability  is  not  based  upon  fault,  but  upon  ability 
to  satisfy'  a judgment.” 

CJ.  Francisco,  JD 

TMA  Assistant  General  Counsel 
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Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A,  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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Socioeconomics  of  fAedicine 


The  Physician  Payment  Review 
Commission  and  Medicare 
reform 

The  Physician  Payment  Review  Commission  (PPRC)  is  now 
in  its  third  year  of  developing  recommendations  on  how  the 
Medicare  program  should  pay  physicians.  A Texas  physician 
who  is  a member  of  the  PPRC,  Jim  Bob  Brarne,  MD,  describes 
the  work  of  the  group  and  the  impact  it  is  likely  to  have  on 
medical  practice.  PPRC  is  recommending  that  Medicare  pay 
physicians  on  the  basis  of  a fee  schedule  and  that  the  fee 
schedule  be  based  on  a resource-based  relative  value  scale. 

The  commission  has  also  made  recommendations  on  payment 
for  primary  care  services  and  payment  to  rural  physicians. 

As  the  Physician  Payment  Review  Commission  ( PPRC ) begins 
its  third  year  of  deliberations,  it  is  developing  a program  for 
physician  payment  under  Medicare  that  will,  if  implemented, 
have  a major  impact  on  the  day-to-day  practice  of  medicine. 
The  commission,  on  which  I serve  as  a practicing  physician, 
was  given  the  responsibility  of  recommending  to  Congress  a 
general  reform  of  the  way  that  Medicare  pays  for  physician 
services. 

The  most  important  reform:  a fee  schedule 

To  date,  the  most  important  recommendation  of  the  commis- 
sion has  been  that  Medicare  utilize  a standardized  fee  schedule 
in  place  of  the  current  customary-prevailing- reasonable  (CPR) 
system  that  Medicare  now  uses  to  pay  fee-for-service  practi- 
tioners. Of  all  the  systems  reviewed  by  the  commissioners,  a 
fee  schedule  best  met  the  general  guidelines  for  payment  re- 
form under  which  PPRC  has  operated:  maintaining  access  to 
care;  providing  financial  protection  for  beneficiaries;  achieving 
equity  among  physicians;  reducing  the  growth  of  Medicare 
Part  B outlays;  achieving  a comprehensible  payment  system; 
and  developing  a program  for  change  that  could  be  phased  in 
in  an  orderly  fashion. 

Perhaps  the  second  most  important  recommendation  is  that 
the  fee  schedule  should  be  based  on  a resource-based  relative 
value  scale  (RBRVS)  and  not  simply  on  historical  data  about 
physicians’  actual  charges  over  the  years.  (See  related  article 
on  page  21  of  the  July  1988  Texas  Medicine.)  The  commission 
selected  the  RBRVS  approach  because  it  provides  a method  for 
achieving  equity  among  physicians  based  on  those  factors  that 
are  actually  involved  in  providing  patient  care  (eg,  time, 
training,  medicolegal  risk,  etc). 

A major  task  of  the  commission’s  third  year  will  be  to  find 
a means  of  implementing  the  fee  schedule  by  recommending 
which  relative  value  scale  should  be  used  as  its  base.  On  this 
issue,  the  commission  members  are  quite  open-minded;  no  de- 
cision at  all  will  be  reached  until  the  commission  has  had  the 
opportunity  to  review  the  full  range  of  possibilities.  While 
there  is  considerable  interest  in  the  RBRVS  that  Harvard  econ- 
omist William  Hsiao  is  currently  developing  with  assistance 


from  AMA  and  financial  support  from  HCFA,  that  system  is  only 
one  among  many  that  the  commission  will  review.  All  other 
relative  value  scales,  particularly  those  that  have  been  devel- 
oped by  physicians  in  various  regions  of  the  United  States  and 
other  nations,  will  be  studied  closely,  and  the  final  recom- 
mendation to  Congress  may  well  be  to  integrate  the  useful 
elements  of  many  different  systems  into  a methodology  for 
Medicare  payment.  Opportunity  for  input  to  the  commission 
from  all  specialty  societies  and  interest  groups  is  currently 
provided. 

The  practicing  physician’s  perspective 
In  the  shorter  term,  1 am  particularly  pleased  with  commission 
recommendations  that  can  strengthen  the  economic  base  of 
primary'  care  and  of  rural  medicine.  As  the  commission  recom- 
mended, primary  care  physicians  will  be  granted  the  full  Medi- 
care Economic  Index  ( MEI ) increase  this  year,  and  certain 
primary  care  physicians  practicing  in  medically  underserved 
areas  will  receive  a 5%  bonus  in  their  payment  levels.  In  addi- 
tion, Congress  is  considering,  but  has  not  yet  acted  upon,  a 
proposal  that  would  place  a floor  under  reimbursement  levels 
for  primary  care  physicians.  A recent  trip  to  Washington  has 
led  me  to  believe  that  Congress  will  view  this  measure  as  a 
very'  equitable  recommendation  and  that  there  will  be  little 
opposition  to  its  passage. 

It  has  been  critical  from  the  beginning  that  the  commission 
listen  to  the  point  of  view  of  the  practicing  physician  and  in- 
corporate his  or  her  perspective  into  its  recommendations.  In 
addition  to  its  work  on  the  overall  approach  to  Medicare  phy- 
sician payment,  the  commission  has  dealt  with  a number  of 
payment-related  issues  that  will  have  a considerable  impact  on 
medical  practice:  coding  for  a fee  schedule,  reforms  necessary 
in  the  coding  of  visits,  specialty  differentials,  geographic  multi- 
pliers, and  other  variations  in  Medicare  charges.  Appropri- 
ateness of  care  is  a major  issue  to  be  addressed  in  conjunction 
with  peer  review  and  proper  utilization  of  serv  ices. 

The  Texas  Medical  Association  has  developed  a very  solid 
working  relationship  with  the  commission  staff,  which  will 
serve  as  both  an  informational  resource  for  Texas  physicians 
and  an  additional  channel  through  which  the  perspective  of 
physicians  can  reach  and  influence  the  commission.  As  we 
draw  closer  to  major  changes  in  the  Medicare  physician  pay- 
ment system,  TMA  will  play  a major  role  in  our  individual  and 
collective  efforts  to  inform  ourselves  and  make  the  difficult  de- 
cisions that  lie  ahead. 

JIM  BOB  BRAME,  MD 
Box  'V,  Eldorado.  TX  769.V6. 
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^edicifie  in  literature 


Medicine  in  Literature  this  month  presents  a list  of  audio- 
visual programs  from  the  TMA  Memorial  Library.  The  collec- 
tion includes  audiotape  cassettes  for  individual  listening 
16mm  films  for  showing  to  groups,  35mm  slide  sets  for  study 
and  teaching  and  many  new  half  - inch  VHS  videotapes  for 
continuing  medical  education  and  patient  instruction.  They 
may  be  borrowed  on  an  “as  available”  basis  or  scheduled  for 
a specific  date.  The  library  continually  adds  new  titles  to  the 
AV  collection;  if  you  do  not  find  what  you  need  here  or  in  the 
Audiovisuals  Catalog  please  contact  the  Audiovisual  Coordi- 
nator at  (512)  577-6704,  ext  195. 


Audiotape  cassettes 

How  to  Get  Results  With  People.  4 tapes  teach  how  to  deal 
with  conflict  and  criticism,  sell  ideas,  build  relationships  with 
staff,  clients,  friends.  Career  Track,  1987. 

Intensive  Review  of  Internal  Medicine,  ed  3.  32  tapes  and  text. 
Harvard  Medical  School,  Brigham  and  Women’s  and  Beth  Israel 
Hospitals,  1988. 

The  Johns  Hopkins  Medical  Grand  Rounds,  vol  14.  20  tapes 
and  study  guides.  Johns  Hopkins  University  School  of  Medi- 
cine, 1987-88. 

Permission  To  Be  Precious.  6 tapes  on  codependency.  Pia  Mel- 
ody, 1986. 

Slide  sets 

AIDS:  Acquired  Immunodeficiency  Syndrome  (from  the  book. 
Colour  Atlas  of  AIDS,  by  Wolfe  Medical  Publishers).  77  slides 
and  index.  Medical  Yearbook  Publishers,  1986. 

AIDS,  Part  1:  The  Diagnosis,  ed  3.  70  slides,  1 audiotape,  and 
study  guide.  Medcom  Inc,  1988. 

AIDS,  Part  II:  Infection  Control,  ed  3.  77  slides,  1 audiotape, 
and  study  guide.  Medcom  Inc,  1988. 

Menopause.  53  slides,  2 audiotapes,  study  guide.  American 
College  of  Obstetricians  and  Gynecologists,  1 987. 

VIIS  videotapes 

AIDS  and  Us:  Medico-Legal  Aspects  (tape  of  a panel  discussion 
in  a seminar  for  judges).  58  min.  University  of  Arizona,  1987. 

Advances  in  Cardiology — NCME  Tape  #501.  Network  for 
Continuing  Medical  Education,  1987. 

Asthma:  Testing  and  Treatment — NCME  Tape  #530.  50  min. 
Network  for  Continuing  Medical  Education,  1988. 

Bone  Loss  and  Osteoporosis:  Women  at  Risk — NCME  Tape 
#528.  50  min.  Network  for  Continuing  Medical  Education,  1 988. 


Breast  Cancer:  A Personal  Challenge  (patient  education  on 
psychological  and  social  aspects  of  having  breast  cancer).  23 
min.  Professional  Research  Inc,  1986. 

Breastfeeding:  The  Art  of  Mothering  (a  guide  for  mothers,  ap- 
proved by  American  Academy  of  Pediatrics).  40  min.  Alive 
Productions  Inc,  1987. 

Cancer  Disclosure:  Communicating  the  Diagnosis  to  Patients. 
40  min.  Medcom  Inc,  1986. 

Immunology  (AMA  Video  Clinic).  60  min.  American  Medical 
Association,  1987. 

Improving  Communication  with  Patients  (AMA  Video 
Clinic).  60  min.  American  Medical  Association,  1987. 

Infection  Control:  An  Update  for  the  Health  Professional 
(guidelines  for  prevention  of  nosocomial  infections  in  hospi- 
tals). 27  min.  Medcom  Inc,  1987. 

Invitation  to  a Virus:  Safety  Precautions  for  Dentists  and 
Doctors.  16  min.  Pyramid  Films  and  Video,  1988. 

Medical  Examination  of  the  Sexually  Abused  Child  (demon- 
strates how  child  should  be  interviewed  and  examined,  and 
teaches  methods  for  collecting  evidence  and  documentation  of 
findings).  32  min.  New  Horizons,  1985. 

Non-insulin-dependent  Diabetes:  ADA  Guidelines  for  Man- 
agement— NCME  Tape  #524.  48  min.  Network  for  Continuing 
Medical  Education,  1988. 

Passage  to  Physicianhood  (a  program  about  medical  school 
for  students  considering  a career  in  medicine).  25  min.  Univer- 
sity of  Medicine  and  Dentistry  of  New  Jersey,  1985. 

The  Physician's  Guide  to  Type  I Diabetes  Mellitus — NCME 
Tape  #513-  45  min.  Network  for  Continuing  Medical  Educa- 
tion, 1988. 

Pulmonary  Diagnostic  Imaging:  When  and  How  to  Use — 
NCME  Tape  #503-  48  min.  Network  for  Continuing  Medical 
Education,  1987. 

Radiation  Therapy  and  Cancer:  A Practical  Guide  for  Refer- 
ring Physicians — NCME  Tape  #497.  50  min.  Network  for  Con- 
tinuing Medical  Education,  1987. 

Smokeless  Tobacco:  Is  It  Really  Safe?  5 min.  University  of 
Texas  Health  Science  Center  at  San  Antonio  Dental  Hygiene 
Education  Program  and  American  Cancer  Society,  1983- 

The  Subject  Is  AIDS  (program  for  young  teenagers  about  AIDS). 
18  min.  ODN  Productions,  1987. 


Texas  Medicine 


Texas  Physicians’  Directory 


ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


CONSULTANTS 
Evan  M.  Hersh,  MD 
IMMUNOLOGY 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  j.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  spn;  EEC;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P,  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterologv,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 
Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411B,  Dallas  75246 


Representing  the  Profession 
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DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

B181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 
RICHARD  F.  WAGNER,  JR.,  MD 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  Jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 

Forrest  C.  Brown,  MD 
Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usuaily  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  E.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 
Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 

all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surge^  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Mark  your  calendar  for  future 
TMA  meetings: 


Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — ’Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 


TMA  Student  Loan  Program 

. . . Another  service  of  your  association 


Fall  Leadership  Conference,  September  16,  1989 — Austin 


Texas  Medicine 


HAND  SURGERY 


L.  LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  j.  ZEHR,  MD— Microsurgery 
ARNOLD  V.  DiBELLA,  MD 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  4S0,  Dailas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  j.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terreii,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 

Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Plastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-UFE 
6431  Fannin  Street,  Houston,  Texas  77030 


INFECTIOUS  DISEASES 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 
Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 
Neurological  Surgery  and  Microneurosurgery 
R.  Gordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsylvania,  Suite  100, 

Fort  Worth,  Texas  76104;  817  336-3399 

Join  TEXPAC 

. . . One  strong  voice 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 
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HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

too  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  tor  Diagnostic  Radioactive 
Tests  In:  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

OCCUPATIONAL  MEDICINE 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Cranek,  MD 

Gary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  G.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-S376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Gynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 


TMA  Physician  Placement  Service 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
lohn  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Ayenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  j.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
I.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


PATHOLOGY 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 
Anatomical  Pathology,  Clinical  Pathology 
Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 
Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


PEDIATRIC  HEMATOLOGY/ONCOLOGY 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 
Orthopedic  Surgery — ^Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 


ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder  and  Elbow,  Hip,  Knee  and  Foot 

414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7711  Louis  Pasteur,  Suite  209,  San  Antonio,  Texas  78229;  512  697-9888 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


JAMES  C.  SHARP,  MD 

Pediatric  Hematology/Oncology 

Fellow,  American  Academy  of  Pediatrics 
Board  Certified,  American  Board  of  Pediatrics 
Pediatric  Hematology/Oncology 

Practice  Limited  to  the  Diagnosis  and  Treatment  of  Cancer 
and  Blood  Disorders  of  Childhood 

Austin  Doctors  Bldg.,  1305  West  34th  St.,  302,  Austin,  Texas  78705;  454-3611 


PHYSICAL  MEDICINE  & REHABILITATION 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator;  713  797-5922  or  in  Texas  1-800-44REHAB 


TMA  Forum  on  Medical  Issues 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  B.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 


VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suiie  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Greenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


PSYCHIATRY 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 

Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
Paul  M.  Hamilton,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A,  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
lames  K.  Peden,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  C.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A,  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedaie,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


The  Burn  Care  Associates  has  been  organized  to  provide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 

resuscitation  to  late  rehabilitation.  i,,.i i,r> 

John  E.  Carter,  MD  wn 

Lebaron  W.  Dennis,  MD  & FUh.J  un 

Michael  M.  Duffy,  MD 

Joe  Ford,  MD  , 

Millie  Smith,  Coordinator 

BURN  CARE  ASSOCIATES 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


Representing  TMA's  legislative  views 

. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


Texas  Medicine 


DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-11S0  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Elter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Coff,  MD 
Fred  L.  Griffin,  MD 
loan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Cretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
lohn  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
lohn  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LB)  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  losey  Lane,  Suite  307, 
Carrollton,  Texas  7S010 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
'Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


UROLOGY 


PULMONARY  DISEASES 


PULMONARY  CONSULTANTS  OF  TEXAS,  PA 


lohn  R.  Burk,  MD,  FACP 
David  M.  Webb,  MD,  FCCP 
R.  L.  "Lin"  Cash,  )r.,  MD 
David  R.  Stoop,  MD,  FACP,  FCCP 

1307  Eighth  Avenue,  Suite  201, 

Fort  Worth,  Texas  76104;  817  926-0242 


Mitchell  C.  Kuppinger,  MD,  FCCP 
David  H.  Plump,  MD,  FCCP 
W.  Steven  Trombold,  MD,  FCCP 

911-C  Medical  Centre  Drive 
Arlington,  Texas  76012; 

817  461-0201  (Metro) 


Diplomates  of  American  Board  of  Internal  Medicine 


Physiology,  Diagnosis,  Therapy,  Bronchoscopy,  Pulmonary 
Function,  Intensive  Care,  Endobronchoscopic  Laser, 
Pulmonary  Rehabilitation,  Sleep  Apnea,  Reactive  Airway 
Disease 


RADIATION  ONCOLOGY 


RADIATION  ONCOLOGY  AT 

MEMORIAL  SOUTHWEST  HOSPITAL,  HOUSTON 

Radiotherapy  Department 
7600  Beechnut 
Houston,  Texas  77074 

713  776-5622  Day  Phone 

713  776-5170  Night  and  Weekends 

Carlos  H.  Fernandez,  MD 

Diplomate  American  Board  of  Therapeutic  Radiology 

Practice  Limited  to  Radiation  Oncology 
External  or  Internal  Irradiation 
Inpatient  and  Outpatient  Services 


FORT  WORTH  UROLOGY  CLINIC 

Dolphus  E.  Compere,  MD  ).  Daniel  lohnson,  MD 

Hugh  Lamensdorf,  MD  A.  E.  Thurman,  MD 

Ira  N.  Hollander,  MD 

Diplomates  of  American  Board  of  Urology 

Feilows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  ).  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone;  214  233-7765  Answered  24  Hours 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  lames  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Neurourology,  & Endourology 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 
bers at  $42.00  per  column  inch  per  month  and  listings  must 


RHEUMATOLOGY 


run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas.  Texas  75204;  214  823-4151 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 
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Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

University  of  Texas  MD  Anderson  Cancer  Center — 

Seeking  psychiatry  fellow(s)  for  large  consultive 
psychiatry  service  at  a large  cancer  hospital.  Posi- 
tion involves  patient  care  and  opportunity  for  some 
research.  Texas  license  helpful,  but  not  mandatory. 
Foreign  graduates  must  have  appropriate  FLEX 
examinations.  Send  CV  and  letters  of  reference  to 
Victor  Levin,  MD,  Chairman,  Department  of  Neuro- 
Oncology,  Box  118,  MD  Anderson  Cancer  Center, 
1515  Holcombe  Blvd.,  Houston,  Texas  77030.  An 
affirmative  action/equal  employment  opportunity 
employer. 

Houston,  University  of  Texas  MD  Anderson  Cancer 
Center — Seeking  board  certified  or  eligible  psychi- 
atrist to  function  as  consultant  to  large  cancer  hos- 
pital, also  opportunity  to  develop  fellowship  in 
biological  or  neuro-psychiatry.  Position  involves 
teaching  and  research  in  addition  to  clinical  duties. 
Academic  rank  commensurate  with  experience.  Send 
CV  and  letters  of  reference  to  Victor  Levin,  MD, 
Chairman,  Department  of  Neuro-Oncology,  Box  118, 
MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd., 
Houston,  Texas  77030.  An  affirmative  action/equal 
employment  opportunity  employer. 


Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-tlme.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Port 
Worth,  Texas  76107. 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 


Texas:  Dallas/Fort  Worth  and  East  Texas— Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Eort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  tor  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400.  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Texas — Full-time  emergency  department  positions 

available  in  224-bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to 
full-time  physicians.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 


Family/General  Practice 

Urgent— FP/GP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 


IJnited  States.  Excellent  group  and  solo  opportuni- 
ties available.  Eor  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 


MediClinic 

Family  Practice  • Industrial  Medicine  • Minor  Emergencies 
Family  practice  physicians  (BE/BC)  needed  to  become  associated  with 
out  dinics  in  Houston,  Texas,  for  full  fme  permanent  positions  as 
Medical  Directors.  Lucrative  earnings  potential,  generous  incentive 
package  and  early  partnership  possibilities.  Send  CV  to  Chief  Med 
Director,  MediClinics,  6604  SW  Freeway,  Houston,  Texas  77074  a call 
713  783-4707  or  783-1913  lot  further  information. 


Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 
emergency  practice  with  some  surgery.  Salary  plus 
incentive.  Partnership  possible.  J.  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249- 
9307. 

Locum  Tenens— BC/BE  needed  in  family  medicine 

to  work  par^t  time/full  time  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Occupational/family  practice  board  certified  phy- 
sician needed  for  practice  in  the  northwest  Houston 
area.  Salary/profit  sharing.  Send  resume  to  David  C 
Alexander,  11242  FM  1960  West,  #1,  Houston, 
Texas  77065. 

Family  Medicine — Three  outstanding  opportunities 

are  available  in  underserved,  developing  area  of 
Dallas,  Texas.  Unlimited  potential!  Solo/group. 
BE/BC  residents  will  be  considered.  Supported  by 
172-bed  hospital  and  large  teaching  hospital.  Ex- 
cellent compensation  package,  competitive  net 
guarantee,  marketing  assistance,  and  practice  man- 
agement consulting  service.  Contact  Don  Gustavson 
Tyler  & Company,  9040  Roswell  Road,  Atlanta 
Georgia  30350.  Call  404  641-6411. 

Family  practitioner,  board  certified,  for  large  re- 
spected multispecialty  group,  southwest  Texas.  Ex- 
cellent practice  opportunity  in  attractive  satellites 
in  suburban  areas  of  city.  Also,  need  for  shift  type 
hours  in  extended  care  clinics.  Fringe  benefits  in- 
clude malpractice  insurance,  vacation,  CME,  sick 
leave,  health,  life,  and  LTD  insurance.  Financial 
assistance  in  relocating.  Send  CV  to  Kelsey-Seybold 
Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030, 
Attn;  Physician  Services  Office. 

Family  Pracfitioner — Dallas,  Texas  suburban  area, 

solo  practice.  Rural  setting  with  access  to  metro- 
politan area.  Excellent  salary  guarantee.  Send  CV 
to  Kay  Trygstad,  Department  FP/SA,  Republic 

Health  Corporation,  15303  Dallas  Parkway,  Suite 
1400,  Dallas,  Texas  75248-4634. 

Family  Practitioner,  Ambulatory  Care  Center^ — 

Dallas,  Texas.  Excellent  salary,  paid  malpractice,  12 
hour  shift  with  middle  to  upper  income  patients. 
No  Medicare  and  no  collection  problems.  Send  CV 
to  Kay  Trygstad,  Department  FP/AC,  Republic 

Health  Corporation,  15303  Dallas  Parkway,  Suite 
1400,  Dallas,  Texas  75248-4634. 

Ready  for  a change  of  scenery?  We  have  positions 
available  in  small  towns,  big  cities,  sleepy  hamlets 
and  bustling  by-ways  across  the  US.  Guaranteed 
salaries  plus  incentives.  Call  collect,  jerry  Lewis, 
817  776-4121  or  send  CV  to  The  Lewis  Group, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710, 

Small  Texas  Panhandle  town  located  on  Interstate 
Highway  has  sincere  need  for  one  or  two  FPs  to 
assume  practice  of  retiring  physician.  No  purchase 
necessary.  OB  needed.  45-bed  hospital.  Call  cover- 
age and  lime  off  provided.  Generous  incentive 
package.  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Small  group  seeks  associate  for  busy  practice  in 

attractive  community  of  25,000.  Modern  126-bed 
hospital.  Many  social  and  recreational  opportunities, 
good  schools.  45-minutes  from  large  city,  maior 
airport.  Generous  incentive  package.  No  buy-in. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Community  of  8,000  (trade  area  16,000)  seeks  two 

BC  FPs  to  establish  FP  group.  New  hospital  under 
construction.  Community  has  sound  economy,  good 
schools,  airport.  Generous  incentive  package  in- 
cluding income  guarantee,  relocation,  office  space, 
more.  Contact  Physician  Resource  Network,  P O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Office  based  general  practice  available  in  scenic 
lake  area  of  Texas  HIM  Country.  Recreational  mecca 
within  one  hour  of  Austin.  Established  practice  with 
a proven  capability  to  generate  good  income  in 
desirable  community.  Contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128, 

Two  BC  FPs  seek  associate  for  busy  practice  in 

Texas  community  of  8,500  (trade  area  15,000).  Mod- 
ern hospital,  specialists  for  referrals.  Generous  in- 
centive package  and  terms  of  association.  Nice 
community,  great  schools,  access  to  metropolitan 
area.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Family  physician  in  Dallas  suburb  seeks  associate 
for  very  busy  practice.  Modern  hospital  facilities. 
First  year  salary  with  bonus  based  on  production 
leading  to  early  partnership.  For  information,  with- 
out cost  or  obligation,  contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 


^^Much  obliged.’’ 

ur  group  owes  a debt  of 
gratitude  to  the  health  care 
professionals  of  Texas... the  doc- 
tors, as  well  as  the  administrators 
of  clinics  and  hospitals  throughout 
our  state. 

Thanks  to  you,  we  have  just  com- 
pleted the  busiest  summer  in  our 
history.  Your  continuing  trust  and 
confidence  is  most  sincerely  ap- 
preciated. 

PRN,  Ltd. 

Physician  Staffing 

locum  tenens  • practice  trials 
permanent  placements 

positions  and  physicians 
now  available 

1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 

A physician-owned  company 
— established  1982  — 


Internal  Medicine 

Internal  Medicine/Castroenterologist — Needed  to 

join  eight  physician  multispecialty  group  located  in 
the  beautiful  piney  woods  of  East  Texas.  Physician 
to  take  over  well  established  gastroenterology  prac- 
tice. $125K  plus  first  year  with  good  benefit  pack- 
age. Second  year  partnership.  Contact  Jerry  Chap- 
man, Administrator,  1400  College  Drive,  Texarkana, 
Texas  75503;  214  793-5671. 

Established  practice  available  in  exclusive  Dallas 

neighborhood.  Average  (annual)  net  collections 
$335  + K.  Loyal  patient  base.  Retiring  physician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact  Physician  Resource  Network,  Lo.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Te.\as  Medicine 


Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Forl 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26lh 
Ayenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBC  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded,  American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd  ' 
#327,  Richardson,  Texas  75080;  214  644-0522. 

Obslelrics/Gynecology:  Three  outstanding  oppor- 
tunities available  in  underserved,  developing  area 
of  Dallas,  Texas.  Unlimited  potential!  Solo/group. 
BE/BC  residents  considered.  Supported  by  172-bed 
hospital  and  large  teaching  hospital.  Excellent  com- 
pensation package,  net  guarantee,  marketing  assis- 
tance, and  practice  management  consulting  service. 
Contact  Don  Custavson,  Tyler  & Company  9040 
Roswell  Road,  Atlanta,  Georgia  30350.  Call  404 
641-6411. 


OBG,  board  eligible  or  board  certified,  needed  im- 
mediately  for  large  well-established  multispecialty 
group.  Gulf  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance  in 
relocating.  Send  CV  to  Kelsev-Seybold  Clinic,  PA, 
6624  Fannin,  Houston,  Texas  77030,  Attn;  Physician 
Recruitment  Services  Office. 


OB/GYNS  Downey,  CA:  Immediate  opportunity 

for  two  associates  to  join  a solo  practitioner. 
Shared  call,  paid  malpractice,  salary  with  partner- 
ship potential.  Send  CV  to  Kay  Trygstad,  Republic 
Health  Corporation,  15303  Dallas  Parkway,  Suite 
1400,  Dallas,  Texas  75248-4634. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 


Orthopedic  Surgeon — Needed  for  attractive  Texas 

community  of  25,000.  Associate  practice  or  solo 
sharing  call  with  BC  ORS.  Modern,  126-bed  hos- 
pital (serving  75,000).  Many  social  and  recreational 
opportunities,  excellent  schools.  45-minutes  from 
larger  city,  major  airport.  Incentive  package.  Con- 
tact Physician  Resource  Network,  P.O.  Box  37102 
Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Guaranteed  salaries  plus  incentives  for  the  right 
pediatricians.  Several  locations  open  in  Texas  and 
the  Southwest.  For  details  call  collect,  jerry  Lewis 
817  776-4121  or  send  CV  to  The  Lewis  Croup, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710. 


Psychiatry 

Psychiatrist — Partner  retiring,  need  associate  im- 
mediately for  large  general  psychiatry  practice. 
Office  therapy,  hospital  practice  (two  general  hos- 
pitals, one  free-standing  phychiatric  hospital).  Office 
set  up  and  running,  practice  waiting.  Share  call 
and  coverage  and  expenses.  Contact  Peter  C.  Pala- 
sota,  MD,  270  South  Leggett  Drive,  Abilene,  Texas 
79605;  915  672-1891. 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  ^3,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  january  is  57 
degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 
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Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Diagnostic  Radiologist— Busy,  established  radiology 
group  in  NE  Texas  seeks  fourth  associate.  All 
modalities,  including  MRI  and  interventional.  Com- 
prehensive benefit  package  and  early  partnership. 
Attractive  community  of  27,000  with  strong,  diversi- 
fied economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IV2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Associate  Medical  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
will  be  an  opportunity  to  work  with  physicians 
and  develop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  Utilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S.  Highland 
Avenue,  Downers  Grove,  Illinois  60515-1223. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  {A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
30346;  telephone  1-800-544-1987. 

PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specialties) 

Texas  Sunbelt  States 
Call  1-800-284-4660 

Houstan  785-3722  Reuben 

or  send  CV  11140  Westheimer  g , q n s t e i n 

Suite  144  

Houston,  TX  77042  &.  Associates 


Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBC,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Rheumatologist — A rheumatologist  is  needed  in 

College  Station,  home  of  Texas  A&M,  where  re- 
ferrals are  currently  leaving  the  community.  This 
specialty  is  also  needed  in  the  affluent  Clear  Lake 
area,  the  home  of  NASA,  just  south  of  Houston. 
For  more  information  call  toll-free  1-800-626-1590, 
or  send  your  CV  to  Cordon  Crawford,  Manager, 
Professional  Relations,  Humana,  Inc.,  Dept.  11-9, 
500  West  Main  Street,  Louisville,  Kentucky  40201- 
1438. 


Infectious  Diseases,  College  Station,  Texas_Med- 

ical  staff  of  our  hospital  in  this  university  com- 
munity (Texas  A&M)  have  requested  that  an  in- 
fectious disease  specialist  establish  practice  here. 
Referrals  now  go  to  Houston  and  Austin.  Attractive 
financial  and  marketing  assistance.  Send  your  CV 
to  Cordon  Crawford,  Professional  Relations,  Hu- 
mana Inc.,  Dept,  11-9,  500  West  Main  Street,  Louis- 
ville, Kentucky  40201-1438.  Or  call  toll-free  1-800- 
626-1590. 

Internist/Family  Practitioner — Excellent  practice  op- 
portunities in  thriving  Northeast  Texas  community. 
Haven  for  hunting  and  fishing.  Excellent  schools. 
Salary  guarantee,  office  space  provided.  Contact 
Leonard  Craivier,  MD,  1-800-336-2575.  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063;  214 
929-4779. 

Urologist — Regional  medical  center  serving  150,000 
in  NE  Texas  seeks  recently  trained,  BE/BC  urolo- 
gist. 200-bed  hospital  with  latest  technology,  in- 
cluding lithotripsy.  Assured  referrals.  Shared  call 
with  BC  urologists.  Attractive  community  of  27,000 
with  strong  economy,  excellent  schools.  Incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Neurologist — Busy  regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice,  or  solo  sharing  call  with  recently 
trained  neurologist.  Excellent  lifestyle  in  family- 
oriented  community  with  strong  economy;  excellent 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Gastroenterologist — Two  busy  GEs  seek  third  for 

group  practice  in  NE  Texas.  Shared  call,  compre- 
hensive benefit  package,  and  early  partnership. 
Modern  hospitals.  Attractive  community  with  strong, 
diversified  economy;  excellent  schools.  Many  social 
and  recreational  opportunities.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


Physician  Needed 

We  need  a physician  whose  specialty  is  family  prac- 
tice, internal  or  emergency  medicine  for  FirstMed.  a 
minor  emergency  center.  Located  in  Temple,  this  center 
is  part  of  Temple  Medical  Center  serving  fifteen  private 
practice  physicians. 

We  offer  generous  compensation,  an  incentive  pro- 
gram and  malpractice  insurance. 

If  the  challenge  of  working  with  a fast  growing  medical 
center  like  ours  appeals  to  you,  please  send  your 
resume  to  my  attention. 

FKS+MED 

Harriet  H.  Brodie,  Marketing  Director 
1717  S.W.  HK  Dodgen  Loop,  Suite  119 
Temple,  Texas  76502  817/771-5888 


Physicians  Wanted  in  Texas  and  Oklahoma:  Major 
cities  to  rural  communities.  Cardiology,  ENT,  fam- 
ily practice,  general  surgery,  internal  medicine, 
OBG,  oncology,  orthopedic  surgery,  pediatrics,  psy- 
chiatry, radiology.  Excellent  quality  of  life.  First 
year  guarantee,  etc.  Reply  with  CV  or  call  Armando 
L.  Frezza,  Medical  Support  Services,  8806  Balcones 
Club  Drive,  Austin,  Texas  78750;  office  512  331- 
4164;  24  hr  FAX  512  331-6741. 


EmQuest 

LOCUM  TENENS 
PERMANENT  PLACEMENT 

OBCYN 
SURGERY 
RADIOLOGY 
PEDIATRICS 
ANESTHESIOLOGY 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 
EMERGENCY  MEDICINE 

EmQuest  is  a subsidiary  of  EmCare, 
a professionally  managed,  physician  owned 
corporation  with  14  years  experience 
in  medical  management. 

EMQUEST,  INC. 

3310  LIVE  OAK,  LB-10 
DALLAS,  TEXAS  75204 
(214)  823-6850 


Fifty-four  bed  chemical  dependency  treatment 

center  needs  full  time  Medical  Director.  Expertise 
the  field  of  addiction  treatment  desired.  Beauti- 
j|  facility  located  by  University  of  Texas,  near  a 
ajor  airport.  Send  resume  to  Parkside  Lodge  of 
Austin/The  Faulkner  Center,  1900  Rio  Grande, 
Austin,  Texas  78705;  512  584-0075.  Attention: 

Frances  Hamm. 

Texas-based  physician  search  firm  has  positions 

available  throughout  the  US  for  OBC,  orthopedics, 
family  practice  and  ophthalmology.  Call  collect 
Jerry  Lewis,  817  776-4121  or  send  CV  to  The  Lewis 
Group,  1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas 
76710. 

Otolaryngologist — Medical  staff  of  busy  regional 

medical  center  serving  150,000  seeks  recently 
trained  BE;/BC  ENT,  Modern,  200-bed  hospital. 
Share  call  with  BC  ENT.  Quality  lifestyle  in  area 
with  strong,  diversified  economy,  excellent  schools. 
Incentive  package  available.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 

general  surgeon.  New  hospital  under  construction. 
Community  has  sound  economy,  good  schools,  air- 
port. Generous  incentive  package  to  qualified 
candidate  including  income  guarantee,  relocation 
allowance,  office  space,  and  more.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

Anesthesiologist — Regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BC  anesthesiologist. 
Loose  association  with  existing  MDA,  three  hospital 
CRNAs.  4,200  anesthesia  cases  per  year.  Attractive 
NE  Texas  community  of  27,000  with  strong,  diversi- 
fied economy,  excellent  schools.  Contact  Physician 
Resource  Network,  P.O.  Box  37102,  Fort  Worth, 
Texas  76117;  817  595-1128. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Save  $$$  on  your  medical  equipment  needs!!! 

Autoclaves  to  x-rays  . . . complete  setups  to  single 
items.  If  we  don't  have  it,  we  can  usually  locate 
it.  Save  more  than  50%  on  most  items.  All  equip- 
ment guaranteed,  and  delivery  available  to  any  loca- 
tion. We  sell,  broker,  repair  and  buy.  Call  or  write 
for  any  information  and/or  our  complete  warehouse 
inventory  list.  Medexchange,  3021  Carmel,  Dallas, 
Texas  75204;  214  824-5040. 

Discount  Holter  Scanning  Services  starting  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologists  overread  available  for  $15. 
Stress  test  electrodes  at  $.29.  One  free  test  is 
offered  at  no  obligation  on  a trial  basis.  For  more 
information  call  up  today  at  1-800-248-0153. 


Office  Space/ Property 

Austin,  Medical  Office  Space — Medical  Science 
Center,  711  W.  38th  Street,  Austin.  Approximately 
767  square  feet  for  lease.  Well  appointed  physi- 
cian's office,  exam  room,  office/reception  areas. 
512  346-2100. 

Medical  office  space  for  lease  in  Taylor  30  miles 
northeast  of  Austin.  Excellent  opportunity  for  fam- 
ily practice  or  internist.  Taylor  has  a drawing  of 
40,000  plus  and  is  near  the  proposed  Austin  air- 
port. Contact  Tom  Hendrix  512  352-7664  or  512 
225-6354  evenings. 

Space  Available — Texas  Medical  Center  Area,  Hous- 
ton. Office  space  to  share,  one  consultation  room 
and  three  examination  rooms.  Facilities  for  labora- 
tory, x-rays  and  treadmill  testing.  Ample  space  for 
parking.  Reasonable  rates.  Please  call  713  797-0461 
between  8:30  am-4:30  pm,  Monday  through  Friday. 

Doctor  Retiring — 32  years  general  practice  in  same 
location.  Offices  for  lease.  2 doctor's  offices,  7 
examining  rooms,  lab,  x-ray,  reception,  3 restrooms. 
Well  established  blue  collar  neighborhood.  Approxi- 
mately 2,150  sq.  ft.  for  $1,165  per  month.  Located 
in  Lake  Worth  area  of  northwest  Fort  Worth,  Texas. 
Call  817  237-2929. 


Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Cross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  237- 
7765. 

For  Sale — General  practice,  HEB  area.  Gross 
$164,000.  All  equipment  less  than  five  years  old. 
EKC,  Medco  sonolator.  Hydrocollator  packs,  Culpo- 
scope,  Cryo  unit.  Xerox,  etc.  Please  contact  Ad-703, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 


BUSINESS  AND  FINANCIAL 
SERVICES 

Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  LHP  Services  Inc., 
1221  Abrams  Road,  Suite  318,  Richardson,  Texas 
75081.  Contact  Dan  Lewis  at  214  437-1180  office  or 
214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $S,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


CONTINUING  EDUCATION 

November  1988  intensive  one  week  refresher  course 

in  Norfolk,  Virginia  by  professors,  MDs,  and  PhDs 
involved  in  medical  education.  Prepare  yourself 
thoroughly  and  professionally  in  the  basic  and 
clinical  sciences  most  needed  tor  these  examina- 
tions. Study  materials  provided.  USNBE  Review 
Center,  P.O.  Box  767,  Friendswood,  Texas  77546; 
713  482-8597. 

1989  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal.  Ap- 
proved for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Prescheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  1-800-521-0076  or  516  549- 
0869. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


A defense 
against  cancer 
can  be  cooked  up 
in  your  kitchen. 


There  is  evidence 
that  diet  and  cancer 
are  related.  Some 
foocds  may  promote 
cancer,  while  others 
protect  you  from  it. 

Foods  related  to  low- 
ering the  risk  of  cancer 
of  the  larynx  and  esoph 
agus  all  have  high 
amounts  of  carotene,  a 
form  of  Vitamin  A 
which  is  in  canta- 
loupes, peaches,  broc- 
coli, spinach,  all  dark 
green  leafy  vegeta- 
bles, sweet  potatoes, 
carrots,  pumpkin, 
winter  squash,  and 
tomatoes,  citrus  fruits  and 
brussels  sprouts. 

Foods  that  may  help  reduce  the 
risk  of  gastrointestinal  and  respira- 
tory tract  cancer  are  cabbage, 
broccoli,  brussels  sprouts,  kohl- 
rabi, cauliflower. 

Fruits,  vegetables  and  whole- 
grain  cereals  such  as  oat- 
meal, bran  and  wheat 
may  help  lower  the 
risk  of  colorectal 
cancer. 

Foods  high  in  fats, 
salt-  or  nitrite-cured 
foods  such  as  ham, 
and  fish  and  types  of 
sausages  smoked  by  traditional 
methods  should  be  eaten  in 
moderation. 

Rp  mnriprare  in  consumntion 


of  alcohol  also. 

A good  rule  of  thumb  is  cut 
down  on  fat  and  don’t  be  fat. 
Weight  reduction 
may  lower  cancer 
risk.  Our  12-year  i 
study  of  nearly  a ] 
million  Americans 
uncovered  high 
cancer  risks  partic- 
ularly among  people 
40%  or  more  overweight. 

Now,  more  than  ever,  we 
know  you  can  cook  up  your 
own  defense  against  cancer.  So 
eat  healthy  and  healthy. 


I 


No  one  faces 

cancer  alone. 

AMERIOW  CANCER  SOQETY© 
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Addressing  the 
Socioeconomic 
Concerns  of 
Internists  and 
Their  Patients 


TSIM  Annual  Meeting 
ACP/Texas  Scientific  Meeting 
November  3-4, 1988 
Rivercenter  Marriott 
San  Antonio,  Texas 


Texas  Society  of  Internal  Medicine 
For  more  information  call:  512-477-6704 


Volume  84  October  1988 


Continuing  Education  X^irectory 


COURSES 


NOVEMBER 
Anesthesiology 
Nov  12,  1988 

BAY-CAP  MINI  SYMPOSIUM.  Marriott-Medical  Center,  Houston.  Fee 
TBA.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030 

Cancer 

Nov  2-5,  1988 

32ND  ANNUAL  CLINICAL  CONFERENCE/OPTIMIZING  MANAGE 
MENT  OE  PRIMARY  BONE  TUMORS;  MULTI-DISCIPLINARY  AP- 
PROACH. MD  Anderson  Hospital,  Clark  Clinic  Bldg  Auditorium, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy,  MD  Anderson 
Cancer  Center,  Conference  Services  Box  131,  1515  Holcombe  Blvd, 
Houston,  IX  77030  (713)  792-2222 

Cardiovascular  Diseases 

Nov  30-Dec  1,  1988 

SELECTED  TOPICS  IN  CARDIOLOGY/3  3RD  ANNUAL  JAMES  AND  UNA 
TRUITT  LECTURE.  Texas  Medical  Center,  Houston.  Fee  SIO.  Category 
1,  AMA  Physician’s  Recognition  Aw'ard;  6 hours.  Contact  Sam  Nixon, 
MD,  PO  Box  20367,  1 100  Holcombe  Blvd,  Rm  1501,  Houston,  TX 
77225  (713)  792-4671 

Critical  Care  Medicine 

Nov  17-19,  1988 

THORACIC  AND  ABDOMINAL  TRAUMA/8TH  ANNLIAL  WILLIAM 
BEAUMONT  ARMT'  MEDICAL  CENTER  TRAUMA  SYMPOSIUM.  Mar- 
riott Hotel,  El  Paso,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recog- 
nition Award;  20  hours.  Contact  Mrs  Marty  May,  Trauma  Service,  Dept 
of  Surgery,  William  Beaumont  Army  Medical  Cxnter,  El  Pa,so,  TX 
79920-5001  (915)569-2621  or  (915  ) 569-2787 

General  Medicine 

Nov  10-12,  1988 

DIABETES  UPDATE  1988.  TTie  University  of  Texas  Medical  Branch, 
Galveston,  Tex.  Fee  S250  physicians,  SI 25  non-physicians.  Category’  1, 
AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Martha  Berlin, 
Office  of  Continuing  Education,  J-34,  LITMB,  Galveston,  TX 
77550-2782  (409)  761-2934 

Geriatrics 

Nov  18,  1988 

COMPREHENSIVE  GERIATRIC  ASSESSMENT.  Hilton,  San  Francisco.  Fee 
S75  American  Geriatrics  Society  and  Gerontological  Society  of  Amer- 
ica members,  SI 00  nonmembers,  S50  residents,  interns,  fellows,  $35 
students.  Category  1,  AMA  Physician’s  Recognition  Award;  5.5  hours. 
Contact  American  Geriatrics  Society,  770  Lexington  Ave,  Suite  400, 
New  York,  NY  10021  (212)  308-1414 

Neurology 


San  Antonio,  Tex.  Fee  S40  physicians,  S20  physicians  in  training.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  4 hours.  Contact  Continu- 
ing Medical  Education  Office,  The  University  of  Texas  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Obstetrics  and  Gynecology 
Nov  1-5,  1988 

CONTEMPORARY  ISSUES  AND  PRACTICES  IN  OB/G’LN.  Westin  Hotel, 
Dallas.  Fee  S475  complete  course,  $325  basic  course,  $150  pathology 
course.  Category  1 , AMA  Physician’s  Recognition  Award;  36  hours. 
Contact  June  Bovill,  Division  of  Continuing  Education,  The  University 
of  Texas  Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas, 
TX  75235  (214)688-2166 

Nov  2-6,  1988 

PELVIC  AND  VAGINAL  SURGERY.  San  Antonio,  Tex.  Eee  $450.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  14  hours.  Contact  Susan 
larson,  Scott  and  White  Hospital,  2401  S 31st  St,  Temple,  TX  76508 
(817)774-4083 

NOV  3-5,  1988 

OBSTETRIC  ULTRASOUND.  Royal  Sonesta  Hotel,  New  Orleans.  Fee 
$445,  $395  fellows,  $198  life  and  subspecialty  fellows.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours.  ACOG,  16  cognates. 
Contact  the  American  College  of  Obstetricians  and  Gynecologists,  600 
Maryland  Ave  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  9-11,  1988 

IXSERS  IN  G'YNECOLOGY.  University  of  Massachusetts  Medical  Cen- 
ter, Worchester,  Mass.  Eee  $"'50,  $700  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  20  hours.  ACOG,  20  cognates.  Contact  the 
American  College  of  Obstetricians  and  Gynecologists,  600  Maryland 
Ave  SW,  Suite  300  East,  Washington,  DC  20024-2588 

Nov  10,  1988 

NEW  TREATMENT  REGIMENS  IN  THE  DISORDERS  OF  WOMEN/PSY- 
CHIATRIC AND  GYNECOLOGIC  PERSPECTIVES.  Inn  on  the  Park, 
Houston.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  7 
hours.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  Texas  Medical 
Center,  Houston.  TX  77030  (713)  799-6020 

Nov  12,  1988 

UPDATE  ON  OVARIAN  CANCER.  MD  Anderson  Cancer  Center,  Clark 
Clinic  Auditorium,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley  Roy, 
MD  Anderson  Cancer  Center,  Conference  Services,  Box  131,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Nov  18-19,  1988 

lOTH  ANNUAL  SEMINAR  IN  OBSTETRICS  AND  G’mECOLOGY.  Texas 
Tech  University  Health  Sciences  Center,  Lubbock,  Tex,  Eee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  8.5  hours.  Contact  Vicki 
Hollander,  Office  of  Continuing  Medical  Education,  Texas  Tech  Univer- 
sity HSC,  Lubbock,  TX  79430  (806)  743-2929 

Nov  28-29,  1988 

COMPUTER  APPLICATIONS  IN  OBSTETRICS  AND  G’mECOLOGY:  AN 
INTRODUCTORY  WORKSHOP.  Houstonian  Hotel  and  Conference 
Center,  Houston.  Fee  $550,  $500  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  1 4 hours.  ACOG,  1 4 cognates.  Contact  the  Ameri- 
can College  of  Obstetricians  and  Gynecologists,  600  Maryland  Ave  SW, 
Suite  300  East,  Washington,  DC  20024-2588 


Nov  5,  1988 

CONTROVERSIES  IN  STROKE.  Marriott  Rivercenter  Hotel-Downtown, 


Texas  Medicine 


Oncology 

Nov  30-Dcc  1,  1988 

CLINICAL  PROBLEMS  IN  ONCOLCXiY.  Marriott  Hotcl-Mcdical  Center, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Tamara  Greiner  or  Carol 
Soroka,  Baylor  C'ollege  of  Medicine,  One  Baylor  Plaza,  Houston,  I'X 
77030 

Ophthalmology 

Nov  17-19,  1988 

WELSH  CATARACT  CONGRESS,  Westin  Galleria,  Houston.  Fee  S48S. 
Credit  TBA.  Contact  Carol  Soroka  or  Vicki  Forgac,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Orthopedic  Surgery 

Nov  9-13,  1988 

CHALLENGE  OF  THE  LUMBAR  SPINE/ lOTH  ANNIVERSARY  SYM- 
POSIUM. Hyatt  Regency  Hotel,  San  Antonio,  Tex.  Fee  SS50  physicians, 
$42S  residents,  interns,  SI 50  per  day.  Category  1,  AMA  Physician’s 
Recognition  Award;  31  hours.  Contact  Challenge  of  the  Lumbar  Spine, 
Inc,  4330  Medical  Drive,  Suite  210,  San  Antonio,  TX  78229  (512) 
696-9971 

Pediatrics 

Nov  11-12,  1988 

PEDIATRICS  FOR  THE  PRACTrriONER/22ND  ANNUAI.  KENNETH 
HALTAUN  PEDIATRICS  SEMINAR.  Westin  Hotel,  Dallas.  Fee  SI 25. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact 
June  Bovill,  Continuing  Education,  UT  Southwestern  Medical  Center, 
5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688  2166 

Nov  11-12,  1988 

ADVANCES  IN  THE  TREATMENT  OF  PEDIATRIC  BONES.  Westin  Gal 
leria  Hotel,  Dallas.  Fee  SI 50  before  Sept  1,  $175  after  Sept  1.  Credit 
TBA.  Contact  Linda  Henry,  Humana  Hospital-Medical  City  Dallas,  7777 
Forest  Lane,  Dallas,  TX  75230  (214)  788-6236 

Nov  30-Dec  2,  1988 

ENTEROPATHY  OF  INFANTILE  MALNUTRITION,  DIAGNOSIS  AND 
MANAGEMENT.  Children’s  Nutrition  Research  Center,  Baylor  College 
of  Medicine,  Houston.  Fee  S175.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  18  hours.  Contact  Vicki  Forgac  or  Lila  Lerner,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Plastic  Surgery 

Nov  3-5,  1988 

AESTHETIC  OCULOPLASTIC  SURGERY,  CURRENT  CONCEPTS,  Wal- 
dorf Astoria  Hotel,  New  York.  Fee  $775  physicians,  $375  residents,  fel- 
lows. Category  1,  AMA  Physician’s  Recognition  Award;  17  hours. 
Contact  Francine  Leinhardt,  Manhattan  Eye,  Ear  and  ITiroat  Hospital, 
210  E 64th  St,  New  York,  NY  10021  (212)838-9200 

Psychiatry 

Nov  18-20,  1988 

34TH  ANNUAL  GROUP  THERAPY  SYMPOSIUM.  San  Francisco.  Fee 
TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Con- 
tact Extended  Programs  in  Medical  Education,  Room  569-U,  University 
of  California  School  of  Medicine,  San  Francisco,  CA  94 1 4.3  ( 4 1 5 ) 
476-4251 

Nov  19,  1988 

AFFECTIVE  DISORDERS:  TREATMEN  T UPDA  TE.  The  Grand  Kempinski 
Hotel.  Dallas.  Fee  $90  physicians,  $50  residents.  Category  1 , AMA  Phy- 
sicians Recognition  Award;  7 hours.  Contact  Diane  Pitkin,  St  Paul  Medi- 
cal Center,  5909  Harry  Hines  Blvd,  Dallas,  TX  752.35  (214)  879-3789 

Radiology 

Nov  14-18,  1988 

RADIATION  SAFETY  OFFICERS  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  $750,  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  the  Continuing 
Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio, 

TX  78284-7980  (512)  567-4444 


Nov  16-19,  1988 

FUNDAMENTAIX  OF  MRl.  The  University  of 'Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  the  Continuing  Medical  Education 
Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  IX  78284  7980 
(512)  567-4444 

Risk  Management 

Nov  10-11,  1988 

RISK  MANAGEMENT  AND  QUALITY'  ASSURANCE:  ISSUES  AND  IN  TER 
ACTIONS.  West  Chase  Hilton,  Houston.  Fee  TBA.  Credit  'TBA.  Contact 
Nancy  Ebert,  PO  Box  15587,  Austin,  TX  78761  (512)  465  1000  or 
(800)  252-9403 

Surgery 

Nov  2-5,  1988 

THE  WRIST  1988.  Saddlebrook  Resort,  Tampa,  Fla.  Fee  $520  physi- 
cians before  Oct  3,  $570  physicians  after  Oct  3,  $370  residents,  fel- 
lows before  Oct  3,  $420  residents,  fellows  after  Oct  3.  Category  1 , 

AMA  Physician’s  Recognition  Award;  19  hours.  Contact  American  So- 
ciety of  the  Hand,  3025  S Parker  Rd,  Suite  65,  Aurora,  CO  80014  (303) 
755-4588 

Nov  4-5,  1988 

GENERAL  SURGERY  UPDATE  1988.  Marriott-Medical  Center,  Houston. 
Fee  $225.  Category  1,  AMA  Physician’s  Recognition  Award;  12  hours. 
AAFP  prescribed.  Contact  Lila  Lerner,  Office  of  Continuing  Education, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  770.30 
(713)799-6020 

Nov  18-20,  1988 

RIGID  FIXATION  OF  THE  CRANIOFACIAL  SKELETON.  Sheraton  Inner 
Harbor  Hotel,  Baltimore.  Fee  $425  physicians,  $250  residents,  fellows. 
Category  1,  AMA  Physician’s  Recognition  Award;  19  hours.  Contact 
Kimberly  Unitas,  Maryland  Institute  for  Emergency  Medical  Services 
Systems,  1 1 S Paca  St,  Suite  304,  Baltimore,  MD  21201  ( 301  ) 328-2399 

DECEMBER 

Cancer 

Dec  7-9,  1988 

ADVANCES  IN  CANCER  MANAGEMENT/NATIONAL  CONFERENCE  OF 
THE  AMERICAN  CANCER  SOCIEIY.  Hyatt  Regency  Hotel,  Los  Angeles, 
CA.  Fee  $200  physicians  before  Nov  20,  $250  after  Nov  20.  Category' 

1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  the  Ameri- 
can Cancer  ,Society,  National  Conference  on  Advances  in  C.ancer  Man- 
agement, 3340  Peachtree  Road  NE,  Atlanta,  GA  30026  (212)  599-3600 

Chest  Disease 

Dec  2-3,  1988 

UPDATE  ON  CHRONIC  OBS  TRUCTIVE  PULMONARY  DISEASE.  Hotel 
Intercontinental,  New  Orleans.  Fee  $150  member  American  College  of 
Chest  Physicians,  $175  nonmember  ACCP.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  9 5 hours.  Contact  American  College  of 
Chest  Physicians,  PO  Box  93826,  Chicago,  IL  60673  (312)  698-2200 

Family  Medicine 

Dec  2-3,  1988 

3RD  ANNUAL  PRIMARY  CARE  RESEARCH  AND  STATISTICS.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  $125.  Category  1, 

AMA  Physician’s  Recognition  Award;  14  hours.  AAFP  prescribed,  1.3.75 
hours.  C:ontact  the  Continuing  Medical  Education  Office,  U THSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Dec  2-3,  1988 

2ND  ANNUAL  UPDATE  ON  COMMON  MEDICAL  AND  SURGICAL 
PROBLEMS.  Hyatt  Regency,  San  Antonio,  'Tex.  Fee  I’BA.  Credit  I’BA. 
Contact  Kathleen  O’Shea,  Humana  Hospital,  8026  Floyd  Curl  Dr,  San 
Antonio,  TX  78229  (512)  692-8257 

Dec  3,  1988 

PRACTICE  UPDATE  88.  Grand  Kempinski  Hotel,  Dallas.  Fee  $90  physi- 
cians, $50  residents.  Category  1,  AMA  Physician’s  Recognition  Award; 
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" hours.  Contact  Diane  Pitkin.  St  Paul  Medical  Center,  3909  Harr\' 
Hines  Blvd,  Dallas.  TX  73235  (214)  879-3789 

General  Medicine 

Dec  3-4,  1988 

CHRONIC  PAIN  AND  THE  PRIMARY  PH3  SICIAN.  Marriott  Hotel- 
Medical  Center,  Houston.  Fee  Sl^s.  Category-  1.  AMA  Physician’s  Rec- 
ognition Award;  10  hours.  Contact  Sam  Nixon,  MD,  PO  Box  2036"^, 

1 100  Holcombe  Blvd,  Rm  1301,  Houston,  TX  77223(^13  ) ■792-46'' 1 

Geriatrics 

Dec  9,  1988 

MIT.TIDISC1PLINARY  CHALLENGES  OF  GERUTRIC  CARE.  New  3’ork 
Academy  of  Medicine,  N\’.  Fee  S''3  physicians,  S43  students.  Category’ 
1,  AMA  Physician’s  Recognition  Award;  4.3  hours.  AAFP  prescribed. 
Contact  American  Geriatrics  Societs'.  770  Lexington  Ave.  Suite  400. 
New  York.  NY  1 002 1 ( 2 1 2 ) 308- 1 -i  1 4 

Obstetrics  and  Gynecology 

Dec  1-3,  1988 

CLINICAL  UPDATE  ON  OBSTETRIC  AND  CATVECOLOGIC  INFEC- 
TIONS. Plaza  of  the  Americas  Hotel.  Dallas.  Fee  S2''3.  Category  1 , AMA 
Physician’s  Recognition  Award;  1 2 hours.  Contact  Roland  Black,  MD, 
Registration  Chairman,  7777  Forest  lane-MCD,  A-331,  Dallas,  TX 
73230 

Ophthalmology 

Dec  1-3,  1988 

30TH  ANNLIAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY  Hotel  In- 
tercontinental. Houston.  Fee  S2"73.  No  credit  available.  Contact  Bette 
Burkett,  Cullen  Eye  Institute,  Baylor  College  of  Medicine,  6501  Fannin, 
Houston,  TX  77030  (713)  799-3942. 

Orthopedic  Surgery 

Dec  1-3,  1988 

FALL  SYMPOSIUM  ON  BACK  PAIN/AMERICAN  BACK  SOCIETY'.  Hyatt 
Regency  Hotel,  San  Francisco.  Fee  TBA.  Category  1,  AMA  Physician’s 
Recognition  Award;  18.3  hours.  Contact  American  Back  Society,  264"' 

E 1 4th  St,  Suite  40 1 , Oakland,  CA  9460 1 (413)  336-9929 

Otolaryngology 

Dec  9-10,  1988 

ENDOSCOPIC  SINUS  SURGERY.  The  University’  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  S300.  Categoiy  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours.  Contact  Martha  Berlin,  Office  of  Continuing 
Education,  The  University  of  Texas  Medical  Branch,  'X'illiam  C.  Levin 
Hall  J-34,  Galveston,  TX  77330-2782  (409)  761-2934 

Pathology 

Dec  10,  1988 

ENDt)CRINE  TUMOR  PATHOLOGY/43TH  ANNUAL  PATHOLOGY 
SEMINAR.  The  University  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  SI 00.  Category  1,  AMA  Physician’s  Recognition  Award;  6 
hours.  Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (312)  367-4444 

Plastic  Surgery 

Dec  1-4,  1988 

BONE  GRAFTING,  BIOLOGY  AND  APPLICATION  FOR  MAXILLO- 
FACIAL INDICATIONS.  Le  Meridien  Hotel,  Coronado  Bay,  San  Diego. 
Fee  8350  physicians  before  Nov  1,  $395  physicians  after  Nov  1;  S175 
residents  before  Nov  1,  $200  residents  after  Nov  I.  Category  1,  AMA 
Physician’s  Recognition  Award;  21  hours.  Contact  Plastic  Surgery  Re- 
search Foundation  of , San  Diego,  PO  Box  33387,  San  Diego,  CA  92103 
(619)692-9115 


Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONFERENCE  ON  CONTEMPORARY  ISSUES  IN 


DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Holiday 
Inn  Crowne  Plaza-Galleria,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Linda  Brown,  Office  of  Continuing  Education,  G.  104  MSB,  The  Univer- 
sity’ of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  "77030  (713) 
792-5346 

Dec  3,  1988 

NEW  FRONTIERS  IN  NEUROPSYCHOPHARMACOLOGY/6TH  ANNUAL 
UPDATE  IN  PS\'CHIATRY.  The  University’  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  $73,  $95  late  fee.  Category-  1,  AMA  Physi- 
cian’s Recognition  Award;  ^ hours.  Contact  the  Continuing  Medical 
Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
•’8284-7980  (312)  367-4444 

JANUARY 

Cardiovascular  Disease 
Jan  22-24,  1989 

CARDIOVASCULAR  LASER  SMVIPOSIUM.  iX'estin  Galleria  Hotel,  Hous- 
ton. Fee  $500.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20343,  MC 
3-276,  Houston,  TX  77225  (713)  ‘791-213^ 

Critical  Care  Medicine 

Jan  31 -Feb  4,  1989 

CRITICAL  CARE  MEDICINE.  Sheraton  Royal  Biscayne,  Key  Biscayne, 
Fla.  Fee  TBA.  Credit  TDA.  Contact  the  University’  of  Miami  School  of 
Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  EL  33101  (303)  5-i7-6‘’16 

Family  Medicine 

Jan  2^-29.  1989 

VC'INTER  UPDATE  IN  FAMILY  MEDICINE.  South  Shores  Harbour  Re- 
sort, League  City-,  Tex.  Fee  TBA.  Category  1 , AMA  Physician’s  Recogni- 
tion Aw’ard;  hours  TBA.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Obstetrics  and  Gynecology 

Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Doubletree  Hotel-Post  Oak,  Houston.  Fee  $430  physicians,  $225 
non-Baylor  residents,  fellows.  Category-  1 , AMA  Physician’s  Recognition 
Award;  20  hours.  AAFP  and  ACOG  prescribed.  Contact  Lila  Lerner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT:  A MULTIDISCIPLINARY  APPROACH.  Hilton  Palacio 
del  Rio  Hotel,  San  Antonio,  Tex.  Fee  $130  before  Dec  1,  $173  after 
Dec  1.  Category-  1,  AMA  Physician’s  Recognition  Award;  8 hours. 

Credit  for  Council  on  Podiatry-  Education,  8 hours.  Contact  the  Con- 
tinuing Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (312)  567-4444 

Pediatrics 

Jan  3-8,  1989 

18TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE/PEDIAtRIC  UP- 
DATE 1989.  Pierre  Marques  Hotel,  Acapulco.  Fee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Ann  Boehme, 
Schneider  Children’s  Hospital,  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  1 1042  (718)  470-8650 

Radiology 

Jan  23-27,  1989 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  The  Uni- 
versity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  $650. 
Category  1 , AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 


Texas  Medicine 


Risk  Management 
Jan  9-19,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT  Trans  Panama  C:anal 
cruise,  C^aribbcan.  Fee  TBA.  Category-  1 , AMA  Physician’s  Recognition 
Ayvard;  24  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  1 89  Lodge  Ave,  Huntington  Station,  NA'  1 1 ~^-i6  ( 800 ) 52 1 -0076 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  SATVIPOSIUM.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
(Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd 
Curl  Dr.  San  Antonio.  TX  7828-t  7980  (512)  567-4444 

FEBRUARY 

Dermatology 

Feb  18-25,  1989 

POSTGRADUATE  COURSE/SYMPOSIUM  ON  DERMATOLOGICAL  AND 
RHEUMATOLOGICAL  DISEASES.  Vail,  Colo  Contact  Angelika  Ungen, 
Duke  University  Medical  Center,  Box  3135,  Durham,  NC  27710  (919) 
684-2504 

Gastroenterology 

Feb  23-25,  1989 

ADVANCES  AND  CONTROVERSIES  IN  THERAPEUTIC  ENDOSCOPY. 
Tucson.  Contact  the  University  of  Arizona  Health  Sciences  Center, 
Office  of  Medical  Education,  Tucson,  AZ  85724  (602)  626-7832 

General  Medicine 

Feb  23-26,  1989 

7TH  ANNUAL  INTERNATIONAL  SYMPOSIUM  ON  MAN  AND  HIS  EN- 
VIRONMENT IN  HEALTH  AND  DISEASE.  Dallas.  Contact  Kim  Rice, 
American  Environmental  Health  Foundation,  Inc,  8345  Walnut  Hill 
Lane,  Suite  205,  Dallas,  TX  75231  (214)  324-1731  or(2l4)  368-4132 

Obstetrics  and  Gynecology 

Feb  24-25,  1989 

PREVENTION  AND  TREATMENT  OF  PREMATURE  lABOR.  San  An- 
tonio, Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Occupational  Medicine 

Feb  22-25,  1989 

OCCUPATIONAL  MEDICINE.  Houston.  Contact  Carol  Soroka,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Pathology 

Feb  16-19,  1989 

7TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE.  Houston  Contact 
Tamara  Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Hous- 
ton, TX  77030  (713)  799-6020 

Psychiatry 

Feb  2-3,  1989 

1988  1989  PSYCHIATRIC  QUALITY  ASSURANCE  SEMINAR.  Houston. 
Contact  The  National  Association  of  Quality  Assurance  Professionals, 
104  Wilmont  Rd,  Suite  201,  Deerfield,  IL  60015-5195  ( 3 1 2 ) 940-8800 

Radiology 

Feb  6- 10,  1989 

BASIC  RADIOLOGICAL  HEALTH.  San  Antonio,  Tex.  Contact  the  Uni- 
versity of  Texas  Health  Science  Center,  Continuing  Medical  Education 
Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

Feb  27-March  3,  1989 

6TH  ANNUAL  PRACTICAL  RADIOLOGY  COURSE.  Tucson.  Contact  the 


University  of  Arizona  Health  Sciences  Center,  Office  of  Medical  Educa- 
tion, Tucson,  AZ  85724  (602)  626-7832 

Risk  Management 

Feb  24,  1989 

A CASE  STUDY  APPROACH  TO  RISK  MANAGEMENT  AND  MALPRAC 
TICE,  FUNDAMENTAL  PRINCIPIJ-S  Bal  Harbour,  Fla  f:ontact  the  Uni- 
versity of  Miami  School  of  Medicine,  Division  of  Continuing  Medical 
Education  D23-3.  PO  Box  016960,  Miami,  EL  33101  ( 305 ) 547-6716 

MARCH 

Anesthesiology 

March  3-5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS  Houston. 
Contact  Marjorie  Kraft,  6431  Fannin,  G.104,  Houston,  TX  77030  (713) 
792  5346 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  San 
Antonio,  Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284-7980  (512)  567-4444 

General  Medicine 

March  3—4,  1989 

3RD  INFECTIOUS  DISEASES  SYMPOSIUM.  El  Paso,  Tex.  Contact  Karen 
Greenup,  Registrar,  Providence  Memorial  Hospital,  2001  N Oregon,  El 
Paso,  TX  79902  (915)  542-6660 

Oncology 

March  5-9,  1989 

CRITICAL  DETERMINANTS  IN  CANCER  PROGRESSION  AND  METAS- 
TASIS. Houston.  Contact  Shirley  Roy,  Conference  Services,  Box  131, 
MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd,  Houston,  TX 
77030  (713)  792-2222 

Ophthalmology 

March  17-19,  1989 

THE  CULLEN  COURSE.  Houston.  Contact  Carol  Soroka,  Baylor  College 
of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

March  31 -April  1,  1989 

9TH  ANNUAL  OPHTHALMOLOGY  CLINICAL  CONFERENCE.  San  An- 
tonio, Tex.  Contact  the  University  of  Texas  Health  Science  Center, 

7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  ( 512 ) 567-4444 

Pathology 

March  13-1"^,  1989 

CURRENT  CONCEPTS  IN  TOXICOLOGY.  San  Antonio,  Tex.  Contact 
the  University  of  Texas  Health  Science  Center,  Continuing  Medical 
Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 

Pediatrics 

March  29-April  1,  1989 

SYMPOSIUM  ON  GU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN 
NUAL  PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Washington,  DC. 
Contact  Marian  Troup,  Dept  of  Pediatrics,  The  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-3439  or  (214)  688-2166 

Plastic  Surgery 

March  3-5,  1989 

RHINOPIASTY:  AN  EDUCATIONAL  SYMPOSIUM.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  the  University  of  Texas 
Southwestern  Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX 
75235  (214)  688-2166 
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Risk  Management 

March  9-20,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT.  Caribbean.  Contact 
International  Conferences,  Suite  C,  1 89  Lodge  Ave,  Huntington  Station, 
NY  1 1 746  ( 800 ) 52 1 -0076 

Surgery 

March  30-ApriI  I,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Dallas.  Contact  June  Bovill, 
Continuing  Education,  the  University  of  Texas  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

APRIL 

Allergy 

April  6-9,  1989 

SOUTHWEST  ALLERGY  FORUM- 1989.  Scottsdale,  Ariz.  Contact  Carol 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

Family  Medicine 

April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  San  An- 
tonio, Tex.  Contact  The  University  of  Texas  Health  Science  Center, 
Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio, 
TX  78284  7980  (512)  567-4444 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houston.  Contact 
Shirley  Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Cen- 
ter, 1515  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

April  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EYE. 
The  Woodlands,  Tex.  Contact  Tamara  Greiner,  Baylor  College  of  Medi- 
cine, One  Baylor  Plaza,  Houston,  TX  77030 

Orthopedic  Surgery 

April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Dallas.  Contact 
June  Bovill,  Continuing  Education,  The  University  of  Texas  Southwest- 
ern Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Orthorhinolaryngology 

April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Dallas.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

April  28-29,  1989 

PEDIATRICS  AND  ALL  THAT  JAZZ/CURRENT  PRACTICE  AND  RE- 
CENT ADVANCES.  New  Orleans.  Contact  Martha  LeTard,  Alton 
Ochsner  Medical  Foundation,  Continuing  Medical  Education,  1516 
Jefferson  Hwy,  New  Orleans,  LA  70121  (504)  838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Houston.  Contact  Tamara  Greiner,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston  77030 


Radiology 

April  5-8,  1989 

EUNDAMENTALS  OF  MRI.  San  Antonio,  Tex.  Contact  The  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-7980 


REGULARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category'  1 , AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr.  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAl.  MEDICINE  GRAND  ROLINDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category’  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  (512)  480-1869 

Fridays,  12  pm  (2nd  and  4th) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI,  The  Methodist  Hospital,  Houston.  Fee 
81,000  physicians;  8500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  Lab,  Room  443E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  81,000  physicians  for  40  hours;  81,600 
physicians  for  80  hours;  8800  residents  and  fellows  for  40  hours; 
81,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CUNICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
835  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-7291 
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PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category'  1 credit  toward  the  AMA  Physi 
cian’s  Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  A.s.so- 
elation,  1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704. 

OCTOBER 

INSURANCE  CLAIMS  PREPARATION,  CODING  AND  DOCUMENTA 

TION — 3 hours 

Oct  13,  1988,  Midland 

Oct  14,  1988,  Lubbock 

Oct  19,  1988,  Abilene 

Oct  21,  1988,  Dallas 

HOW  TO  IMPROVE  YOUR  THIRD  PARTV  REIMBURSEMENT— 3 
hours 

Oct  13,  1988,  Midland 
Oct  14,  1988,  Lubbock 
Oct  19,  1988,  Abilene 
Oct  21,  1988,  Dallas 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Oct  28-29,  1988,  Temple 

NOVEMBER 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE— 6 hours 
Nov  9,  1988,  San  Antonio 
Nov  10,  1988,  Ft  Worth 
Nov  11,1 988,  Houston 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE—  1 1 hours 
Nov  16-17,  1988,  Dallas 
Nov  18-19,  1988,  Lubbock 
Nov  29—30,  1988,  Houston 

DECEMBER 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Dec  1 — 2,  1988,  San  Antonio 


CALENDAR  OF  MEETINGS  "Denotes  Texas  Meetings 


October 

12TH  NATIONAL  CONFERENCE  ON  CORRECTIONAL  HEALTH  C;ARE, 
Lake  Buena  Vista,  FL,  Oct  31 -Nov  2,  1988.  Contact  Edward  Harri.son, 
National  Commission  on  Correctional  Health  Care,  2000  N Racine, 
Suite  3500,  Chicago,  IL  60614  (312)  528-0818 

AMERICAN  ACADEMY'  OF  CHILD  AND  ADOITSCENT  PS5  C:HIAI  RY 
ANNUAL  MEETING,  Seattle,  Oct  26—30,  1988.  Contact  American 
Academy  of  Child  and  Adolescent  Psychiatry’,  3615  Wisconsin  Ave  NW, 
Washington,  DC  20016  ( 202)  966-7300 

■AMERICAN  ACADEMY  OE  OCCUPATIONAL  MEDICINE  ANNUAL 
MEETING,  San  Antonio,  Oct  24—28,  1988.  Contact  American  Academy 
of  Occupational  Medicine,  2340  S Arlington  Heights  Rd,  Ste  400,  Ar- 
lington Heights,  IL  60005  (312)  228-6850 

AMERICAN  ACADEMY  OF  OPHTHALMOLOGY  ANNUAL  MEETING, 

Las  Vegas,  Oct  8-12,  1988.  Contact  AAO,  655  Beach  St,  PC)  Box  7424, 
San  Francisco,  CA  94120  (415)  921-4700 

AMERICAN  ACADEMY  OF  PEDIATRICS  ANNUAL  MEETING,  San 
Francisco.  Oct  15—20,  1988.  Contact  AAP,  l4l  Northwest  Point  Blvd, 
Elk  Grove  Village,  IL  60009  (312)  228-5005 


americ;an  academy  of  physic;al  medicine  and  rehabii.ita 

TION  ANNUAL  MEE  TING,  .Seattle,  Oct  30-Nov  4,  1988.  (;ontact  Ameri- 
can Academy  of  Physical  Medicine  and  Rehabilitation,  122  S Michigan 
Ave,  Ste  1 300,  C:hicago,  11,  60603  (312)  922-9366 

AMERIC:AN  CXILLEGE  OF  SURGEONS  ANNUAL  MEETING,  Chicago, 
Oct  23—28,  1988.  C^ontact  American  C4)llege  of  Surgeons,  55  E Erie  St, 
Chicago,  11.  6061 1 (312)  664-4050 

americ;an  society  for  therapeui  ic  r.\diology  and  on 

COLOGY  ANNUAL  MEETING,  New  Orleans,  Oct  9-14,  1988.  Contact 
American  Society  for  Tlierapeutic  Radiology  and  Oncology,  1891  Pres- 
ton White  Dr.  Reston,  VA  22091  (703)648-8900 

AMERICAN  SOClETi'  OF  ANESTHESIOLOGISTS  ANNUAL  MEETING, 
San  Francisco,  Oct  8—12,  1988.  Contact  ASA,  515  Busse  Higliway,  Park 
Ridge,  IL  60068  (312)  825-5586 

AMERICAN  SOCIETY  OF  CLINICAL  PATHOLOGISTS  ANNUAL  MEET- 
ING. Las  Vegas,  Oct  24—30,  1988.  Contact  American  Society  of  Clinical 
Pathologists,  2100  W Harrison,  Chicago,  IL  60612  (312)  738-1336 

AMERICAN  SOCIETY  OF  INTERNAL  MEDICINE  ANNUAL  MEETING, 
Atlanta,  Oct  13—16,  1988.  Contact  American  Society  of  Internal  Medi- 
cine, 1101  Vermont  Ave  IMW,  Ste  500,  Washington,  DC  20005  ( 202 ) 
289-1^00 

■ASSOCIATION  OF  MILITARY  SURGEONS  OF  THE  US  95TH  ANNUAL 
MEETING,  San  Antonio,  Oct  30-Nov  4.  1988.  Contact  Association  of 
Military  Surgeons  of  the  US,  9320  Old  Georgetown  Rd,  Bethesda.  MD 
20814  (301  ) 897-8800 

COLLEGE  OF  AMERICAN  PATHOLOGISTS  SCIENTIFIC  MEETING,  I.as 
Vegas,  Oct  22-28,  1988.  Contact  College  of  American  Pathologists, 
5202  Old  Orchard  Rd,  Skokie.  IL  60077  (312)  966-5^00 

INTERSTATE  POSTGRADUATE  MEDICAL  ASSOCIAl  ION  73RD  SCIEN- 
TIEIC  ASSEMBLY/PRIMARY  CARE  UPDATE.  Reno,  Nev,  Oct  3 1 Nov  3, 
1988.  Contact  IPMA,  PO  Box  1 109,  Madison,  Wl  53701  (608)257-6^81 

MEDICAL  SOCIETV'  OF  THE  UNITED  STATES  AND  MEXICO  35TH  AN- 
NUAL SCIENTIFIC  MEETING,  Merida,  Yucatan,  Mexico,  Oct  26—29, 
1988.  Contact  Medical  Society'  of  the  United  States  and  Mexico,  810  W 
Bethany  Home  Rd,  Phoenix,  AZ  85013  (602)  246-8901 

MEDICAL  STAFF  AFFAIRS  SYMPOSIUM,' 1ST  ANNUAL,  San  Francisco, 
Oct  9—12,  1988.  Contact  the  Medical  Staff  Affairs  Institute,  6501  Park 
of  Commerce  Blvd,  Suite  210,  Boca  Raton,  FL  33487  (800  ) 877-2232 
ext  521 

WESTERN  SOCIETY  OF  ALLERGY  AND  IMMUNOLOGY  2"’TH  AN- 
NUAL SCIENTIFIC  SESSION,  San  Francisco,  Oct  27—29,  1988.  Contact 
Joyce  Gullixson,  Western  Society  of  Allergy  and  Immunology,  PO  Box 
1119,  Portland,  OR  97201  (503)  224-6159 

W'ORI.D  CONGRESS  ON  DISEASES  OF  THE  CHEST/55TH  ANNUAL 
SCIENTIFIC  ASSEMBLY.  Boston,  Oct  30-Nov  3,  1988.  Contact  Ameri- 
can College  of  Chest  Physicians,  Division  of  Education,  91 1 Busse 
Highway,  Park  Ridge,  IL  60068-2375  (312)698-2200 

November 

AMERICAN  ACADEMY’  OF  MEDICAL  DIRECTORS  INTERIM  MEETING, 
Ft  Lauderdale,  Fla,  Nov  15—18,  1988.  Contact  AAMD,  4830  W Ken- 
nedy Blvd,  Ste  648,  Tampa.  FL  33609  (818)  873-2000 

AMERICAN  COLITGE  OF  ALLERGY  AND  IMMUNOLOGY  ANNUAL 
SCIENTIFIC  MEETING.  Los  Angeles,  Nov  12—16,  1988.  Contact  ACAI, 
800  E Northwest  Hw'y,  Ste  101,  Mt  Prospect,  IL  60056  (312)  255-0380 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE  INTERIM  MEETING,  At- 
lanta, Nov  3—5,  1988.  Contact  ACIM,  PO  Box  190,  Maple  Glen,  PA 
19002  (215)  646-6800 

■AMERICAN  COLLEGE  OF  PHYSICIANS  TEXAS  CHAPTER/TEXAS  SO- 
CIETY' OF  INTERNAL  MEDICINE  SCIENTIFIC  MEETING,  San  Antonio 
Tex,  Nov  3-4,  1988.  Contact  the  University  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  '^■^03  Floyd  Curl  Dr.  .San 
Antonio.  TX  "78284  (512)  567-4424 
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.\MERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE  INTERIM  MEET- 
ING, Boston,  Nov  13,  1988.  Contact  ACPM,  1015  15th  St  NW,  Ste  403, 
Washington,  DC  20005  (202)  789-0003 

AMERICAN  GERIATRICS  SOCIETY  INTERIM  MEETING,  San  Francisco, 
Nov  18-21,  1988.  Contact  AGS,  770  Lexington  Ave,  Ste  400,  New 
York,  NY  10021  (212)  308-1414 

AMERICAN  SOCIETY  OF  ABDOMINAL  Sl'RGEONS  INTERIM  MEET- 
ING, Tampa,  Fla,  Nov  17—19,  1988.  Contact  ASAS,  '&%  Main  St, 
Melrose,  MA  02176(617)  665-6102 

AMERICAN  SOCIETY  OF  CYTOLOGY  ANNUAL  SCIENTIFIC  MEETING, 
Kansas  City,  MO,  Nov  4—8,  1988.  Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107(215)922-3880 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  99TH  ANNUAL 
MEETING.  Chicago,  Nov  11  — 17,  1988.  Contact  Association  of  Ameri- 
can Medical  Colleges,  1 Dupont  Circle  NW,  Ste  200,  Washington,  DC 
20036 

NATIONAL  ASSOCUTION  OF  MEDICAL  EXAMINERS  ANNUAL  MEET- 
ING, Boston,  Nov  4-9.  1988.  Contact  NSME,  1402  S Grand  Blvd,  St 
Louis,  MO  63104  (314)  577-8000 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA  47TH  SCIENTIFIC 
ASSEMBLY  AND  ANNLIAL  MEETING,  Chicago,  Nov  2^-Dec  2,  1988 
Contact  RSNA.  1415  W 22nd  St,  Tower  B,  Oak  Brook,  IL  60521  (312) 
571-2670 

SOCIETY'  FOR  CLINICAL  AND  EXPERIMENTAL  HY  PNOSIS  39TH  AN 
NUAL  WORKSHOPS  AND  SCIENTIFIC  MEETING,  Asheville.  NC,  Nov 
1—6,  1988.  Contact  SCEH  39th  Annual  Meeting  Registrar,  PO  Box 
2427,  Liverpool,  NY  13089-2427 

■TEXAS  ASSOCIATION  CONCERNED  WITH  SCHOOL  AGE  PARENT 
HOOD.  Ft  Worth,  Nov  2—4,  1988.  Contact  Karen  Quebe,  TACSAP,  PO 
Box  249,  Austin,  TX  ‘'8767  (512)  444-86-t8 

■TEXAS  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET- 
ING, Austin,  Nov  18—  19,  1988.  Contact  Sharon  Walker,  TMA,  1801  N 
Umar  Blvd.  Austin,  TX  78701  ( 5 1 2 ) 477-6704 

■TEXAS  SOCIETY'  OF  INTERNAL  MEDICINE  MEETING,  San  Antonio, 
Nov  4,  1988.  Contact  Donna  Parker,  Texas  Medical  Association,  1801 
N Umar  Blvd,  Austin,  TX  "’B'^Ol  ( 512)  477-6704 

December 

AMERICAN  ACADEMY'  OF  DERMA'l  OLOGY  ANNUAL  MEETING, 
Washington.  DC,  Dec  3—8,  1988.  (Contact  the  American  Academy  of 
Dermatologv’,  1 56'’  Maple  Ave,  Evanston,  IL  6020 1 (312)  869-3954 

AMERICAN  ACADEMY'  OF  PAIN  MEDICINE  ANNUAL  CONFERENCE, 
Analieim,  Calif,  Dec  9-10,  1988.  C;ontact  Ellis  Murphy,  AAPM,  43  E 
Ohio,  Suite  914,  Chicago,  11.  6061 1 ( 312  ) 645-0083 
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On  Nov.  8,  1988  vote 

Texas  Supreme  Court 

E^R)Tom  Phillips 
E^r)  Paul  Murphy 
B^R)  Nathan  Hecht 
B^d)  Raul  Gonzalez 
B^d)  Jack  Hightower 

PAID  FOR  BY  TEXAS  MEDICAL  POLITICAL 
I ACTIOM  COMMITTEE.  1905  N.  LAMAR  BLVD. 
AUSTIh.  TX  78705 


Keep  this  card  in  your  billfold 
or  purse  until  Nov.  8,  1988 


"Patient  Awareness 
Cards  Available 
for  Your  Use" 


Yes!  Please  send  me: 

250  ^500  1,000 

Supreme  Court  cards  fre£  to  give  to  my  patients  to 
sharpen  their  awareness  of  the  Texas  Supreme 
Court  races. 

Please  print  name  and  full  address: 


To  defray  costs,  voluntary  contributions  of  $5-$20  are  graciously 
accepted. 

Paid  for  by  Texas  Medical  Political  Action  Committee, 

1905  N.  Lamar  Blvd.,  Austin,  TX  78705 

Contributions  to  Texas  Association  PAC  (TEXPAC)  are  not  deductible 
as  charitable  contributions  for  federal  income  tax  purposes. 
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Created  by  the  Texas  Medical  Association 

Statewide  Service  Center: 
1-800-252-9179 

P.O.  Box  14746,  Austin, Texas  78761 


TMLT.ADECADEOF  SKURITY. 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
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Texas  A&M  University 
College  of  Medicine 


Fourth  Annual 


Second  Annual 


EMERGENCY  MEDICEME 
REVIEW 

OCTOBER  21-22,  1988 


UPDATE  BV  PELVIC 

AND 

VAGEVAL  SURGERY 

November  3-4,  1988 


Grand  Kempinski  Hotel 
Dallas,  Texas 


Plaza  San  Antonio 
(Formerly  Four  Seasons  Hotel) 
San  Antonio,  Texas 


For  more  information  or  to  register  contact:  Office  of  Continuing  Medical  Education,  (817)  774-2350, 
Scott  and  White,  Temple,  Texas  76508. 


Timberlawn  Psychiatric  Hospital 


Established  in  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Partial  Hospitalization  Programs 

• Residential  Services 

• Departments  of  Psychology, 
Neuropsychology  and  Social  Work 

• Family  Assessment  and  Treatment 


• Substance  Abuse  Services 

Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency  Training  Program 

• Child  Residency  Training  Program 
•JCAH  Approved 


Admissions:  P.O.  Box  11288  Dallas,  Texas  75223;  214/381-7181;  l-8(X)-426-4944 
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Our  tesuii  includes  you. 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 
Shadows 
Glen 

A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2H01  Gessjier,  Houston,  Texas  77080  ( 713)462-4000 


Southwestern  Information  System 
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SWIS  is  a physician-to-physician 
telephone  consultation  and  referral 
service  designed  to  offer  you 
more  direct  access  to  faculty 
specialists  at  UT  Southwestern. 

Through  the  use  of  this  sys- 
tem, you  can  obtain  specific 


medical  or  research  information 
and  discuss  patient-related 
problems  with  faculty  members. 

SWIS  creates  a multi- 
disciplinary approach  to  patient 
management  by  providing 
specialty  consultation  without  in- 
creasing the  cost  of  patient  care. 

Simply  dial  the  toll-free  number 
1-800-322-SWIS  (local/688-SWIS). 
Specially  trained  SWIS  operators 
will  direct  your  call  to  the  ap- 
propriate faculty  member. 

There  is  never  a charge  for  the 
telephone  consultation.  The  serv- 
ice is  available  Monday  through 
Friday,  8:00  a.m.  to  5:00  p.m. 


This  number  is  for  professional  use  only  and  may  not  be  used  by  patients. 


Call  toll-free  to  access: 

► A free  medical  consultation 

► Current  research  and  protocol 
Information 

► Referral  to  faculty  specialists 

► Working  relationships  with  faoulty 
members 

^ Improved  health  care  delivery 


1-800-322’7947 


THE  UNIVERSITY  OF  TEXAS 

Southwestern  Medical  Center 

AT  DALLAS 


In  moderate  depression  and  anxiety 

^ 74%  of  patients  experienced  improved  sleep 
after  the  first /z.i'.  dose^ 

^ First-week  improvement  in  somatic  symptoms  ^ 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


limbitrol  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  vY/ 


References:  1.  Data  on  file.  HofTmann-La  Roche  Inc.,  Nutley,  N).  2.  Feighner  VP, 
ecal:P^chopharmacology61:2\7-225.  Mar 22. 1979. 


Limbitrol®® 

■ttanquQizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

Contraindications:  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  {e.g.,  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  function.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  dmg.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady  - state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  several  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  limit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent:  drowsiness,  dry  mouth,  constipation,  bluned  vision,  dizzi- 
ness, bloating.  Less  frequent;  vivid  dreams,  impotence,  tremoc  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  P^chiatric-  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic:  Dismrbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pmritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Ttsticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstmal  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occurred  following  abmpt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abrupt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied:  Double  strength  (DS)  Tdblets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Idblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose®  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 


In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  Week!.. 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A 5.  dose' 

^First-week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effertive  amount  in  elderly  patients. 


Umbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPATION 
^Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 


limbitrorDS 

^ch  tablet  contains  10  mg  chlordiazepoxide  and  ^ 


25  mg  amitriptyline  (as  the  hydrochloride  salt) 
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ON  THE  COVER 

This  month’s  cover  article,  "Seasonal 
affeaive  disorder:  clinical  aspects,  ’ focuses 
on  a disorder  characterized  by  periodically 
occurring  depression  in  the  fall  and  winter 
months,  with  a reversal  of  symptoms  and 
sometimes  hvpomanic  or  manic  symptoms 

occurring  in  the  spring  and  summer 
months.  Written  by  John  F,  Simonds,  MD, 
and  Parv’iz  Malek-Ahmadi,  MD,  the  article 
begins  on  page  35.  Cover  design  b>’  Ed 
Triggs. 

COMING 

NEXT  MONTH 

In  December,  Texas  Medicine  presents  a 
series  of  10  articles  dealing  with  organ 

transplantation.  Guest  editor  for  the 
series  is  James  B Young,  MD 

from  pain 


Just  one  part  of 
pain  relief  therapy. 

Vicodin® provides  greater 
patient  acceptance 


Blank  space  indicates  that  no  such  activity  has  been  reported. 

Table  adapted  from  Facts  and  Comparisons  (Nov.)  1984  and  Catalano  RB  The 

medical  approach  to  management  of  pain  caused  by  cancer.  "Semin  Oncol"  1975; 

2;  379-92  and  Reuler  JB,  et.  al.  The  chronic  pain  syndrome:  misconceptions  and 

management.  "Ann  Intern  Med"  1980;  93,  588-96. 

♦ Vicodin  offers:  less  nausea,  less  sedation,  less 
constipation. 

. ..and  longer  lasting  pain  relief- 
up  to  6 hours. 

♦ Vicodin  contains  hydrocodone  not  codeine.  In 
one  study,  10  mg.  of  hydrocodone  alone  was 
shown  to  be  as  effective  as  60  mg.  of  codeine.^ 

♦ In  a double-blind  study,  Vicodin  (2  tablets), 
provided  longer  lasting  pain  relief  than  60  mg. 
of  codeine.^ 

Plus... 

♦ Vicodin  offers  the  convenience  of  CHI 
prescribing. 

♦ Dosage  flexibility- 1 tablet  every  4to  6 hours 
or  2 tablets  every  4 to  6 hours  (up  to  8 tablets  in 
24  hours). 

1.  Hopkinson  JH  III;  CurrTherReslA:  503-516,  1978 
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required  to  produce  pain  relief,  while  other  phenothiazines  reduce  the  amount 
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Editorials 


Control  of  pain  by  electrical 
stimulation 

On  a theoretical  basis,  control  of  the  human  nerv  ous  system  by 
extrinsic  electrical  stimulation  is  a reasonable  goal.  The  com- 
plexity of  our  nervous  system,  however,  is  so  immense  that 
practical  applications  of  this  potential  technique  are  few.  Thus, 
the  work  reported  elsewhere  in  this  journal  by  Dr  Racz,  chair- 
man of  the  anesthesiology  department  at  Texas  Tech  Univer- 
sity Health  Science  Center,  and  his  orthopedic  colleagues,  Drs 
Browne  and  Lewis,  is  an  achievement  that  should  have  much 
significance  for  the  future. 

The  history  of  pain  control  by  electrical  stimulation  is  rela- 
tively short.  It  was  first  demonstrated  in  1968  by  the  Harvard 
neurosurgeons.  Sweet  and  Wepsic.  Although  demonstrations  of 
efficacy  appeared  from  several  quarters,  the  technique  was 
complex  and  often  unreliable.  For  predictable  results,  direct 
stimulation  of  the  peripheral  nerve  had  to  be  accomplished  on 
the  alert  patient,  and  thus  the  surgery  allowed  only  local  anes- 
thesia. Peripheral  nerve  mapping  was  necessary'  due  to  the 
variable  anatomy  of  the  peripheral  nervous  system.  Equipment 
also  was  complex.  Once  implanted,  there  was  little  opportu- 
nity to  change  the  various  parameters  available  in  the  modes  of 
stimulation.  Finally,  the  biologic  interface  between  electrode 
and  nerve  presented  a constant  opportunity'  for  scarring  and 
additional  adverse  anatomic  events  related  to  the  implant. 

The  innovative  equipment  presented  in  this  article  resolves 
many  of  these  problems.  Implantation  can  be  accomplished 
under  general  anesthesia  because  nerve  mapping  is  unneces- 
sary. The  appropriate  mode  of  stimulation  is  defined  after  sur- 
gery by  a trial-and-error  method  of  stimulation  variation.  With 
four  electrodes  interfacing  with  the  nerve,  various  combina- 
tions may  be  tried.  In  addition,  the  stimulator’s  controls 
allowed  adjustments  of  voltage,  pulse  rate,  and  cycling.  Finally, 
due  to  the  variability  inherent  in  the  temporary’  system,  direct 
interface  with  the  nerve  is  unnecessary.  A sheet  of  fascia  sepa- 
rates the  electrodes  from  the  nerve  itself.  Thus,  the  potential 
for  circumferential  scarring  and  biologic  interface  problems  is 
avoided.  Once  the  appropriate  settings  have  been  identified 
using  the  temporary  screening  system,  the  unit  can  be  perma- 
nently implanted. 

Now  this  simpler  and  safer  system  offers  opportunity  for  ex- 
panded applications  in  the  treatment  of  chronic  pain.  To  the 
degree  that  pain  perception  is  created  by  ectopic  firing  of  the 
peripheral  nervous  system,  modulation  of  this  aberrant  activity 
apparently  can  be  controlled  by  electrical  stimulation.  There 
seems  even  the  potential  for  the  nervous  system  to  correct  and 
adjust  to  this  phenomenon.  A “learning”  effect  apparently  can 
occur,  as  demonstrated  with  one  of  the  case  reports  wherein 
stimulation  became  unnecessary  for  as  long  as  eight  months 
after  an  initial  period  of  long-term  stimulation. 

The  rapid  reversal  of  the  trophic  effects  of  abnormal  auto- 
nomic activity  ( reflex  sympathetic  dystrophy ) is  also  very 
heartening.  The  degree  to  which  normal  physiology  of  the  ex- 
tremities is  based  on  an  appropriate  anatomic  nervous  system 


balance  is  also  demonstrated  by  the  case  reports.  Rapid  rever- 
sal of  the  trophic  abnormalities  of  cyanosis  and  hyperhidrosis 
as  well  as  hypersensitivity  were  demonstrated. 

Another  interesting  aspect  of  the  human  response  to  pain  is 
demonstrated  in  these  case  reports.  Both  chronic  pain  cases 
resulted  from  a relatively  mild  electrical  injury.  Increasing 
complaints  emerged  in  spite  of  attempts  to  control  the  pain  by 
decompression  and  ablation  of  sympathetic  control  systems. 
Dependence  on  narcotics  was  notable.  Nonetheless,  once  the 
engine  driving  the  pain  (apparently  the  ectopic  firing  of  the 
peripheral  nerve  ) was  brought  under  control,  the  need  for  nar- 
cotics evaporated.  In  the  appropriately  balanced  personality, 
one  need  not  expect  narcotic  dependence  and  habituation 
once  the  pain  source  is  removed. 

Although  not  emphasized  in  this  article,  previous  authors 
have  been  quick  to  point  out  the  pitfalls  inherent  in  attempts 
at  chronic  pain  control.  Conversion  hysteria,  anxiety,  and  de- 
pression are  all  potentiators  of  chronic  pain  at  the  cerebral 
level.  To  what  degree  the  pain  complaint  is  a cry  for  help  from 
the  soul,  rather  than  the  injured  nervous  system,  requires  care- 
ful analysis.  Mere  constancy  of  pain  location  need  not  be  the 
definition  of  a true  structural  source.  As  demonstrated  in  the 
case  report,  the  pain  began  in  one  limb  and  then  spread  to  all 
extremities,  implicating  significant  imbalance  in  the  central 
nervous  system.  Without  careful  analysis,  one  might  be  tempted 
to  write  off  this  bizarre  phenomenon  as  hysterical.  We  have  a 
lot  yet  to  learn. 

It  is  a pleasure  to  read  an  article  that  approaches  a medical 
problem  of  awesome  severity  with  a relatively  simple  solution. 
The  reliability  of  the  solution  in  this  case  is  based  on  the  abil- 
ity to  individualize  the  electrical  stimulation  to  deal  with  the 
aberrant  electrical  activity  peculiar  to  the  patient’s  problem. 
Those  of  us  attempting  to  help  patients  with  chronic  pain  can 
now  be  cautiously  optimistic.  The  whole  system  seems  to 
make  sense,  and  there  seems  to  be  minimal  risk  of  making  the 
problem  worse.  How  rarely  do  our  technical  innovations  have 
that  advantage? 

VERT  MOONEY,  MD 

Department  of  Ortliopcdic  Surgery,  The  University  of  Texas  Southwestern  Medi- 
cal Center.  S323  Harry  Hines  Blvd,  Dallas,  TX  75235. 
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Physicians’  responsibilities  to 
help  HIV-positive  patients 

In  November  1987,  the  Texas  Medical  Association  adopted  an 
ethics  policy  on  physicians’  responsibilities  to  patients  with 
AIDS  or  HIV  infection.  The  policy  in  most  respects  is  identical 
to  the  policy  of  the  American  Medical  Association.  Four  key 
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precepts  are  common  to  both  policies; 

1.  Physicians  are  dedicated  to  providing  competent  medical 
sei^'ice  with  compassion  and  respect  for  human  dignity. 

2.  Physicians  are  ethically  obligated  to  respect  the  rights  of 
privacy  and  confidentiality'  of  AIDS  patients  and  seropositive 
individuals. 

3.  A physician  who  knows  that  he  or  she  is  seropositive 
should  not  engage  in  any  activity  that  creates  a risk  of  trans 
mission  of  the  disease  to  others. 

4.  A physician  who  has  AIDS  or  who  is  seropositive  should 
consult  colleagues  as  to  which  activities  the  physician  can  pur 
sue  without  creating  a risk  to  patients. 

Another  section  of  the  TMA  AIDS  polic)'  on  reporting  of 
AIDS  differs  from  the  AMA  policy.  It  adopts  the  specific  Texas 
statutes,  which  require  the  physician  to  report  confirmed  cases 
of  AIDS  and  HfV-positive  patients  to  the  Texas  Department  of 
Health.  It  also  allows  the  physician  to  tell  a patient’s  spouse 
that  the  patient  is  seropositive.  The  TMA  policy’  also  states  that 
the  “physician  should  counsel  and  attempt  to  persuade  the  in- 
fected patient  not  to  endanger  other  parties.” 

The  remaining  section  of  the  TMA  policy'  is  the  most  impor 
tant  and  the  greatest  departure  from  past  policies  dealing  with 
other  diseases.  This  policy  provision  relates  to  the  responsibil- 
ity of  the  physician  to  treat  the  patient.  The  policy  states  that 
the  physician  "...  shall  either  accept  the  responsibility  for  the 
care  and  treatment  of  a patient  with  AIDS,  HfV,  antibodies  to 
HfV,  or  infection  with  any  other  probable  causative  agent  of 
AIDS,  or  refer  the  patient  to  an  appropriate  physician  who  will 
accept  the  responsibility  for  the  care  and  treatment  of  the 
patient.” 

Under  this  policy  section,  the  Texas  Medical  Association  has 
expanded  the  responsibility  of  the  physician  to  ensure  that  the 
physician  treats  the  patient — or  ensures  that  the  patient  is  re- 
ferred to  an  appropriate  physician  who  will  provide  the  treat- 
ment. If  an  appropriate  referral  cannot  be  made,  the  physician 
is  responsible  for  treating  the  patient. 

In  the  absence  of  a pre-existing  physician-patient  relation- 
ship or  an  emergency  situation,  there  has  been  no  legal  duty’ 
on  the  part  of  the  physician  to  treat  any  patient  with  any  dis- 
ease. Neither  Texas  law’  nor  the  Hippocratic  Oath  establishes 
that  duty.  Now.  for  AIDS  and  its  related  diseases,  the  physician 
must  see  that  the  infected  patient  can  receive  treatment. 

In  the  real  world  of  providing  care  for  patients,  I do  not 
think  the  TMA  policy’  differs  from  the  AMA  policy.  Both  poli 
cies  require  that  the  seropositive  patient  can  receive  treat- 
ment. Additionally,  the  TMA  policy  requires  referral  to  an 
“appropriate  physician”  if  the  referring  physician  cannot  pro 
vide  the  care.  The  AMA  policy’  provides  that  “physicians  w ho 
are  unable  to  provide  treatment  should  make  referrals  to  those 
physicians  or  facilities  equipped  to  provide  such  services.” 

The  TMA  policy  recognizes  that  not  all  physicians  may  be 
well-suited  to  treat  the  AIDS  patient.  Either  treatment  of  the 
AIDS  patient  may  not  be  within  the  physician’s  realm  of  com 
petence,  or  the  physician  may  not  be  emotionally  suited  to 
treat  the  AIDS  victim.  An  example  of  this  sometimes  occurs  in 
the  treatment  of  terminally  ill  patients.  There  are  also  those 
physicians  who  have  treated  many  AIDS  patients,  but  who  may 
have  burned  out  from  a stressful  and  sometimes  depressing 


practice.  To  absolutely  require  a physician  to  treat  AIDS  pa- 
tients may  not  be  in  the  best  interest  of  the  patient  or  the 
physician. 

Unfortunately,  there  are  probably  some  physicians  who  re- 
fuse to  treat  AIDS  patients  because  of  fear  or  prejudice.  We  can 
only  hope  that  as  information  concerning  the  way  AIDS  is 
transmitted  and  education  on  AIDS  treatment  increases,  re- 
fusals based  on  fear  and  prejudice  w ill  decrease.  Education  of 
the  physician  is  as  important  as  public  education.  TMA  worked 
to  increase  the  amount  of  AIDS  education  and  information 
available  to  the  practicing  physicians  of  Texas.  Education  is  the 
key  to  eliminating  any  denial  of  care  based  upon  fear  or 
prejudice. 

In  summary,  the  Texas  Medical  Association  ethics  policy’  en- 
sures that  AIDS  victims  receive  the  necessary  medical  treat- 
ment. The  physician  must  ensure  that  this  care  is  provided. 

THE  HONORABLE  MIKE  McKlNNEA’,  MD 
101  E Main,  Centerville,  TX  7S833 

EDITOR’S  NOTE 

This  editorial  was  adapted  from  testimony  submitted  by  Dr  McKinney 
to  the  United  States  Commission  on  Civil  Rights  at  hearings  on  May  18, 
1988.  The  commission’s  goal  was  to  obtain  information  about  the 
“civil  riglits  aspects  of  public  health  policies  and  initiatives  to  control 
AIDS.”  Dr  McKinney  was  asked  to  explain  differences  between  AMA 
and  TMA  policies  on  physicians’  responsibility  to  provide  care  for 
seropositive  patients.  His  testimony,  presented  on  behalf  of  the  Texas 
Medical  Association,  will  be  considered  in  the  commission’s  recom- 
mendations to  the  President  and  Congress. 


Our  patients  are  talking  to  us — 
are  we  listening? 

We  depend  on  information  and  feedback  from  our  patients  to 
provide  quality  care.  It  is  this  interaction  that  can  make  the  dif- 
ference between  w inning  or  losing  the  goal  of  good  health. 
Without  patient  communication,  we  are  like  the  quarterback 
who  doesn’t  share  the  play  with  his  teammates — and  we  lose 
valuable  ground.  In  the  recent  Texas  Medical  Association  pub- 
lic opinion  poll,  our  patients  are  giving  us  clear  signals.  If  we 
really  listen,  they  w ill  help  us  achieve  our  mutual  goal  to  im- 
prove their  health. 

The  special  report  in  this  issue  of  Texas  Medicine  (p  24) 
gives  highlights  of  the  survey,  w hich  was  conducted  in  July  of 
this  year  to  help  the  association  strategically  plan  its  many 
communications  to  the  public. 

Communication  is  part  of  virtually  every’  TMA  activity’. 
Whether  it  is  informing  members  about  a practice  manage- 
ment w'orkshop,  briefing  legislators  about  a particular  health 
issue,  or  getting  medicine’s  message  out  to  the  media,  carefully 
planned  and  results  getting  communication  is  needed. 

Just  as  it  is  important  to  know  a patient’s  medical  history,  we 
must  know  where  the  collective  public  “is  coming  from”  to 
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successfully  carry  out  the  association’s  goal  of  “improving  the 
health  of  Texans  through  the  personal  and  professional  devel- 
opment of  its  members” 

Many  of  the  concerns  expressed  in  the  poll  were  not  so 
much  with  physicians  but  with  the  health  care  system.  Survey 
respondents  cited  cost  of  health  care  as  medicine’s  biggest 
problem,  although  physicians  were  named  by  only  9%  as  the 
greatest  source  of  health  care  cost  increases.  Forty-three  per- 
cent of  Texans  said  our  fees  are  usually  reasonable,  but  in  the 
same  breath  40%  agreed  that  most  doctors  are  more  con- 
cerned with  making  money  than  with  the  well-being  of  their 
patients.  Clearly,  we  need  to  better  communicate  our  concern 
and  interest  in  what  is  the  goal  of  all  we  do — to  care  for  our 
patients. 

Be  assured  that  the  results  of  this  survey  will  be  put  to  good 
use.  Already  the  findings  are  available  to  the  association’s  com 
mittees,  councils,  and  boards  to  incorporate  into  1989  pro- 
grams and  activities.  There  also  will  be  articles  and  editorials 
in  future  issues  of  Texas  Medicine  addressing  various  aspects 
of  the  report  with  specific  ideas  on  how  physicians  can  individu- 
ally respond  to  what  Texans  are  saying. 

We  know  our  communication  with  patients  is  a key  to 
providing  the  best  of  care.  Let’s  really  listen  to  what  the  public 
is  saying  about  health  care  in  our  state.  And  let’s  be  responsive, 
as  we  are  when  providing  care,  to  make  appropriate  changes  in 
what  and  how  we  communicate  with  our  patients. 

WARREN  TINGLEY,  JR,  MD 

2404  Southbrook  Court,  Arlington,  TX  7601 1 


Coming  in  the  December  issue  of  TEXAS  MEDICINE: 

ORGAN  TRANSPLANTATION 


• Solid  organ  transplantation 

• Routine  inquiry  for  organ  and  tissue  donations 

• Identification  and  management  of  organ  donors 

• Impact  of  an  organ  procurement  organization 

• Heart  transplantation 

• Total  artificial  hearts  and  ventricular  assist  devices  as 
bridges  to  heart  transplantation 

• Lung  transplantation 

• Liver  transplantation 

• Renal  transplantation 

• Selected  social  issues  of  organ  transplantation 


Description:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  In  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth  Yohimbine  is  an  indolalkylamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5.4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine’s  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  it,  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon^  is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  Include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.'”  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally.'  ” 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 

orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness.  In  the  event  of  side  effects  dosage  to  be  reduced  to  Vi  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks.  ^ 

How  Supplied:  Oral  tablets  of  Yocon^  1/12  gr.  5.4  mg  in 


AVAILABLE  EXCLUSIVELY  FROM 


bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 
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Trustees  approve  plan 
to  restructure  TMAIT 

Texas  Medical  Association’s  Board  of 
Trustees  has  approved  a plan  to  restruc- 
ture the  administration  of  the  Texas 
Medical  Association  Insurance  Trust 
(TMAIT),  approved  a pilot  joint  venture 
with  the  American  Medical  Association 
to  enhance  the  physician  placement  ser- 
vice, and  adopted  programs  to  tap  new 
sources  of  income.  The  board  met  Sept 
15—18  in  Austin. 

Effective  Jan  1,  1989,  TMAIT  will  be 
independent  of  the  association.  The  trust 
will  retain  use  of  the  name  Texas  Medical 
Association  Insurance  Trust  and  pay  the 
association  a royalty  for  that  use.  The 
change  will  not  affect  insurance  services 
to  members.  A report  to  the  trustees  pre- 
dicts that  “a  stronger  management  pro- 
cess through  a reorganized  TMAIT  Board 
of  Trustees  will  assure  equal  or  greater 
quality  of  products  and  services  to 
members.” 

Also  beginning  in  January  1989,  a joint 
venture  with  the  American  Medical  Asso- 
ciation will  expand  and  improve  TMA’s 
physician  placement  service.  The  service 
will  provide  monthly  directories  listing 
physicians  and  practice  opportunities 
available  in  Texas,  similar  in  format  and 
content  to  those  currently  available 
through  TMA.  A new  service  will  provide 
executive  recruitment  assistance  to 
match  physicians  with  opportunities 
available  in  Texas. 

New  approaches  are  expected  to  en 
hance  income  in  two  association  pro- 
gram areas:  the  annual  session  and 
advertising  in  association  media.  The 
trustees  approved  four  recommendations 
to  maximize  income  to  help  support  the 
annual  session:  increase  opportunities  for 
advertising  sales  in  special  media  during 
the  annual  session;  expand  the  marketing 
effort  to  exhibitors,  including  aggressive- 
targeting  of  promotions  to  special  groups 
(financial  advisors,  health  industry  manu 
facturers,  and  others);  offer  a “packaged 
fee”  approach  on  meal  and  entertainment 
functions  at  the  meeting,  with  discount 
incentives  for  purchase  of  the  full  ‘ pack- 
age", and  establish  a formal  program  for 


contributions  to  physician  education  in 
Texas.  The  trustees  also  endorsed  the  de- 
velopment of  an  incentive  package  that 
will  encourage  advertisers  to  purchase 
space  in  a variety  of  association  media, 
including  Texas  Medicine,  the  member- 
ship directory,  annual  session,  and  others. 

ITie  board  also  received  recommenda 
tions  for  an  action  plan  based  on  the 
1988  association  public  opinion  poll  and 
received  a report  from  the  Physician  Pay- 
ment Review  Commission  on  the  Har- 
vard resource-based  relative  value  scale 
study 

Dr  Sammons  predicts  upheaval 
of  national  health  programs 

American  Medical  Association  Executive 
Vice-president  James  H Sammons,  MD, 
Chicago,  has  predicted  that  a "cataclys- 
mal  upheaval”  of  national  health  pro- 
grams will  accompany  the  new  US  presi 
dential  administration,  no  matter  who  is 
elected,  “Every  President  brings  in  his 
own  team,”  Dr  Sammons  explained  dur 
ing  the  keynote  address  to  Texas  Medical 
Association’s  fall  leadership  conference. 
Sept  1 7,  in  Austin. 

Dr  Sammons,  a former  Baytown,  Tex, 
family  physician  and  past  president  of 
TMA,  discu.ssed  “Medicine’s  Legislative 


AUA  Executive  Vice  presiclent James  H Sammons. 
MD,  makes  a point  during  his  address  to  the  Texas 
Medical  Association  fall  leadership  conference. 


Agenda,”  Emphasizing  that  “medicine  al- 
ways has  and  always  will  be  the  primaiy' 
concern  of  the  AMA,”  Dr  Sammons  fo- 
cused on  the  AMA’s  activities  and  poli- 
cies regarding  public  health  issues, 
including  Medicare,  physicians’  office 
laboratories,  long  term  care,  and  cata- 
strophic insurance. 

The  AMA  has  asked  both  presidential 
candidates  to  create  a national  commis- 
sion to  study  the  Medicare  program.  Dr 
Sammons  said.  Medicare  is  more  in  need 
of  review  than  any  other  federal  program 
in  existence,  he  added.  Without  a thor- 
ough study,  “In  the  year  2000,  we’ll  find 
that  we  no  longer  have  a Medicare  pro- 
gram," Dr  Sammons  said. 

He  stressed  that  the  American  Medical 
Association  supports  programs  to  assure 
quality  in  physician  office  laboratories. 
However,  proposed  regulations  create 
problems  because  they  do  not  recognize 
private  sector  accreditation  programs. 

Turning  to  the  issue  of  long-term 
health  care.  Dr  Sammons  said,  “We  re 
going  to  have  to  do  something  about 
those  who  have  no  coverage.  ” He  added 
that  congressional  proposals  regarding 
the  issue  will  resurface,  and  observed, 

“( Long-term  health  care  insurance  legis- 
lation author)  Claude  Pepper  is  no  fool. 
He’s  an  expert.” 

Regarding  catastrophic  insurance  cov- 
erage for  Medicare  beneficiaries.  Dr  Sam- 
mons said  that  the  AMA  supported  the 
1987  legislation  because  “there  wasn’t 
anything  better.”  However,  the  program 
is  “extremely  expensive,"  and  “it  does 


.Austin  attorneys  David  M Davis  ( left)  and  Kirk  P 
Watson  advise  listeners  on  How  to  Stay  Out  of  the 
Courthouse  " during  the  fall  leadership  conference. 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  to  Replace  Another  System. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with, call  Medic. Specialists  in  computer 
systems  for  America’s  medical  community. 

^ Please  tell  me  how  Medic  Computer  Systems  can  help  my  practice  ~] 

I Name | 

Address 

I City State Zip I 

Phone  ( ) Number  of  physicians  in  practice . 

I Specialty I 

I Medic  Computer  Systems  | 

8601  Six  Forks  Rd..  Suite  300,  Raleigh  NC  27615  11/08TXj 

Iff eific 

computer  systems 
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8601  Six  Forks  Rd.,  Suite  300,  Raleigh,  NC  27615,  919-847-8102.  In  NC  Call:  1-80  0 877-5678.  Outside  NC  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Laudeidale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 


not  cover  the  waterfront,”  he  added. 

ITie  AMA  also  is  monitoring  federal 
legislation  and  regulations  concerning 
funding  for  medical  education,  the  health 
hazards  associated  with  cigarette  smok- 
ing, and  drug  approval  and  development, 
as  well  as  diagnosis-related  groups  and 
the  resource-based  relative  value  scale, 
which  affect  payments  for  physician  ser- 
vices to  Medicare  beneficiaries. 

Dr  Sammons  concluded  by  looking 
ahead  to  January  1989  and  the  new  Presi- 
dential administration.  “Never  before 
have  we  had  as  many  potential  oppor- 
tunities and  potential  disasters,”  he  said. 

AMA  delegates  to  meet 
in  Dallas,  Dec  4—7 

After  a 12-year  absence,  the  American 
Medical  Association  will  return  to  Dallas 
for  the  interim  meeting  of  its  House  of 
Delegates,  Dec  4 — 7.  The  headquarters 
hotel  for  the  meeting  is  the  Loews  Anat- 
ole.  The  AMA  last  met  in  Dallas  in  1976. 
The  association  met  in  Houston  in  1968. 

Highlighting  the  agenda  are  presenta- 
tions of  the  Benjamin  Rush  Award  for 
Citizenship  and  Community  Service  and 
the  AMA-ERF  ( Education  and  Research 
Foundation ) Award  for  Health  Education, 
a new  award  that  was  first  conferred  in 
1986.  At  press  time,  issues  to  come  be- 
fore the  delegates  for  action  were 
pending. 

Representing  Texas  Medical  Asso- 
ciation at  the  meeting  will  be  19  dele- 
gates and  alternate  delegates,  led  by 
Chairman  Mylie  E.  Durham,  Jr,  MD,  Hous- 
ton, and  Vice-chairman  Merle  W.  Delmer, 
MD,  San  Antonio.  Texas  has  the  fourth 
largest  delegation  to  the  AMA,  following 
California,  New  York,  and  Illinois.  Sixteen 
other  Texas  physicians  will  represent 
their  national  specialty  societies  in  the 
AMA  House  of  Delegates. 
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Hypertension  report  includes 
updated  recommendations 

“The  1 988  Report  of  the  Joint  National 
Committee  on  Detection,  Evaluation,  and 
Treatment  of  High  Blood  Pressure”  (JNC 
fV ) is  now  available  from  The  National 
Heart,  Lung,  and  Blood  Institute 
(NHLBl).  The  report  was  recently  re- 
leased by  the  coordinating  committee  of 
the  National  High  Blood  Pressure  Educa- 
tion Program,  a program  sponsored  by 
the  NHLBL 

The  report  is  the  fourth  in  a series  of 
reports  that  have  provided  physicians 
and  other  health  professionals  with  up- 
dated therapy  recommendations  for 
more  than  a decade. 

JNC  IV  reviews,  updates,  and  expands 
the  1 984  recommendations  for  control- 
ling hypertension.  The  new  report  trans- 
lates the  results  of  the  latest  clinical  trials 
to  medical  practice,  addresses  the  needs 
of  special  populations,  examines  factors 
that  influence  the  cost  of  care,  and  pro- 
vides additional  guidelines  for  managing 
high  blood  pressure  in  the  presence  of 
cardiovascular  diseases  and  other  co- 
existing medical  conditions.  It  is  in- 
tended as  a guide  for  practicing  physicians 
and  other  health  professionals  in  their 
care  of  hypertensive  patients  and  as  a ref- 


erence for  those  participating  in  the 
many  community  hypertension  control 
programs  throughout  the  country. 

A free  copy  of  JNC  fV  is  available  from 
The  National  High  Blood  Pressure  Educa- 
tion Program,  Information  Center,  4733 
Bethesda  Ave,  Suite  530,  Bethesda,  MD 
20814,  phone  (301 ) 951-3260. 


Texas  leads  nation 
in  registered  organ  donors 

Texas  leads  the  nation  in  registered 
organ  donors  with  more  than  86,000  reg 
istered  donors,  according  to  The  Living 
Bank,  a national  nonprofit  organization 
that  helps  people  who,  after  death,  wish 
to  donate  organs  for  transplantation  or 
medical  study.  The  Living  Bank  is  head- 
quartered in  Houston. 

Bruce  Conway,  executive  director  of 
the  Living  Bank,  commented  that  Texas’ 
accomplishment  is  outstanding.  “A  great 
deal  of  this  success  can  be  attributed  to 
the  outstanding  cooperation  received 
from  the  Texas  Driver’s  License  Registra- 
tion Program  conducted  with  the  Texas 
Department  of  Public  Safety,”  he  said. 

In  1985  the  Texas  Legislature  autho- 
rized the  Department  of  Public  Safety  to 
allow  applicants  for  a new  or  renewed 
driver’s  license  to  state  on  their  applica- 
tions that  they  wished  to  be  an  organ  or 
tissue  donor.  These  applicants  receive  a 
Living  Bank  donor  registration  form  to 


"No.  he  didn't  have  any  last  words  his  wife  was  in  there  and  she  did  all  of  the  talking  right  up  to  the  end. " 
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complete  and  send  to  The  Living  Bank. 

Donor’s  wishes  are  entered  into  The 
Living  Bank  files.  Each  registered  mem- 
ber receives  a donor  card  and  a sticker 
for  the  back  of  tbe  driver’s  license.  Both 
the  application  form  and  the  donor  card 
include  space  for  the  donor’s  next  of  kin 
to  sign,  thereby  making  the  next  of  kin 
aware  of  the  donor’s  wishes. 


‘Hospicelink’  helps  locate 
nearby  hospice  care 

The  Hospice  Education  Institute,  a non- 
profit organization,  offers  its  free  HOS- 
PICELINK service  to  all  who  need  refer- 
rals to  local  hospices.  The  national  toll- 
free  number  is  (800)  331-1620. 

The  institute,  ba.sed  in  Essex,  Conn,  is 
not  affiliated  with  any  one  hospice.  HOS- 
PICELINK maintains  a computerized  and 
frequently  updated  directory  of  hospices 
in  the  US.  Callers  can  obtain  immediate 
information  about  hospices  in  any  areas 
of  the  nation. 

The  institute  also  offers  continuing 
education  to  health  professionals,  spon- 
sors seminars  on  hospice  care,  and  pro- 
vides other  educational  and 
informational  services. 


TV  series  focuses  on  people 
with  chronic  illnesses 

A new  public  television  .series,  “Life 
Matters,”  focuses  on  people  who  have 
chronic  illnesses  yet  still  lead  productive 
lives.  Texas  physician  Norman  Kaplan, 
MD,  director  of  the  hypertension  unit  at 
The  University'  of  Texas  Southwestern 
Medical  Center,  hosts  the  series. 

The  1 3-part  series  premiered  na- 
tionally on  the  Public  Broadcasting  Ser- 
vice (PBS)  in  October,  but  .some  Texas 
PBS  affiliates  plan  to  begin  the  series  in 
November. 

Filmed  on  location  at  leading  clinics, 
hospitals,  and  medical  research  facilities, 
the  series  features  a number  of  Dallas 
doctors.  Tom  Geppert,  MD,  Allan  Duby, 
MD,  Paul  A.  Greenberg,  MD,  and  Stanley 
Coben,  MD,  are  featured  in  the  program 
about  arthritis.  The  “star  ” of  the  arthritis 
program  is  Dallas  resident  Mickey 
Mantle,  whose  knee  injuries  have  mani- 
fested them.selves  as  arthritis. 


Ricardo  Uauy,  MD,  and  Walt  Andrews, 
MD,  are  in  the  segment  about  liver  trans- 
plant. John  Burnside,  MD,  is  featured  in 
the  programs  on  AIDS,  heart  attack,  liver 
transplant,  and  breast  cancer.  And  W. 
Robert  Gehring,  MD,  is  in  the  segment 
about  substance  abuse. 

Other  topics  covered  in  “Life  Matters” 
are  epilepsy,  diabetes,  cancer,  Alzheim- 
er’s disease,  obesity’,  depression,  glau- 
coma, and  maxillofacial  prostheses. 
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AMA,  state  societies  to  meet 
to  consider  relative  value  scale 

At  press  time,  the  American  Medical  As- 
sociation had  set  a Nov  1 3 date  for  a 
meeting  with  representatives  of  Texas 
Medical  Association  and  other  state 
medical  a.s,sociations  and  specialty  .so- 
cieties to  discuss  the  Harvard  Resource- 
Ba,sed  Relative  Value  Scale  (RBRVS).  Al- 
most three  years  in  the  making,  the  study 
was  relea,sed  to  the  secretary  of  health 
and  human  services  and  the  Physician 
Payment  Review  Commission  ( PPRC ) at 
the  end  of  September, 

TMA’s  Council  on  Socioeconomics  will 
review  tbe  RBRVS  and  report  to  the 
House  of  Delegates  when  it  meets  Nov 
18-19  in  Austin.  The  AMA’s  House  of 
Delegates  will  consider  the  study  when  it 
meets  in  Dallas,  Dec  4-7. 

A relative  value  .scale  is  a list  of  physi- 
cian services  ranked  according  to 
“value.”  For  a re.source-based  RVS 
(RBRVS),  ‘value  ” is  determined  by  the 
resource  costs  of  providing  physician  ser- 
vices. The  Harvard  RBRVS  is  based  on  the 
physician  time  and  intensity  associated 
with  providing  a service,  practice  costs, 
and  the  amortized  opportunity  cost  of 
specialty  training.  Time  and  intensity  to- 
gether comprise  total  work,  which,  as  di- 
rectly estimated  by  physicians  in  a 
national  survey  conducted  by  Harvard,  is 
the  main  building  block  for  the  RBRVS. 
Harvard  collected  data  on  practice  costs 
and  opportunity  co.sts  from  other 
sources.  The  most  promising  use  for  an 
RBRVS  is  as  a basis  for  a Medicare  sched- 
ule of  payments.  The  AMA  predicts  that  it 


is  likely  that,  if  the  RBRVS  proves  accept- 
able, and  is  used  by  Medicare,  it  will  in- 
fluence physician  payment  policy  by 
other  third  party  payers  and  health  main- 
tenance organizations. 

On  the  date  of  the  release  of  the  Har- 
vard RBRVS  study,  AMA  Senior  Deputy 
Executive  Vice  President  James  S,  Todd, 
MD,  issued  the  following  statement: 

“The  American  Medical  Association  is 
pleased  that  the  Health  Care  Financing 
Administration  ( HCFA ) is  addressing  an 
issue  that  has  been  a concern  to  the 
medical  profession  and  its  patients  for 
some  time. 

“As  early  as  1984,  the  AMA  urged  the 
government  to  study  the  present  system 
of  reimbursing  physicians  for  services  to 
Medicare  patients  and  devise  a more  eq- 
uitable system.  We  have  proposed  that 
Medicare  change  its  schedule  of  allow- 
ances, based  on  an  appropriate  relative 
value  scale  (RVS),  to  more  accurately  re- 
flect the  reality  of  medicine  today.  As- 
suming Harvard’s  Re,source-Based 
Relative  Value  Scale  study  is  credible,  the 
government  and  physicians  will  for  the 
first  time  have  a legitimate  foundation  for 
Medicare’s  fee  structure. 

“The  AMA  has  not  and  will  not  en- 
dorse the  study  until  we  have  sufficiently 
analyzed  its  results  and  consulted  with 
the  national  specialty  and  state  medical 
societies.  As  a subcontractor  on  the  re- 
search project,  the  AMA  has  only  been 
committed  to  the  completion  of  the 
study,  not  its  adoption.” 

TSBME  proposal  eyes 
specialty  board  advertising 

At  press  time,  the  Texas  State  Board  of 
Medical  Examiners  was  considering  com- 
ments on  its  proposal  to  regulate  physi- 
cian advertising  of  specialty  certification. 
The  proposal  appeared  in  the  Sept  6, 

1 988,  issue  of  the  Texas  Register,  with 
the  earliest  possible  date  of  adoption  set 
at  Oct  7,  1988. 

Presented  under  the  board’s  authority 
to  make  rules,  regulations,  and  bylaws, 
the  proposed  new  section  outlines  what 
constitutes  misleading  or  deceptive 
advertising: 

“(a)  A physician’s  authorization  of  or 
use  in  any  advertising  for  his  or  her  prac- 
tice of  the  term  ‘board  certified’  or  any 
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similar  words  or  phrase  calculated  to 
convey  the  same  meaning  shall  consti- 
tute misleading  or  deceptive  advertising 
under  the  Act,  sec  3-08(6)  unless  the 
physician  discloses  the  complete  name  of 
the  specialty  board  which  conferred  the 
aforementioned  certification. 

“(b)  A physician  may  not  use  the  term 
‘board  certified’  or  any  similar  words  or 
phrase  calculated  to  convey  the  same 
meaning  if  the  claimed  board  certifica- 
tion has  expired  and  has  not  been  re- 
newed at  the  time  the  advertising  in 
question  was  published  or  broadcast.” 

Conomikes  offers  discount 
on  management  newsletter 

Conomikes  Associates,  Inc,  practice  man- 
agement consultants  are  offering  Texas 
Medical  Association  members  a dis- 
counted subscription  price  on  the  firm’s 
newsletter.  The  introductory  price  of 
$59  per  year  represents  a $30  savings  on 
Conomikes  Reports  on  Medical  Practice 
Management.  As  an  added  bonus,  new 
subscribers  receive  a free  copy  of  Suc- 
cessful Practice  Management  Tech- 
niques, a 176-page  hard-cover  book 
containing  more  than  300  cost-saving 
ideas  on  practice  management,  and  a 
planning  calendar.  ITie  offer  carries  a 
100%  money-back  guarantee. 

Conomikes  Associates  has  presented 
practice  management  workshops  for 
TMA  since  1974.  Newsletter  articles  are 
compiled  by  Conomikes  staff  who  review 
major  management  journals  for  ideas  and 
trends  to  alert  readers  to  the  latest  ad- 
vances in  medical  office  management, 
and  from  their  own  research  and  consult- 
ing experience. 

Further  information  on  the  subscrip- 
tion offer  is  available  from  the  Office  of 
Practice  Management  Services,  Texas 
Medical  Association,  1 80 1 N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512) 

477-6704,  extension  26 1 or  262. 


Carriers  to  contact  physicians 
! who  exceed  MAAC  limits 

I 

I 

Medicare  carriers  have  scheduled  a No- 
vember mailing  to  physicians  who  are  in 
violation  of  their  maximum  actual  al- 
lowable charge  limitations  (MAAC).  It  is 


the  second  wave  of  notifications  since 
the  Medicare  program  started  applying  a 
stricter  standard  of  compliance,  under 
which  every'  individual  charge  for  a ser 
vice  must  be  at  the  current  MAAC  level. 

Under  the  new  monitoring  procedure, 
the  carrier  monitors  each  charge  made 
by  a physician  for  a series  of  sample  pro- 
cedure codes.  An  initial  letter  informs 
the  physician  of  any  noncompliance 
identified  through  the  sample  monitor- 
ing. If  within  1 5 days  the  physician  has 
not  provided  the  carrier  with  informa- 
tion that  would  explain  the  violation  as 
an  error  or  discrepancy,  the  carrier  will 
then  begin  to  monitor  all  of  the  physi- 
cian’s Medicare  charges  for  MAAC 
compliance. 

Louis  Goodman,  PhD,  director  of  Texas 
Medical  Association’s  Division  of  Socio- 
economics, notes,  “In  1988  physicians 
are  facing  a stricter  standard  of  MAAC 
compliance  and  therefore  have  a greater 
risk  of  facing  punitive  proceedings  by  the 
Office  of  the  Inspector  General.  In  1987, 
only  a physician’s  average  for  a service 
had  to  be  at  or  below  the  MAAC  level;  in 
1988,  every  individual  charge  for  a ser- 
vice must  be  at  the  current  MAAC  level.” 

Harold  C Boehning,  MD.  Dallas.  TEXPAC  chairman, 
distributes  political  education  materials  during 
TMA's  fall  leadership  conference. 


Physicians  electing  to  be  “nonpar 
ticipating”  ( ie,  those  who  do  not  accept 
assignment  on  all  claims ) in  the  Medicare 
program  are  subject  to  the  MAAC  limit. 
ITie  rate  of  Medicare  participation  in 
Texas  is  at  26%  this  year,  up  5%  over 
1987.  I’he  increase  represents  a 24% 
growth  rate  in  the  number  of  participat 
ing  physicians.  Nationally,  the  proportion 
of  physicians  who  are  participating  grew 
from  30.6%  in  1987  to  37.3%  in  1988. 
ITie  1988  figures  represent  the  first  sig- 
nificant increase  in  the  number  of  par- 
ticipating physicians  since  the  program 
began  in  1984,  when  approximately  30% 
of  US  physicians  signed  agreements. 


CAPITAL  COMMENTS 


TEXPAC  number  one 
among  nation’s  medical  PACs 

With  membership  at  an  all-time  high,  the 
Texas  Medical  Political  Action  C^ommit- 
tee  (TLXPAC)  is  the  largest  medical  PAC 
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'Medical  training  taught 
me  how  to  cure. 

Senior  Patient  helps 
me  to  care." 


SENKDR 

'^PATIENT 


Introducing  a new 'how  to  'publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  -(612)  835-3222 


ir  if 


in  the  country’  and,  based  on  the 
1985—  1986  election  cycle,  TEXPAC  is 
ranked  in  the  top  ten  money-raisers 
among  the  nation’s  association  FACs. 

As  of  Aug  30,  1988,  TEXPAC  had  8,132 
members.  As  of  the  same  date,  member- 
ship contributions  for  the  year  totaled 
$702,979.  The  totals  represent  6,172 
physician  members  who  contributed 
$631,587,  and  1,960  Texas  Medical  Asso- 
ciation Auxiliary  members  who  contrib- 
uted $71,392. 

In  a report  to  TMA’s  board  of  trustees, 
Kim  Ross,  director  of  the  division  of  pub 
lie  affairs,  attributes  the  growth  to  exten- 
sive membership  contact,  interest  in  the 
State  Supreme  Court  races  this  Novem- 
ber, and  effective  membership  solicita 
tion  programs. 

TEXPAC  was  formed  in  1 962  to  assist 
physicians  in  organizing  themselves  for 
more  effective  political  action,  provide  fi- 
nancial and  voluntary  support  to  favored 
candidates,  and  inform  the  medical  pro- 
fession of  medical-political  events  that 
impact  the  practice  of  medicine. 

Farabee  suggests  options 
to  improve  liability  climate 

A victim  compensation  fund  for  cata- 
strophically-injured plaintiffs  is  the  best 
method  of  improving  “a  liability  system 
that  increasingly  jeopardizes  access  to 
medical  care,”  Ray  Farabee  says.  Mr  Fara- 
bee, vice  chancellor  and  general  counsel. 
The  University  of  Texas  System,  sug- 
gested several  legislative  options  that 
would  improve  the  state’s  health  care  cli- 
mate in  his  presentation  of  the  Philip  R. 
Overton  Annual  Lectureship  in  Medicine 
and  Law  during  Texas  Medical  Associa- 
tion’s fall  leadership  conference  in  Aus- 
tin, Saturday,  Sept  1 7. 

“Several  states  have  (a  compensation) 
fund,”  Mr  Farabee  told  the  audience. 

“The  problems  are:  how  would  it  be  cre- 
ated, who  would  administer  it,  and  who 
would  pay  for  it?  While  it  is  unlikely  that 
the  state  would  shoulder  such  a burden, 
that  is  logically  the  first  choice.”  He 
added,  “If  this  state  is  serious  about 
medical  care,  particularly  to  indigents, 
perhaps  a compensation  fund  based  on 
the  use  of  general  revenues  is  the  best 
; policy  approach  to  take.  This  would  give 
j the  plaintiff  full  recovery  while  removing 


some  of  the  burdens  of  the  system  from 
the  medical  profession.” 

He  further  suggested  that  the  state 
might  indemnify  physicians  for  liability 
losses  associated  with  the  treatment  of 
Medicaid  and  indigent  patients.  Adjust- 
ment to  litigation  procedures,  such  as  re- 
stricting the  use  of  expert  witnesses  to 
one  familiar  with  the  standard  of  care  in 
the  community’  and  permitting  periodic 
payment  of  damages  over  a certain 
amount,  also  would  improve  the  liability’ 
situation  “without  impairing  the  funda 
mental  right  of  full  recovery,  ” Mr  Farabee 
said. 

He  advised,  “We  have  allowed  our 
selves  to  become  engaged  in  a debate 
over  who  is  at  fault — insurers,  lawyers, 
or  plaintiffs.  It  is  time  to  abandon  the  fin 
ger-pointing,  go  to  the  legislature  with 
the  bottom  line,  and  seek  relief  And,  at 
the  same  time,  we  must  remember  the 
bottom  line  of  the  Supreme  Ca)urt — full 
recovery  for  injured  plaintiffs.  Any  legis- 
lative remedy  must  take  this  into 
account.” 

The  Philip  R.  Overton  Annual  Lecture- 
ship in  Medicine  and  Law  honors  Texas 
Medical  Association’s  longtime  general 
counsel,  who  died  Jan  3,  1987.  Widely 
known  for  his  contributions  to  health 
law,  Mr  Overton  was  a primary  author  of 
the  Sanitary  Code,  the  Medical  Practice 

Ray  Farabee,  vice  chancellor  and  general  counsel 
The  University  of  Texas  System,  and  a former 
legislator,  delivers  the  Philip  R Overton  Annuai 
Lectureship  in  Medicine  and  the  Law  during  TMA's 
fail  leadership  conference. 


Act,  the  Texas  Tuberculosis  Code,  the 
Mental  Health  Code,  the  original  Nar- 
cotic Act  and  amendments,  and  the  Dan- 
gerous Drug  Act. 

Mr  Farabee  al.so  has  made  significant 
contributions  to  this  area  of  law.  While  in 
the  Texas  Senate,  he  authored  245  Senate 
bills,  including  the  Medical  Liability  In- 
surance Improvement  Act  of  1977;  Stat- 
utory Definition  of  Death,  Charitable 
Immunity  and  Liability  Act  of  1987;  and 
bills  dealing  with  organ  transplantation. 


NEWSMAKERS 


BENJY  F.  BROOKS,  Houston,  was  named 
the  1 988  Distinguished  Professional 
Woman  of  the  Year  at  The  University  of 
Texas  Health  Science  Center  at  Houston. 
Dr  Brooks,  who  was  the  first  woman  pe- 
diatric surgeon  in  Texas,  is  now  professor 
of  surgery  and  assistant  to  the  president 
for  ethics  at  the  Health  Science  Center. 

MICHAEL  J.  KEATING,  MD,  Houston,  re- 
ceived the  1 988  Service  to  Mankind 
Award  presented  by  the  Texas  Gulf  Coast 
(Chapter  of  the  Leukemia  Society.  The 
award  recognizes  outstanding  volunteer 
commitment  by  a member  of  the  medi- 
cal, civic,  and  media  sectors  of  the  com- 
munity. Dr  Keating  is  professor  of 
medicine  at  The  University  of  Texas  M.D. 
Anderson  Cancer  Center. 

KERMIT  KNUDSEN,  MD,  Temple,  was  re- 
cently named  president-elect  of  the 
American  Group  Practice  Association.  Dr 
Knudsen  is  president  of  the  Scott  & 

White  Clinic  and  chief  of  staff  of  the 
Scott  & White  Memorial  Hospital. 

JOHN  P.  McGovern,  MD,  Houston,  was 
named  an  honorary  member  of  the 
Alumni  Association  of  The  University  of 
Texas  Medical  Branch  at  Galveston.  This 
was  only  the  second  time  in  the  institu- 
tion’s 97  years  that  such  an  honor  had 
been  awarded.  Dr  McGovern,  founder  of 
the  McGovern  Allergy  Clinic  in  Houston, 
has  a long-standing  association  with 
UTMB  and  serves  as  adjunct  professor  of 
the  history  and  philosophy  of  medicine 
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Finally  — An  Affordable  Computer  System 
Designed  Specifically  For 
The  Medical  Office  Profession 

Physician  Office  Management  Software  System 
(PHYMAG)  offers  these  outstanding  features: 

• Patient/Family  Billing  with  Aging. 

• Superbills  and  Charge  Slips  generated  at  the  time  of  visit 
for  direct  billing  by  patient  to  insurance  company. 

• Option  to  submit  claims  electronically  to  Medicare, 
Medicaid,  and  Blue  Cross  Blue  Shield. 

• Individual  or  batch  mode  of  operation. 

• Open-Item  billing  with  complete  tracking  of  patient 
charges,  payments  and  adjustments. 

• User  defined  CPT'4  and  100-9  Codes. 

• Multiple-level  fee  structures. 

• Rapid  front-desk  patient  processing  with  point  of  service 
bill/receipt. 

• Automatic  information  transfer  to  medical  records. 

• Automatic  processing  of  claims  to  secondary  carriers. 

• Patient  and  third  party  billing. 

• Detailed  Practice  Management  reporting. 

• Accounts  Receivable  analysis. 

• Aged  Accounts  Receivable  reports. 

• Quick  view  of  patient’s  information. 

• Checkbook  balancing. 

• Income  Tax  Preparation. 

• Statistical  Reports  (Diagnoses,  Procedures,  Referring 
Doctors...) 

• Day  Sheet  Reports. 

• Recall  Notices. 

• Appointment  Scheduling  (Optional). 

• Word  processing  interface  (Optional). 


IMS  Phymag  Software 
IMS  PC'AT/286  (50%  Faster  than  IBM  PC/AT) 

• IBM  PC/AT  Compatible 

• 40  Megabyte  Disk  Storage 

• 1 Megabyte  RAM  (memory) 

• 80286  Processor  with  12.5  MHz 

• 1.2  Mb  Floppy  Drive 

• Monochrome  Monitor 

• Keyboard  (Enhanced) 


A Complete  System  (Software  & Hardware)  at  $3,995.00 


For  a FREE  or>-stte  demonstration  Integrated  Medical  System 

please  contaa  us  at  2225  E Randol  Mill  Road  • Suite  531 

(817)  640-9860  (Metro)  Arlington  Texas  76011 

(817)  640-9860  (Metro) 

•A  Subdivision  of  NcTECH  Computer  Service  Corporation 


ARAFATE* 


^^(sucralfate)  Tablets 

BRIEF  SUMMARY 

CONTRAINDICATIONS 

There  are  no  known  contraindications  to  the  use  of  sucralfate, 

PRECAUTIONS 

Duodenal  ulcer  is  a chronic  recurrent  disease.  While  short-term  treatment 
with  sucralfate  can  result  in  complete  healing  of  the  ulcer,  a successful  course 
of  treatment  with  sucralfate  should  not  be  expected  to  alter  the  post-healing 
frequency  or  severity  of  duodenal  ulceration. 

Drug  Interactions:  Animal  studies  have  shown  that  simultaneous  admin- 
istration of  CARAFATE  (sucralfate)  with  tetracycline,  phenytoin,  digoxin,  or 
cimetidine  will  result  in  a statistically  significant  reduction  in  the  bioavailability 
of  these  agents.  The  bioavailability  of  these  agents  may  be  restored  simply  by 
separating  the  administration  of  these  agents  from  that  of  CARAFATE  by  two 
hours.  This  interaction  appears  to  be  nonsystemic  in  origin,  presumably  result- 
ing from  these  agents  being  bound  by  CARAFATE  in  the  gastrointestinal  tract. 
The  clinical  significance  of  these  animal  studies  is  yet  to  be  defined.  FHowever, 
because  of  the  potential  of  CARAFATE  to  alter  the  absorption  of  some  drugs 
from  the  gastrointestinal  tract  the  separate  administration  of  CARAFATE  from 
that  of  other  agents  should  be  considered  when  alterations  in  bioavailability 
are  felt  to  be  critical  for  concomitantly  administered  drugs. 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Chronic  oral 
toxicity  studies  of  24  months'  duration  were  conducted  in  mice  and  rats  at 
doses  up  to  1 gm/kg  (12  times  the  human  dose).  There  was  no  evidence  of 
drug-related  tumorigenicity  A reproduction  study  in  rats  at  doses  up  to  38 
times  the  human  dose  did  not  reveal  any  indication  of  fertility  impairment. 
Mutagenicity  studies  were  not  conducted 

Pregnancy:  Teratogenic  effects.  Pregnancy  Category  B.  Teratogenicity 
studies  have  been  performed  in  mice,  rats,  and  rabbits  at  doses  up  to  50  times 
the  human  dose  and  have  revealed  no  evidence  of  harm  to  the  fetus  due  to 
sucralfate  There  are,  however  no  adequate  and  well-controlled  studies  in 
pregnant  women.  Because  animal  reproduction  studies  are  not  always  pre- 
dictive of  human  response,  this  drug  should  be  used  during  pregnancy  only  if 
clearly  needed 

Nursing  Mothers:  It  is  not  known  whether  this  drug  is  excreted  in 
human  milk.  Because  many  drugs  are  excreted  in  human  milk,  caution  should 
be  exercised  when  sucralfate  is  administered  to  a nursing  woman. 

Pediatric  Use:  Safety  and  effectiveness  in  children  have  not  been 
established. 

ADVERSE  REACTIONS 

Adverse  reactions  to  sucralfate  in  clinical  trials  were  minor  and  only  rarely  led 
to  discontinuation  of  the  drug.  In  studies  involving  over  2,500  patients  treated 
with  sucralfate,  adverse  effects  were  reported  in  121  (4.7%). 

Constipation  was  the  most  frequent  complaint  (2.2%).  Other  adverse  effects, 
reported  in  no  more  than  one  of  every  350  patients,  were  diarrhea,  nausea, 
gastric  discomfort,  indigestion,  dry  mouth,  rash,  pruritus,  back  pain,  dizziness, 
sleepiness,  and  vertigo 

OVERDOSAGE 

There  is  no  experience  in  humans  with  overdosage.  Acute  oral  toxicity  studies 
in  animals,  however  using  doses  up  to  1 2 gm/kg  body  weight  could  not  find  a 
lethal  dose  Risks  assoaated  with  overdosage  should,  therefore,  be  minimal. 

DOSAGE  AND  ADMINISTRATION 

The  recommended  adult  oral  dosage  for  duodenal  ulcer  is  1 gm  four  times  a 
day  on  an  empty  stomach 

Antacids  may  be  prescribed  as  needed  for  relief  of  pain  but  should  not  be 
taken  within  one-half  hour  before  or  after  sucralfate. 

While  healing  with  sucralfate  may  occur  during  the  first  week  or  two, 
treatment  should  be  continued  for  4 to  8 weeks  unless  healing  has  been 
demonstrated  by  x-ray  or  endoscopic  examination. 

HOW  SUPPLIED 

CARAFATE  (sucralfate)  1-gm  tablets  are  supplied  in  bottles  of  100  (NDC 
0088-1 71 2-47)  and  in  Unit  Dose  Identification  Paks  of  1 00  (NDC  0088- 1 71 2-49). 
Light  pink  scored  oblong  tablets  are  embossed  with  CARAFATE  on  one  side 
and  1 71 2 bracketed  by  Cs  on  the  other  Issued  1/87 


Reference: 

1 Eliakim  R,  Ophir  M,  Rachmilewitz  D;  J Clin  Gastroenterol  1 987;9(4):395-399. 
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Carafate®  for  the 
ulcer-prone  NSAID  patient 


Aspirin 


and  other  nonsteroidal  anti-inflammatory  drugs  weaken 


mucosal  defenses,  which  may  lead  NSAID 
prone  to  duodenal  ulcers!  For  those  NSAID 


users  to  become 
users  who  do 


develop  duodenal  ulcers,  CARAFATE®  (sucralfate/Marion)  is  ideal  first-line 


therapy.  Carafate  rebuilds  mucosal 


defenses  through  a unique. 


nonsystemic  mode  of  action.  Carafate  enhances  the  body's  natural  healing 
ability  while  it  protects  damaged  mucosa  from  further  injury.  So  the  next  time 
you  see  an  arthritis  patient  with  a duodenal  ulcer,  prescribe  nonsystemic 
Carafate:  . . therapy  for  the  ulcer-prone  patient. 


Unique,  nonsystemic 


O 


ARAFATE 

sucralfate/Marion 
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Please  see  brief  summary  of  prescribing  information,  and  reference  on  adjacent  page. 
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EXTEND 

YOUR 

PRACTKE. 

If  you’re  looking  to  extend  your 
practice,  and  your  career,  look  into  An 
Reserve  medicine. 

We’ll  give  you  the  opportunity  t( 
practice  in  a variety  of  challenging 
fields— teaching,  research,  patient  can 
even  field  work. 

We’ll  also  give  you  the  kind  of  fit 
ibility  you  can’t  always  have  in  civiliai 
hospitals,  such  as  the  chance  to  practii 
a new  specialty,  or  to  broaden  your 
experience  in  your  current  one. 

Since  we  know  how  busy  you  are, 
we’ll  also  be  flexible  about  the  hours  yc 
work.  You  can  join  a local  medical  unit 
and  normally  serve  sixteen  hours  ever 
month  plus  fourteen  days  of  active 
duty  during  the  year. 

Army  Reserve  medicine  is  more 
than  a chance  to  broaden  your  practic 
It’s  a chance  to  broaden  your  horizons. 

If  you  would  like  more  informatk 
about  specific  programs,  call  toll-free 
1-800-USA-ARMY. 

ARMY  RESERVE 

MEDICINE. 

BEAUYOUCANBE. 


in  the  Institution  for  the  Medical 
Humanities. 

ROBERT  D,  MORETON,  MD,  Houston, 
was  honored  recently  when  the  Texas 
Department  of  Health  dedicated  a new 
Austin  building  in  his  name.  ITie  Robert  D. 
Moreton  building  will  house  more  than 
450  public  health  administrators  and  sup- 
port staff.  Dr  Moreton  is  vice-president 
emeritus  at  ITie  University  of  Texas  M.D. 
Anderson  Cancer  Center.  He  served  a 
record  24  years  on  the  Texas  Board  of 
Health,  including  five  years  as  chairman 
and  12  years  as  vice-chairman. 

SAM  A.  NIXON,  MD,  Houston,  has  been 
designated  by  President  Ronald  Reagan 
to  be  chairman  of  the  Board  of  Regents 
of  the  Uniformed  Services  University  of 
the  Health  Sciences.  Dr  Nixon,  who  has 
served  as  a member  of  the  board  since 
1985,  is  director  of  the  Division  of  Con- 
tinuing Education  at  The  University  of 
Texas  Health  Science  Center  at  Houston. 

DONALD  SELDIN,  MD,  Dallas,  former 
chairman  of  the  Department  of  Internal 
Medicine  at  The  flniversity  of  Texas 
Southwestern  Medical  School,  was  ap- 
pointed president  of  Southwestern  Medi- 
cal Eoundation.  He  succeeded  CHARLES 
C.  SPRAGUE,  MD,  Dallas,  who  was  ap- 
pointed chairman  of  the  board  and  chief 
executive  officer  of  the  foundation.  The 
foundation  is  a nonprofit  organization 
that  provides  monetary'  support  to  medi- 
cal programs  in  the  North  Texas  region. 


Can  non-TMA  members  and  non- 
physicians sub.scribe  to  TEXAS 
MEDICINE? 

You  bet!  For  a one-year  subscription, 
send  your  name  and  mailing  address, 
with  S2()  to: 

Business  Office 

Texas  .Medical  Association 

1801  N.  Lamar  Blvd. 

Austin.  TX  ""B^Ol 

(Foreign  subscriptions:  SJ-i  VS) 
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DEATHS 


VICTOR  HILL  BARBOUR,  MD,  retired 
specialist  in  occupational  medicine  in 
Rosenberg.  Died  July  3,  1988;  age  74.  Dr 
Barbour  received  his  medical  degree  in 
1950  from  Washington  University  School 
of  Medicine  in  St  Louis.  He  served  an  in- 
ternship at  King  County  Hospital  in  Seat- 
tle, and  a residency  at  the  University  of 
California  at  Berkeley.  Dr  Barbour  served 
in  the  US  Army  during  World  War  11. 

JOE  L.  CORNELISON,  MD,  longtime  San 
Angelo  obstetrician  and  gynecologist. 
Died  July  21,  1988;  age  68.  Dr  Cor- 
nelison  graduated  in  1944  from  Baylor 
College  of  Medicine.  After  an  internship 
at  John  Sealy  Hospital  in  Galveston,  he 
served  residencies  at  St  Joseph’s  Mater- 
nity Hospital  in  Houston,  and  at  Harvard 
Eree  Hospital  for  Women  in  Boston.  Dr 
Cornelison  was  a life  member  of  Texas 
Medical  Association. 

HARRISON  E.  CURTIS,  MD,  retired  Lub- 
bock anesthesiologist.  Died  Aug  7,  1988; 
age  69.  A 1943  graduate  of  Hahnemann 
Medical  College  in  Philadelphia,  Dr.  Cur- 
tis interned  at  Hamot  Hospital  in  Erie, 
Penn.  After  World  War  II  service  in  the 
US  Army,  he  served  his  residency  at 
George  Washington  University  Ho.spital 
in  Washington,  DC. 

THOMAS  HOYT  DISEKER,  MD,  retired 
San  Antonio  dermatologist.  Died  Aug  1 4, 
1988;  age  76.  Dr  Diseker  was  a 1937 
graduate  of  Vanderbilt  University  School 
of  Medicine  in  Nashville.  He  served  an  in- 
ternship at  the  US  Marine  Ho.spital  in 
New  Orleans  and  residencies  at  the  Uni- 
versity of  Virginia,  Johns  Hopkins  Univer- 
sity, the  University  of  Michigan,  and  the 
Mayo  Clinic.  He  al.so  received  his  MPH 
and  DrPH  degrees  from  Johns  Hopkins 
University.  Prom  1938  to  1948  he  served 
with  the  US  Public  Health  Service  in  vari- 
ous US  locations. 

PAUL  N.  FORTNEY,  MD,  retired  Beau- 
mont internist.  Died  Aug  9,  1988;  age  78. 
In  1934  Dr  Fortney  received  his  medical 
degree  from  Baylor  University  at  Dallas. 
He  served  an  internship  at  Hotel  Dieu 
Hospital  in  New  Orleans,  and  was  in  the 


US  Army  from  1940  to  1943-  Dr  Fortney 
was  a life  member  of  Texas  Medical 
Association. 

RONALD  J.  HILL,  MD,  Odessa  otolaryn- 
gologist. Died  Aug  27,  1988;  age  46.  Dr 
Hill  graduated  in  1967  from  the  Univer- 
sity of  Oklahoma  Medical  School.  After 
an  internship  at  Emory  University  Hospi- 
tal in  Atlanta,  he  served  residencies  at 
Georgia  Baptist  Hospital  in  Atlanta,  and  at 
the  University  of  Oklahoma  Hospitals. 

BARNETT  MORTON  HYMAN,  MD,  eye, 
ear,  nose,  and  throat  specialist  in  Beau- 
mont. Died  Sept  6,  1988;  age  80.  Dr 
Hyman  received  his  medical  degree  in 
1936  from  the  University  of  Tennessee 
College  of  Medicine  in  Memphis.  After  an 
internship  and  residency  in  New  York 
City,  he  served  in  the  US  Army  and  with 
the  US  Public  Health  Service  during 
World  War  11.  Dr  Hyman  was  a life  mem- 
ber of  Texas  Medical  Association. 

CLAUDE  LEONARD  JACKSON,  MD, 

Dallas  psychiatrist.  Died  Sept  4,  1988;  age 
86.  In  1928  Dr  Jackson  graduated  from 
Baylor  College  of  Medicine  in  Dallas.  He 
served  an  internship  at  Hermann  Hospital 
in  Houston  and  a residency  at  Timberlawn 
Sanitarium.  During  World  War  II,  he 
served  in  the  US  Army  Medical  Corps  in 
India.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

SAM  G.  KHOURY,  MD,  Longview  family 
practitioner.  Died  Aug  20,  1988;  age  82. 
Dr  Khoury  was  a 1932  graduate  of 
Tulane  University  School  of  Medicine  in 
New  Orleans.  He  interned  at  Charity 
Hospital  in  Shreveport,  La.  Dr  Khoury 
was  a life  member  of  Texas  Medical 
Association. 

DUDLEY  P.  LAUGENOUR,  MD,  Dallas  sur- 
geon. Died  Aug  22,  1988;  age  82.  Dr 
I-augenour  received  his  medical  degree 
from  The  University  of  Texas  Medical 
Branch  at  Galveston  in  1930.  He  served 
an  internship  at  Parkland  Hospital  in 
Dallas.  Dr  Laugenour  was  a life  member 
of  Texas  Medical  Association. 

LEROY  DONALD  LOCKFLART,  MD,  U 
Marque  orthopedic  surgeon.  Died  Aug  1 5, 
1988;  age  58.  Dr  Lockhart  graduated  in 
1955  from  The  University  of  Texas  Medi- 
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underwritten  by 
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a subsidiary  of  the  Prudential 


cal  Branch  at  Galveston.  Following  an  in- 
ternship and  residency  at  The  University 
of  Texas  Medical  Branch  Hospital,  he 
served  in  the  US  Air  Force. 

WILLIAM  S.  MacCOMB,  MD,  general  sur- 
geon formerly  of  Houston.  Died  Sept  1 1, 
1988;  age  87.  Dr  MacComb  was  a 1927 
graduate  of  the  University  of  Buffalo 
(NY)  Medical  College.  He  served  an  in- 
ternship and  residency  at  Genesee  Hos- 
pital in  Rochester,  NY,  and  St  Luke’s 
Hospital  in  New  York  City’,  Dr  MacComb 
practiced  in  Houston  from  1952  until  his 
retirement  in  1974. 

AMADEO  A.  MAGLIOLO,  MD,  Dickinson 
obstetrician/gynecologist.  Died  Aug  25, 
1988;  age  67.  A 1946  graduate  of  The 
University  of  Texas  Medical  Branch  at 
Galveston,  Dr  Magliolo  served  an  intern- 
ship at  Pierce  County  Hospital  in  Ta- 
coma, Wash.  His  residencies  were  at  St 
Joseph  Maternity  Hospital  and  Jefferson 
Davis  Hospital  in  Houston.  Dr  Magliolo 
served  in  the  US  Navy'  and  had  practiced 
in  Dickinson  since  1952. 

ELISHA  FILMORE  MEREDITH,  MD,  re- 
tired Olney  family  practitioner.  Died  Aug 
25,  1988;  age  79.  Dr  Meredith  graduated 
from  Baylor  University  College  of  Medi- 
cine in  Dallas  in  1938.  He  served  an  in- 
ternship and  residency  at  Parkland  Hos- 
pital in  Dallas,  and  had  practiced  in 
Olney  since  1941. 

WILLIAM  S.  RHODE,  MD,  former  long- 
time Colorado  City  general  practitioner. 
Died  July  7,  1988;  age  80.  A 1933  gradu- 
ate of  The  University  of  Texas  Medical 
Branch  at  Galveston,  Dr  Rhode  served  his 
internship  at  Kansas  City  ( Mo ) General 
Hospital.  He  was  an  honorary  member  of 
Texas  Medical  Association. 

JOHN  T.  RICHARDS,  MD,  Rockdale  fam- 
ily practitioner.  Died  Sept  2,  1988;  age 
77.  Dr  Richards  received  his  medical  de- 
gree in  1939  from  The  University  of 
Texas  Medical  Branch  and  served  an  in- 
ternship at  Kings’  Daughters  Hospital  in 
Temple.  During  World  War  II  he  was  in 
the  US  Army  Medical  Corps.  Dr  Richards 
was  a life  member  of  Texas  Medical 
Association. 
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GEORGE  EDWARD  ROHRER,  MD,  Hous- 
ton obstetrician/gynecologist.  Died  Sept 
6,  1988;  age  76.  Dr  Rohrer  graduated 
from  Tulane  University  School  of  Medi- 
cine in  New  Orleans  in  1937.  His  intern- 
ship was  at  Hermann  Hospital  in 
Houston.  After  service  with  the  US  Army 
Medical  Corps,  he  served  residencies  at 
Baroness  Erlanger  in  Chattanooga,  Tenn, 
and  at  Johns  Hopkins  Hospital  in  Balti- 
more, Md. 

JAMES  JAY  SIALIGENHOP,  MD,  Vernon 
family  practitioner.  Died  June  1,  1988; 
age  67.  In  1944  Dr  Slaugenhop  received 
his  medical  degree  from  Tulane  Univer- 
sity School  of  Medicine  in  New  Orleans. 
He  completed  his  internship  and  resi- 
dency at  Scott  and  White  Clinic  in 
Temple.  Dr  Slaugenhop  practiced  medi- 
cine in  Vernon  for  more  than  40  years. 

YOUEL  C.  SMITH,  SR,  MD,  retired  Kerr- 
ville  abdominal  surgeon.  Died  Jan  26, 
1988;  age  90.  Dr  Smith  graduated  in 
1938  from  The  University  of  Texas  Medi- 
cal Branch  at  Galveston.  He  served  an  in- 
ternship at  Kansas  City  General  Hospital. 
He  was  in  private  practice  in  Houston  for 
four  years,  then  moved  to  Corpus  Christi, 
where  he  practiced  20  years.  Following 
seven  years  medical  service  in  the 
Marshall  Islands,  he  moved  to  Kerrville. 

ALIAN  J.  SPENCE,  MD,  Brownwood  fam- 
ily practitioner.  Died  Sept  5,  1988;  age 
59.  Dr  Smith  received  his  medical  degree 
in  1957  from  The  University  of  Texas 
Medical  Branch  at  Galveston.  Following 
an  internship  at  Methodist  Hospital  in 
Houston,  he  served  with  the  US  Navy  for 
four  years.  He  had  practiced  in  Brown- 
wood  since  1961. 

MARTIN  LEE  STEPHENSON,  MD,  retired 
Dallas  pulmonary  diseases  specialist. 

Died  Aug  21,  1988;  age  82.  A 1935 
graduate  of  Baylor  University  College  of 
Medicine  in  Dallas,  Dr  Stephenson  served 
an  internship  at  City-County  Hospital  in 
El  Paso.  After  four  years  of  US  Air  Force 
service,  he  completed  a residency  at  the 
VA  Hospital  in  McKinney.  Dr  Stephenson 
was  an  honorary  Texas  Medical  Associa- 
tion member. 

ROBERT  S.  SUTTON,  MD,  retired  San  An- 
tonio general  practitioner  and  surgeon. 


Died  Aug  6,  1988;  age  74.  Dr  Sutton 
graduated  in  1938  from  The  University  of 
Texas  Medical  Branch  at  Galveston.  After 
an  internship  at  St  Mary’s  Infirmary  in 
Galveston,  he  practiced  in  San  Antonio 
before  service  with  the  US  Army  Air 
Corps  during  World  War  11,  Dr  Sutton 
was  an  honorary  member  of  Texas  Medi- 
cal Association, 

JACK  MOORE  WEATHERFORD,  MD,  San 
Antonio  general  practitioner.  Died  July 
19,  1988;  age  71.  Dr  Weatherford  re- 
ceived his  medical  degree  in  1941  from 
The  University'  of  Texas  Medical  Branch 
at  Galveston.  Following  an  internship  at 
Medical  and  Surgical  Hospital  in  San  An- 
tonio, he  served  during  World  War  II 
with  the  US  Army  Medical  Corps.  Dr 
Weatherford  was  a life  member  of  Texas 
Medical  Association. 


IN  MEMORIAM 


RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


B.M.  HYMAN 
Beaumont,  1908-1988 

D.P.  LAUGENOUR 
Dallas,  1906-1988 


V.H.  BARBOUR 
Rosenberg,  1914-1988 

J.L.  CORNELISON 
San  Angelo,  1920-1988 

H.E.  CURTIS 
Lubbock,  1 9 1 8- 1 988 

T.H.  DISEKER 

San  Antonio,  1912-1988 

P.N.  FORTNEY 
Beaumont,  1910-1988 

R.J.  HILL 

Odessa,  1942-1988 


L.D.  LOCKHART 
La  Marque,  1929-1988 


W.S.  RHODE 
Colorado  City,  1909-1988 

J.T.  RICHARDS 
Rockdale,  1911-1988 

G.E.  ROHRER 
Houston,  1912-1988 

J.J.  SLAUGENHOP 
Vernon,  1920-1988 

Y.C.  SMITH,  SR 
Kerrville,  1897-1988 

A.J.  SPENCE 
Brownwood,  1928-1988 


M.L.  STEPHENSON 
Dallas,  1905-1988 

R.S.  SUTTON 

San  Antonio,  1913-1988 

J.M.  WEATHERFORD 
San  Antonio,  1917-1988 


W.S.  MacCOMB 
Houston,  1900-1988 

A.A.  MAGLIOLO 
Dickinson,  1921-1988 

E.F.  MEREDITH 
OIney,  1909-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 
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In  Texas,  when  you  decide  to  prescribe  Librium, 

To  protect  your  presaiption. 


special  VKeport 


■ Texans  speak  out 
on  health  care  issues 


Texas  Medical  Association  's  most  recent 
opinion  poll  holds  good  news.  The  pub- 
lic’s rating  of  physicians'  honesty  and 
ethical  standards  has  remained  rela- 
tively steady.  The  poll  also  shows  in- 
creasing satisfaction  with  eight  separate 
aspects  of  visits  to  a physician  ’s  office. 
The  public  rating  of  waiting  time  in  the 
physician’s  office  improved  by  20% 
since  1982.  And,  although  a majority  of 
Texans  mention  cost-related  issues  as 
the  main  problem  facing  medicine  to- 
day, physicians  are  ranked  fourth  as 
being  responsible  for  high  health  care 
costs. 

However,  the  survey  also  reveals  that 
the  public  has  limited  awareness  of  sev- 
eral issues  of  concern.  For  example, 

71%  of  Texas  residents  either  do  not 
know  how  many  patients  a typical  phy- 
sician treats  for  free  or  indicate  that 
physicians  treat  no  patients  for  free. 

Public  opinion  polls  are  part  of  the 
association  ’s  strategic  planning  process. 
The  following  article,  based  on  a report 
by  Larry  J.  Freshnock,  PhD,  of  SRI  Gal- 
lup, summarizes  the  attitudes  of  the 
Texas  public  toward  health  care  issues 


according  to  the  most  recent  poll  and 
compares  results  to  similar  studies  in 
1982  and  1985. 


In  order  to  effectively  represent  the  in- 
terests of  the  Texas  public,  it  is  essen- 
tial that  Texas  Medical  Association 
understand  the  attitudes  and  perceptions 
of  the  public  on  key  issues.  For  this  rea- 
son, the  association  commissioned  SRI 
Gallup  to  scientifically  measure  the  opin- 
ions of  the  adult  population  in  Texas  on  a 
broad  range  of  topics  related  to  health 
and  medicine. 

Background  and  overview 

Telephone  interviews  of  approximately 
16  minutes  in  length  were  conducted 
with  a randomly  selected  sample  of  750 
Texas  residents  aged  18  and  over  during 
the  week  of  June  20,  1988.  Additional 
oversamples  of  25  respondents  each 
were  selected  from  Bexar  and  El  Paso 
counties  to  allow  separate  analysis  of  atti- 
tudes among  San  Antonio  and  El  Paso 
residents.  Results  are  compared  to  find- 
ings from  earlier  Texas  public  surveys 


conducted  for  TMA  in  August  1982  and 
July  1985  whenever  appropriate. 

Main  problem  facing  medicine 

The  interviews  began  with  an  open- 
ended  question  to  measure  top-of-mind 
attitudes  toward  the  main  problem  facing 
health  care  and  medicine  in  Texas.  Fifty- 
one  percent  of  the  responses  address  the 
general  issue  of  high  costs  of  medical 
care,  health  insurance,  medications,  and 
malpractice  insurance.  Ten  percent  of 
the  responses  involve  specific  diseases 
and  public  health  problems  (AIDS,  can- 
cer, smoking ).  Mentions  related  to  the 
elderly  account  for  7%  of  the  total.  Con- 
cern about  the  quality  of  medical  care  is 
infrequent  at  approximately  1%,  while 
concern  about  access  to  care  is  at  4%  to 
5%. 

The  honesty  and  ethical  standards 
of  professions 

Both  the  1985  and  1988  surveys  in- 
cluded questions  on  the  ethics  of  various 
professions.  Respondents  in  both  surveys 
rated  the  honesty  and  ethical  standards 
of  people  in  five  different  professions  as 


Summary  and 
conclusions 

A slight  majority  of  Texas  residents  cite 
cost-related  concerns  as  the  main  prob- 
lem facing  health  and  medicine  in  Texas. 
Responses  related  to  specific  public  health 
problems  such  as  AIDS,  cancer,  and  smok- 
ing total  approximately  10%,  while  men- 
24  tions  involving  the  elderly  and  problems 

with  their  health  care  total  7%.  Concern 

with  quality  of  and  access  to  medical  care 
is  minimal. 

Data  from  the  honesty  and  ethical  stan- 
dards battery  tested  in  1985  and  1988 
show  slight  declines  in  perceived  honesty 
for  clergymen,  dentists,  and  physicians. 
Lawyers  are  given  a substantially  more 
negative  rating,  while  pharmacists,  who 
top  the  list  in  both  surveys,  show  an  in- 
crease of  0.13  points.  The  resulting  1988 
rankings  place  physicians  in  second  posi- 
tion of  the  five  occupations  tested. 


The  plurality  of  Texans  (42%  ) do  not 
know  the  main  purpose  of  Texas  Medical 
Association.  The  most  prevalent  specific 
mentions  involve  monitoring  the  quality/ 
ethics/prices  of  practicing  physicians  and 
protecting  the  public  health. 

Approximately  6%  of  the  adult  population 
in  Texas  was  unable  to  obtain  needed 
medical  services  in  the  past  year.  As  ex- 
pected, this  group  is  disproportionately 
poor,  unemployed,  black,  and  consumers 
of  1 1 or  more  physician  visits  annually. 
Open-ended  responses  indicate  monetary 
limitations  usually  are  the  cause. 

Evaluations  of  eight  separate  characteris- 
tics associated  with  physician  visits  in 
1982  and  1988  show  improvement  in 
every  dimension  tested  and  a jump  of 
20%  in  ratings  of  waiting  time  in  the  phy- 
sician’s office.  In  addition,  significantly 
fewer  Texans  now  than  six  years  ago  indi- 
cate that  physicians’  charges  are  too  high. 

Texans  are  less  willing  today  than  in  1982 
to  see  a nonphysician  for  more  routine 


medical  services.  This  aversion  is  espe- 
cially pronounced  among  disadvantaged 
populations. 

The  public  is  substantiaUy  more  likely  at 
present  that  six  years  ago  to  say  they 
would  switch  physicians  and  file  a com- 
plaint with  the  medical  society  if  they  had 
a serious  problem  with  their  doctor. 

The  majority  of  Texas  residents  do  not 
know  how  much  medical  care  Texas  phy- 
sicians provide  at  no  charge.  The  most 
prevalent  specific  response  is  “none.” 

Over  time,  data  demonstrate  that  the  im- 
pact of  recommendations  from  friends/ 
relatives  on  personal  choice  of  a physician 
remains  predominant.  Despite  their  high 
visibility,  referral  services  are  reported  as 
influential  by  only  2%  of  Texas  adults  in 
1988. 

The  Texas  public  reports  being  signifi- 
cantly less  likely  to  go  to  a physician  who 
advertises  today  than  in  1982. 
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ven'  high,  high,  average,  low,  or  very  low 
(Fig  1). 

Phy,sicians’  ranking  i,s  virtually  un- 
changed during  the  period  in  question, 
but  due  to  other  larger  decreases  moves 
from  third  position  in  1985  to  second  in 
1988.  Interestingly,  pharmacists  im- 
proved upon  their  number-one  ranking 
with  an  increase  of  0. 1 3 in  public  per- 
ception of  honesty.  It  is  likely  that  clergy  - 
men, who  enjoyed  the  second  highest 
score  in  1985,  were  affected  negatively 
by  recent  scandals  involving  the  elec- 
tronic ministry.  They  slipped  into  a tie 
for  third  position  in  1988. 

Although  four  of  five  professions  have 
slipped  in  their  perceived  honesty  and 
ethical  standards,  the  magnitude  of  de- 
clines is  small,  except  in  the  case  of 
lawyers. 


an  even  greater  percentage  of  “don’t 
know”  responses  among  the  youngest 
and  oldest  respondents,  the  poor,  and  the 
uneducated.  Several  responses  suggest 
that  approximately  one  in  three  Texans 
views  TMA  as  an  organization  to  monitor 
the  high  quality  and  ethics  of  practicing 
physicians.  This  perception  is  especially 
strong  among  college  graduates  and  high 
income  earners.  Ten  percent  of  respon- 
dents mention  protection  of  the  public’s 
health  as  TMA’s  primary  function.  This 
group  is  disproportionately  composed  of 
those  who  earn  less  than  $10,000,  those 
without  a high  school  diploma,  those 
aged  18  to  24,  blacks,  and  Hispanics. 

Use  of  a personal  physician 

Respondents  were  asked  if  they  have  a 
personal  physician  to  whom  they  usually 


go  when  they  need  medical  care.  Having 
a personal  physician  varies  according  to 
number  of  physician  visits  in  last  year 
(the  fewer  the  visits,  the  less  likely  to 
have  a personal  physician),  age  (as  age 
increases,  so  does  the  probability  of 
having  a personal  physician ),  race 
(whites  are  more  likely  than  blacks  to 
have  a personal  physician),  income  (poor 
are  much  less  likely  than  mid-  to  upper- 
income  groups  to  have  a personal  physi- 
cian), sex  (women  in  the  home  are  most 
likely  to  indicate  a personal  physician), 
and  metropolitan  area  ( residents  of  El 
Paso  are  least  likely  to  report  having  a 
personal  physician). 

It  is  interesting  to  note  that  use  of  a 
personal  physician  varies  strongly  with 
income,  but  has  no  relationship  to 
education. 


Main  purpose  of  the  Texas  Medical 
Association 

Respondents  were  asked  what  they  per- 
ceive to  be  the  main  purpose  of  the 
Texas  Medical  Association.  The  most 
prevalent  response  at  42%  is  “don’t 
know/not  familiar.”  Their  responses  show 


/ Honesty  and  ethical  standards  of  professions  ( average  on  5-point  scale). 


Profcs.sion 

July  1985 

June  1988 

Difference 

Clergymen 

3.61 

3.52 

-0.09 

Pharmacists 

3.74 

3.87 

-1-0.13 

Lawyers 

2.81 

2.62 

-0.19 

Physicians 

3.60 

3.57 

-003 

Dentists 

.3.57 

3.52 

-0.05 

The  public  image  of  physicians  in  terms  of 
their  preoccupation  with  money  has  re- 
mained stable  at  a rather  negative  level 
during  the  past  six  years.  In  contrast,  per- 
ceptions of  fee  levels  and  patient  in- 
volvement in  treatment  decision  have  im- 
proved significantly. 

The  Texas  public  has  even  less  confidence 
now  than  in  1985  that  the  poor  and  el- 
derly are  able  to  obtain  needed  medical 
services.  The  “near  poor,”  those  earning 
$10,()()()  to  $20,000  annually,  express  the 
greatest  concern  across  income  levels, 
while  the  elderly  are  more  positive  about 
their  own  access  than  any  other  age  group. 

Only  23%  of  Texans  report  that  there  are 
too  few  physicians  in  their  community. 
However,  this  percentage  rises  substan- 
tially among  blacks  and  Hi.spanics  and  in 
the  El  Paso  region. 

The  plurality  of  Texas  residents  (37%  ) as- 
sign primary  responsibility  for  health  care 
cost  increases  to  insurance  companies. 
Physicians  are  fourth  on  the  list. 


Of  five  social  problem  areas  examined, 
Texas  adults  are  most  likely  to  indicate 
that  the  medical  profession  should  assume 
leadership  in  dealing  with  AIDS.  However, 
in  every  instance,  the  public  assigns  a 
higher  priority  to  government. 

Six  in  ten  Texans  believe  physicians  have 
the  right  not  to  treat  patients  who  have 
sued  doctors  for  malpractice  in  the  past. 
This  percentage  falls  to  38%  in  relation  to 
AIDS  patients  and  27%  for  patients  unable 
to  pay  their  bills. 

There  is  strong  support  among  the  Texas 
public  for  major  reform  of  the  state’s  lia- 
bility tort  system,  both  in  general  and  for 
specific  proposals.  These  include  install- 
ment payments  (82%  favor),  elimination 
of  double  payments  (71%  favor),  protec- 
tion for  physicians  who  give  free  care 
(79%  favor),  limitation  of  pain  and  suffer- 
ing awards  (70%  favor),  and  limitation  of 
attorneys’  contingency  fees  (79%  favor). 

The  57%  of  Texans  who  report  a great 
deal  or  some  contact  with  liability-related 


issues  are  much  more  likely  than  those 
without  such  experience  to  support  liabil- 
ity tort  reform.  In  addition,  approximately 
43%  of  Texas  residents  are  aware  of  medi- 
cal service  scarcity  caused  by  high  mal- 
practice premiums,  and  this  group  also 
shows  heightened  support  for  tort  reform. 

A plurality  of  respondents  (44%  ) indicate 
that  current  levels  of  state  funding  for  pro- 
grams to  fight  AIDS  are  inadequate.  How- 
ever, 29%  express  uncertainty  on  this  im- 
portant public  health  issue. 
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2.  Sources  of  medical  care  for  those  without  personal  physician 


3.  Physician  charges  for  last  visit 


August  1982 


June  1988 


4.  Reaction  to  a serious  complaint  about  a physician 


August 

1982 

June 

1988 

Difference 

Do  nothing 

3% 

1% 

-2 

Switch  doctors  without  telling  him/her 

20% 

20% 

0 

Tell  him/her  about  the  complaint,  and  then  switch  doctors 

27% 

32% 

-IS 

Tell  him/her  about  the  complaint,  but  keep  him/her 

40% 

27% 

-1.3 

File  a complaint  with  the  medical  society 

7% 

12% 

-IS 

Other/don't  know 

4% 

8% 

+ 4 

5 Methods  of  selecting  a personal  physician 

August 

June 

1982 

1988 

Family  has  always  used  doctor 

NA 

16% 

Contacted  a referral  service 

NA 

2% 

Referral  by  another  physician 

18% 

13% 

Referred  by  friend  or  relative 

58% 

40% 

Looked  up  in  phone  book 

4% 

5% 

Referred  by  medical  society 

3% 

1% 

Only  physician  available 

7% 

4% 

Referred  by  health  insurance  plan 

NA 

6% 

Other/don’t  know 

10% 

12% 

The  24%  of  respondents  who  do  not 
have  a personal  physician  also  were 
asked  where  they  usually  go  for  medical 
care.  Fig  2 shows  a rather  even  distri- 
bution of  medical  care  sources.  While 
one  in  five  individuals  obtains  care  in 
hospital  emergency  room  facilities,  25% 
indicate  use  of  hospital  outpatient  clinics. 
Freestanding  clinics  account  for  19%. 
“Other”  sources  mentioned  include  phy- 
sicians’ offices,  military’  facilities,  and 
“never  had  a medical  problem.” 

Frequency  of  physician  visits  in  past 
year 

Texans  with  a personal  physician  make 
twice  as  many  visits  as  those  who  do  not. 
The  distributions  by  age,  education,  and 
income  all  show'  a major  increase  at  mid- 
scale. Blacks  see  physicians  17%  more 
often  than  Hispanics,  and  women  show 
more  than  tw  ice  as  many  visits  as  men. 
The  Dallas/Fort  Worth  region  evidences  a 
significantly  larger  number  of  physician 
visits  per  capita  than  other  areas,  espe- 
cially the  nonmetropolitan  counties. 

Ability  to  obtain  needed  medical 
services 

Six  percent  of  Texas  residents  report 
having  been  unable  to  obtain  necessary 
medical  care  during  the  last  year.  This 
group  is  disproportionately  poor,  unem- 
ployed, and  black,  and  they  are  consum- 
ers of  1 1 + physician  visits  annually. 
When  asked  why  they  were  unable  to  ob- 
tain needed  serv  ices,  30  of  the  49  re- 
spondents mentioned  monetary'  limi- 
tations, while  most  of  the  others  cited 
time  constraints  and  access  restrictions. 

Evaluation  of  physician  visits 

The  77%  of  respondents  who  report  one 
or  more  physician  visits  in  the  last  year 
were  asked  to  rate  as  very  favorable, 
somewhat  favorable,  or  not  at  all  favor- 
able eight  characteristics  associated  with 
these  visits.  Patient  satisfaction  with 
every'  listed  aspect  of  their  last  physician 
visit  improved  between  1982  and  1988, 
including  a 20-point  improvement  in 
evaluations  of  waiting  time  in  the  office. 
Other  characteristics  listed  were:  setting 
up  an  appointment,  the  receptionist  and 
nurses,  the  amount  of  time  the  doctor 
spent  with  the  patient,  the  way  the  doc- 
tor explained  things  to  the  patient,  how 
willing  the  doctor  was  to  answer  ques- 
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tions,  the  medical  care  (advice)  the  doc- 
tor gave  the  patient,  and  the  way  the 
patient’s  payment,  including  insurance 
forms,  was  handled. 

Respondents  then  were  asked  to  evalu- 
ate physicians’  charges.  Responses  from 
the  1982  and  1988  studies  for  those  indi- 
viduals who  had  seen  a physician  in  the 
last  year  are  presented  in  Fig  3.  Compar- 
ing the  two  studies,  1 0%  fewer  Texans 
today  say  their  doctors’  charges  are  too 
high. 

Individuals  without  a personal  physi- 
cian are  much  more  likely  than  those 
w ith  a personal  physician  to  describe 
charges  as  being  too  high.  This  difference 
is  not  traceable  to  income,  race,  educa- 
tion, or  employment  status.  There  also 
are  strong  relationships  between  the  per- 
ception that  physicians’  charges  are  too 
high  and  not  being  able  to  obtain  needed 
medical  care;  being  between  the  ages  of 
35  and  44;  being  Hispanic,  especially  as 
compared  to  blacks;  and  living  in  San  An- 
tonio, in  contrast  to  living  in  Houston. 

Interviewees  then  were  asked  to  re- 
spond to  the  following  question,  which 
also  was  included  in  the  1982  survey; 
“Some  people  are  willing  to  let  a nurse 
or  other  nondoctor  handle  routine  medi- 
cal problems  if  it  saves  money  and  time. 
Others  want  a doctor  to  handle  all  of 
their  medical  problems,  even  if  it  costs 
more  money  and  takes  more  time.  Which 
comes  closer  to  your  point  of  view?  ( If 
choice  made ) And,  do  you  feel  strongly 
about  that?”  The  responses  show  that 
since  1982,  there  has  been  a very  slight 
decline  in  the  extent  to  which  Texans 
prefer  nonphysicians  over  physicians  for 
nonemergency  medical  services.  How- 
ever, certain  subgroups  show  a marked 
preference  for  physicians.  ITiese  include 
individuals  aged  65  and  over  (67%  ); 
with  less  than  a high  school  education 
( 57%  );  who  are  black  (64%  );  who  earn 
$10,000  or  less  annually  (55%  );  and  who 
are  home-based  women  ( 58%  ). 

Reaction  to  a serious  complaint 
about  a physician 

The  Texas  public  is  substantially  more 
likely  now  than  six  years  ago  to  switch 
physicians  and  file  a complaint  with  the 
medical  society  if  they  have  a serious 
problem  with  their  physician  ( Fig  4 ). 

This  is  a clear  indicator  of  the  growth  of 


a more  “consumerist”  attitude  concern 
ing  the  use  of  physician  services. 

Perceptions  of  free  care  delivered  by 
physicians 

Fifty-eight  percent  of  respondents  said 
they  “don’t  know  ” how  many  patients  a 
typical  physician  treats  for  free  in  a year. 
Only  28%  are  aware  that  any  patients  re- 
ceive free  care. 

Methods  of  selecting  a personal 
physician 

Even  as  the  number  of  ways  to  select  a 
physician  increases,  most  Texans  con- 
tinue to  rely  on  referrals  from  friends  and 
relatives  (Fig  5).  In  addition,  while  physi- 
cian referral  services  are  visible  through 
advertising,  their  effect  on  physician- 
patient  linkages  is  minimal. 

Physician  advertising 

While  the  public  believes  physicians 
should  have  the  right  to  advertise,  many 
individuals  express  preferences  for  doc- 
tors who  do  not  advertise.  Fig  6 demon- 
strates clearly  that  the  Texas  public  is 
less  likely  to  go  to  a physician  who  ad- 
vertises today  than  in  1982.  Without 
question,  there  has  not  been  a softening 
of  the  negative  connotations  associated 
with  physician  advertising  in  the  minds 
of  the  public.  This  sentiment  is  especially 
pronounced  among  the  elderly  ( 89%  less 
likely );  women  in  the  home  ( 83%  less 
likely );  and  residents  of  San  Antonio 


(83%  less  likely),  especially  in  com- 
parison with  El  Paso  (57%  less  likely). 

The  public  image  of  physicians 

In  light  of  major  slides  in  attitudes  associ- 
ated with  physicians’  public  image  in  the 
late  197()s  and  early  1980s,  it  is  striking 
that  the  opinions  presented  in  Fig  7 have 
remained  so  stable  during  the  six-year  in- 
terim between  TMA’s  surveys  in  1982 
and  1988.  However,  it  remains  problem- 
atic that  40%  of  Texans  agree  that  “Most 
doctors  are  more  concerned  with  making 
money  than  with  the  well-being  of  their 
patients.” 

This  pervasive  sense  that  physicians 
are  too  preoccupied  with  money  is 
strongest  among  those  who  could  not 
obtain  needed  medical  care  in  the  past 
year  (72%  ),  those  aged  65+  (48%  ), 
those  with  less  than  a high  school  educa- 
tion ( 57%  ),  the  unemployed  ( 52%  ),  His- 
panics  and  blacks  ( 50%  ),  those  earning 
$10,000  or  less  annually  (51%),  and  resi- 
dents of  El  Paso  (49%  )• 

Perceptions  related  to  physicians’  edu- 
cation and  knowledge  are  sharply  more 
positive.  Responses  to  additional  image 
items  are  in  Fig  8.  It  is  interesting  that 
many  of  the  subgroups  who  indicate 
more  negative  views  toward  physicians’ 
preoccupation  with  money  also  are  more 
likely  to  disagree  that  doctors’  fees  are 
reasonable.  However,  the  magnitude  of 
differences  in  this  second  instance  is  re- 
duced sharply.  This  suggests  that  it  is  not 


6.  Reaction  to  a physician  who  cuivertises 
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so  much  the  perceived  level  of  physi- 
cians’ fees  or  incomes  that  causes  nega- 
tive public  attitudes  as  it  is  the  sense  that 
doctors  are  more  motivated  by  monetary 
concerns  than  by  patient  considerations. 

In  marked  contrast  to  the  first  two 
statements  about  physicians  in  Fig  8,  atti- 
tudes of  Texas  residents  toward  access  to 
needed  medical  care  among  the  poor  and 
elderly  have  worsened  since  1985.  Only 
39%  of  Texans  now  believe  the  poor  can 
obtain  needed  care.  ITie  “near  poor,” 
those  earning  810,000  to  $20,000,  ex- 
press the  greatest  access  concerns.  ITiose 
whose  annual  income  is  less  than 
$10,000  actually  may  be  better  off  be- 
cause they  are  more  likely  to  qualify  for 
assistance  programs  such  as  Medicaid. 


In  terms  of  access  to  medical  care 
among  the  state’s  elderly,  it  is  important 
to  note  that  the  aged  65+  group  shows 
the  least  concern  of  any  age  group. 
Middle-aged  residents  are  sharply  more 
negative,  as  are  the  unemployed,  those 
unable  to  get  needed  care,  Hispanics,  and 
residents  of  El  Paso,  especially  in  com- 
parison with  nonmetropolitan  residents. 

Physician  supply 

Respondents  also  were  asked  if  they  felt 
that  there  are  too  many,  too  few,  or 
about  the  right  number  of  physicians  in 
their  communities.  Fifty -seven  percent 
indicate  that  current  physician  supply  is 
about  right,  while  23%  believe  there  are 
too  few  doctors  in  their  community'. 


■'  The  public  image  of  physicians. 
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8 The  public  image  of  physicians  and  the  medical  care  system. 


Doctors'  fees  are 
usually  reasonable 
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enough  in  deciding 
medical  care 


Poor  people  are 
able  to  get  needed 
medical  care 

The  elderly  art- 
able  to  get  needed 
medical  care 


% Agree 


As  expected,  individuals  who  have 
been  unable  to  obtain  needed  medical 
care  during  the  past  year  are  more  likely 
to  perceive  a shortage  of  physicians.  In 
addition,  “too  few”  responses  vary  in- 
versely with  education  and  income.  Racial 
differences  are  substantial  as  perceived 
shortage  ranges  from  a low  of  20% 
among  whites  to  34%  for  blacks  and 
37%  among  Hispanics.  Regional  variation 
also  is  significant  with  35%  of  El  Paso 
residents  reporting  inadequate  supply, 
followed  by  26%  of  nonmetropolitan  in- 
habitants. This  figure  falls  to  15%  among 
residents  of  Dallas/Eort  Worth. 

Source  of  health  care  cost  increases 
Almost  four  in  ten  Texas  residents  assign 
primary'  responsibility  for  rising  health 
costs  to  insurance  companies.  Hospitals 
receive  the  second  most  mentions 
( 1 8%  ) as  contributors  to  cost  increases, 
followed  by  drugs/technology  (11%), 
and  physicians  (9%  )•  Only  epidemic  dis- 
eases elicit  fewer  responses  than  physi- 
cians. A major  difference  in  rankings 
occurs  among  individuals  aged  55  or 
older,  who  assign  highest  responsibility 
to  hospitals,  with  insurance  companies 
second. 

Responsibility  for  leadership  in  deal- 
ing with  social  problems 

Respondents  were  asked  whether  the 
medical  profession,  government,  or  pri- 
vate charities  should  take  the  lead  in 
dealing  with  five  social  problems:  child 
abuse,  AIDS,  drug  and  alcohol  abuse 
among  teenagers,  teenage  pregnancy,  and 
air  and  water  pollution. 

A plurality  of  Texas  residents  assign  re- 
sponsibility to  government  for  each  of 
the  social  problems,  except  teenage 
pregnancy,  which  is  seen  as  being  most 
effectively  addressed  by  private  agencies. 
In  none  of  the  five  areas  tested  is  the 
medical  profession  given  primary  respon- 
sibility. However,  medicine  receives  the 
most  mentions  in  relation  to  AIDS. 

The  right  of  physicians  not  to  treat 
patients 

Fig  9 demonstrates  that  60%  of  Texas 
residents  believe  physicians  have  the 
right  to  refuse  to  treat  patients  who  have 
sued  for  malpractice  in  the  past.  How- 
ever, support  is  significantly  lower  among 
blacks,  Hispanics,  those  with  less  than  a 
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high  school  education,  the  unemployed, 
and  those  who  have  been  unable  to  ob- 
tain needed  medical  care  in  the  past  year. 

Only  38%  say  physicians  should  be 
able  to  choose  not  to  treat  AIDS  victims. 
This  figure  rises  to  47% , a slight  plurality, 
among  respondents  with  some  college 
education. 

Finally,  only  27%  of  Texans  believe 
that  physicians  should  not  have  to  treat 
poor  patients  who  cannot  pay  for  medi- 
cal services.  Fifteen  percent  of  blacks  and 
16%  of  respondents  without  a high 
school  diploma  share  that  view. 

I Reform  of  Texas  liability  tort  law 

' Respondents  were  asked  a series  of  ques- 
I tions  about  general  support  for  reform  of 
, Texas’  tort  liability  system  and  about  spe- 
! cific  proposals  for  legislative  change.  A 
I strong  majority  ( 58%  ) of  Texas  residents 
' favor  changing  the  state’s  tort  liability' 

' laws.  Because  of  substantial  uncertainty 
on  this  issue,  opposition  to  reform  is 
\ rather  sparse  at  only  1 8% . Demographic 
i differences  show  that  support  is  reduced 
among  those  aged  65+  and  those  with 
low  education.  These  data  show  even 
I stronger  support  for  a proposed  install- 
ment plan  (82%  favor)  than  for  tort  re- 
I form  in  general.  The  proposal  would 
I allow  awards  for  future  damages  to  be 
paid  out  in  installments  over  time.  Those 
I most  in  opposition  to  the  installment 
! plan  are  Hispanics  at  26% , blacks  at  24% , 
I and  those  without  a high  school  diploma 
' at  23%. 

Pollsters  asked  participants  about  three 
additional  proposals  for  tort  reform.  In 
response  to  those  questions,  7 1 % of  the 
respondents  favored/favored  strongly  a 
' proposal  to  allow  an  injured  person  to 
I eollect  only  that  part  of  an  award  not  al- 
^ ready  paid  by  his  or  her  insurance  com- 
pany, 79%  favored/favored  strongly  more 
legal  protection  for  doctors  who  treat 
I the  poor  free  of  charge  or  for  less  than 
' their  usual  fee  as  a serv  ice  to  the  state, 
and  70%  favored/favored  strongly  a limit 
, on  the  amount  of  money  that  can  be 
I awarded  to  an  injured  person  for  pain 
; and  suffering. 

The  demographic  profile  of  opposition 
to  the  three  proposals  is  dominated  by 
blacks,  those  unable  to  obtain  needed 
I medical  care  in  the  past  year,  and,  to  a 
I lesser  extent,  those  with  low  education 
j and  income. 
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Respondents  who  indicated  support 
for  a limit  on  pain  and  suffering  awards 
also  were  asked  to  select  among  possible 
limit  amounts  of  SI 00,000;  8250,000; 
and  $500,000.  Responses  are  presented 
in  Fig  10.  A plurality  of  33%  favor  the 
lower  limit  of  $100,000;  followed  by 
24%  in  support  of  the  $250,000  amount; 
and  17%  favoring  the  $500,000  limit. 

However,  27%  express  uncertainty  on 
this  issue,  suggesting  that  many  of  the 
opinions  expressed  in  Fig  10  are  not  so- 
lidified. Uncertainty  as  to  the  specific 
limit  amount  is  greater  among  respon- 
dents aged  40  to  44  and  55 + . In  addi- 


tion, blacks  and  Hispanics  are  much 
more  likely  than  whites  to  support  the 
$500,000  limit. 

In  a related  question,  79%  of  the  re- 
spondents indicated  that  they  favor/favor 
strongly  a sliding  scale  limit  on  lawy  ers’ 
contingency  fees,  so  that  for  very  high 
awards,  the  percent  lawyers  could  charge 
would  be  less  than  for  lower  awards. 

All  respondents  were  asked  how  much 
they  had  read  or  heard  recently  about 
problems  with  the  liability  tort  laws  in 
Texas.  Fifty-seven  percent  of  the  Texas 
adult  population  indicate  either  a great 
deal  or  some  recent  contact  with  the  tort 


9 Should  a physician  be  able  to  choose  not  to  treat  a patient  who  . . .? 


% Yes 

10.  Amount  of  pain  and  suffering  award  limit 


Unsure  21% 
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liability  issue.  Forty-two  percent  report 
little,  if  any,  related  exposure.  As  ex- 
pected, contact  with  the  liability  issue 
rises  substantially  as  educational  level 
and  income  increase. 

It  is  important  to  understand  the  rela- 
tionship between  contact  with  the  tort 
reform  issue  and  attitudes  toward  reform 
itself.  Support  rises  from  a low  of  31% 
among  those  with  no  issue  contact  to  a 
high  of  76%  for  individuals  reporting  a 
great  deal  of  experience  with  reform- 
related  issues.  This  relationship  is  much 
less  pronounced  and,  in  some  cases,  non- 
existent for  reactions  to  the  specific  pro- 
posals, largely  because  they  are  self- 
explanatory.  However,  the  basic  finding  is 
clear.  As  Texas  residents  become  more 
familiar  with  issues  related  to  the  liability 
tort  system,  the  probability  of  their  sup- 
porting major  reform  of  that  system  rises 
significantly. 

Another  key  issue  related  to  tort  lia- 
bility reform  is  the  extent  to  which  Tex- 
ans perceive  that  the  current  liability 
system  is  causing  physicians  to  limit  their 
medical  practices,  leave  the  state,  or  re- 
tire from  medicine.  Forty-three  percent 
of  Texas  residents  indicate  a scarcity  of 
certain  medical  services  caused  by  high 
professional  liability  premiums.  Aware- 
ness is  significantly  greater  among  indi- 
viduals who  visit  their  physician  11  + 
times  annually  ( 56%  ),  those  aged  35  to 
39  (51%  ),  college  graduates  (58%  ),  and 
those  earning  $60,000+  annually  (60%). 


The  majority  of  those  who  report  a 
scarcity  specify  that  obstetrics  is  the  ser- 
vice most  affected  by  liability  premiums. 
Six  percent  mention  emergency  care, 
and  28%  cite  other  services  (primarily 
general). 

In  combination,  these  data  show  that 
almost  half  of  the  Texas  adult  population 
senses  that  high  professional  liability  pre- 
miums cause  a scarcity  of  medical  ser- 
vices in  Texas. 

In  addition,  Texas  residents  who 
understand  the  impact  of  high  premiums 
on  the  supply  of  medical  services  are 
much  more  likely  than  those  unaware  to 
support  reform. 

Current  state  funding  of  AIDS 
programs 

While  a plurality  of  44%  believe  current 
funding  of  AIDS  programs  is  too  low, 

29%  express  uncertainty  on  this  impor- 
tant public  health  issue.  Uncertainty  in- 
creases to  45%  among  those  aged  65  + 
and  40%  among  women  in  the  home. 
The  sense  of  inadequate  funding  is  dis- 
proportionately high  among  those  aged 
25  to  34  (55%  ),  the  unemployed  (50%  ), 
blacks  (63%  ),  and  residents  of  El  Paso 
(57%). 

Membership  of  personal  physician 
in  TMA 

Almost  two  of  three  Texans  respond  affir- 
matively when  asked  if  their  personal 
physician  is  a member  of  TMA.  Most  of 


1 1.  Source  of  payment  for  medical  bills. 


the  remaining  residents  are  uncertain. 
The  percentage  of  “don’t  know/unsure” 
responses  tends  to  decrease  as  annual 
physician  visits  rise.  It  also  decreases 
with  age,  except  for  those  aged  65  and 
over,  and  it  is  substantially  lower  among 
whites  than  among  other  ethnic  groups 
and  for  those  who  have  a personal 
physician. 

Source  of  payment  for  medical  bills 
Respondents  to  the  1988  survey  were 
given  a list  of  possibilities  and  asked  to 
select  the  source  that  pays  for  most  of 
their  medical  bills.  The  1982  study  in- 
cluded a similar  question,  with  the  ex- 
ception that  it  focused  on  “doctor’s  bills” 
rather  than  “medical  bills.” 

Responses  are  not  a true  indicator  of 
actual  health  insurance  coverage  because 
individuals  with  high  deductible  or 
copayment  plans  still  may  respond  “own 
pocket.”  In  addition,  the  effect  of  the 
slight  wording  change  is  unknown. 

The  main  shift  evident  in  Fig  1 1 is  that 
“health  insurance”  and  “HMO”  mentions 
have  increased  substantially,  primarily  at 
the  expense  of  “own  pocket”  responses. 

It  should  be  noted  that  HMO  enroUees 
primarily  are  middle  aged  and  show  a 
high  physician  visit  profile.  Those  indicat- 
ing that  they  pay  most  of  their  medical 
bills  themselves  are  more  likely  to  be 
those  who  say  they  were  unable  to  ob- 
tain medical  care  in  the  past  year,  be 
aged  18  to  24,  have  less  than  a high 
school  education,  be  unemployed,  earn 
less  than  $10,000  annually,  and  be  black 
or  Hispanic. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 

Someday  it  may  be  you  against  a negligence 
charge.  When  that  day  comes  and  your 
professional  reputation  is  on  the  line,  you’re 
going  to  want  all  the  help  you  can  get.  To 
make  sure  you  have  it,  contact  your  Medical 
Protective  General  Agent  today. 


Bruce  Grim,  Keith  H.  Prince  L.  Wayne  Kirk,  Rick  D.  Bolin 

Charles  F.  Curtice,  Daniel  S.  Marley  Rick  Bedingfield 

Suite  570,  Allied  Lakewood  Bank  Center,  6301  Gaston  Avenue  Suite  346,  950  Echo  Lane 

Dallas  TX  75214-3947,  (214)  821-4640  Houston,  TX  77024,  (713)  465-4445 


Michael  Rollans 
Thomas  A.  Weisman 
14800  San  Pedro,  Suite  224 
San  Antonio,  TX  78232,  (512)  490-1081 
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FOR  YOU 

THE  DIGITAL  DOCTOR 

LAGUNA  BAY  COMPUTER  SYSTEMS 
OFFERS 

LAMOS 

A complete  automated 
medical  office  system. 

Business  Management  with 
interactive  medical  records  • 
CONTROL  FILE  • FLEXIBLE  insurance 
processing  • Electronic  Claims 
Submission  • (Texas)  • Time  manager  • 
Multi-user  • Multiple  office  locations  • 
FAST  DATA  PROCESSING  plus  a 
60  DAY  TRIAL  OFFER. 

$999.00  for  Single  User* 

$1999.00  for  the  Multi-user  version* 

WHY  PAY  TOO  MUCH  FOR  YOUR 
SOFTWARE  TRY  IT  BEFORE  YOU  BUY 

For  more  detailed  information  call 

The  Digital  Doctor 
2220  Maine  Drive  Ste  27 
Harlingen,  Texas  78550 
(512)  428-0281 

* Price  subject  to  change  without  notice, 

Software  only  Hardware  not  included. 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 


Power  of 
the  Pen” 


When  you  decide  to  use  Bactrim, 
use  the  power  of  the  pen  as  well. 
Protect  your  prescribing  decision  in 
accordance  with  your  state  regula- 
tions to  prevent  substitution.  It  guar- 
antees your  patients  will  get  the 
power  of  Bactrim. 
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Bactrim 

(trimethoprim  and 
sultamethoxazole/Roche) 
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Seasonal  affective 
disorder:  clinical 
aspects 


Seasonal  affective  disorder  ( SAD ) is  characterized 
by  periodically  occurring  depression  in  the  fall 
and  winter  months,  typically  associated  with  in- 
creased sleep  time,  weight  gain,  and  carbohydrate 
craving.  During  the  spring  and  summer  months  a 
reversal  of  symptoms  and  sometimes  hypomanic 
or  manic  symptoms  can  occur.  Reports  of  clinical 
symptomatology  of  SAD  are  presented.  SAD  seems 
to  be  triggered  by  the  decrease  in  available  day- 
light that  occurs  during  the  winter  months.  Al- 
though SAD  may  be  a subtype  of  a major  affective 
disorder,  the  symptoms  are  typically  milder  and 
can  be  effectively  treated  by  phototherapy,  but 
medications  such  as  lithium  and  antidepressants 
can  be  helpful. 
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The  association  between  times  of  the  year  and 
variations  in  incidence  and  severity  of  psy- 
chiatric disorders  or  symptoms  has  inter- 
1 ested  scientists  for  many  years.  Seasonal  variations 
in  manic-depressive  disorder  were  recognized  by 
1 Kraepelin  early  in  this  century,  but  he  considered 
I the  number  of  such  cases  to  be  less  than  5%  of  all 
those  with  a diagnosis  of  manic-depressive  disorder 
( 1 ).  Seasonal  peaks  for  clinical  depression  were  de- 
I scribed  in  1976  by  Eastwood  et  al  who  observed  an 
autumn  increase  in  so-called  neurotic  depression 
: and  a spring  peak  in  melancholic  depression  ( 2 ). 

The  incidence  of  suicides  also  peaks  in  the  spring 
and  autumn  (3).  Seasonal  variations  in  suicide  death 
rates  have  also  varied  according  to  gender,  with  the 
I number  of  suicides  by  males  peaking  in  April  and 
I May  and  the  number  of  suicides  by  females  peaking 
I in  March  and  April  and  again  in  October  and  No- 
vember (4).  There  have  been  varied  reports  on  the 
I seasonality  of  attempted  suicide,  but  most  studies 
have  shown  that  suicide  is  attempted  less  frequently 
in  the  mid-winter  months  ( 5 ).  Aschoff  found  that 
seasonal  variations  in  suicide  were  greatest  in  the 
temperate  latitudes.  Suicide  correlations  were  high- 
est with  seasonal  variations  in  the  hours  of  clear 
sunshine  (6).  In  some  studies,  hospital  admission 
rates  for  mania  were  increased  during  the  summer 
months  ( 7,8 ).  There  was  also  a correlation  between 
psychiatric  hospital  admission  rates  and  mean  daily 
hours  of  sunshine  and  mean  daily  temperatures 
(7,8).  Only  in  recent  years  has  a definite  disorder 
I (seasonal  affective  disorder)  with  symptoms  more 
I clearly  related  to  the  seasons  been  formally  de- 
scribed and  carefully  studied. 

Seasonal  affective  disorder  (SAD)  is  characterized 
by  periodically  occurring  depression  in  the  fall  and 
I winter  months  associated  with  increased  sleep  time, 
fatigue,  weight  gain,  and  carbohydrate  craving  (9). 


During  the  spring  and  summer  months  a reversal  of 
symptoms  (and  sometimes  hypomanic  or  manic 
symptoms)  occurs. 

In  the  original  report  of  29  patients  with  SAD, 
Rosenthal  et  al  (9)  noted  that  86%  were  female  and 
that  all  29  had  either  bipolar  disorder  ( 93%  ) or  uni- 
polar disorder  ( 7%  ).  Clinical  symptoms  during 
winter  months  included:  sadness  ( 100%  ),  anxiety 
(72%  ),  decreased  physical  activity  ( 100%  ),  in- 
creased appetite  ( 66%  ),  decreased  appetite  ( 28%  ), 
carbohydrate  craving  ( 79%  ),  increased  sleep  time 
(97%  ),  interrupted  sleep  (90%  ),  daytime  drow- 
siness (72%  ),  decreased  libido  (69%  ),  and  inter- 
personal difficulties  ( 100%  ).  Such  symptoms 
reoccurred  in  most  of  the  patients’  annual  cycles  in 
November  or  December,  but  started  in  some  as 
early  as  September  and  as  late  as  January.  Remis- 
sions usually  occurred  during  March  and  April. 

Some  patients  described  by  Rosenthal  et  al  reported 
improved  mood  when  they  traveled  south  ( closer 
to  the  equator ) in  the  winter  and  a worsening  of  de- 
pression when  they  traveled  north  in  the  winter. 
One  patient  who  lived  in  the  southern  hemisphere 
experienced  depression  between  June  and  Septem- 
ber. Rosenthal  et  al  ( 9 ) have  speculated  that  SAD  is 
triggered  by  the  amount  of  available  daylight,  which 
diminishes  during  the  winter  months  and  the  fur- 
ther north  one  travels  during  the  winter. 

There  have  been  other  reports  of  SAD.  Bick  (10) 
reported  on  severe  SAD  in  four  patients,  which  was 
a contrast  to  the  milder  forms  of  SAD  described  by 
Rosenthal  et  al  ( 9 ).  Only  two  of  these  four  patients 
had  hypersomnia,  and  one  had  increased  appetite. 
Rosenthal  et  al  ( 1 1 ) were  interested  in  the  fact  that 
42%  of  their  adult  patients  indicated  that  symptoms 
of  SAD  began  in  childhood  or  adolescence.  They 
studied  seven  children  ( mean  age  about  1 2 years  of 
age ) who  complained  of  sadness,  irritability,  sleep 
changes,  increased  or  decreased  appetite,  carbohy- 
drate craving,  headache,  and  school  difficulties  dur- 
ing winter  months  (11).  All  the  symptoms  remitted 
during  the  spring,  and  symptoms  also  responded  to 
light  therapy  (11). 

Criteria  for  the  diagnosis  of  SAD  given  by  Jac- 
obsen et  al  ( 1 2 ) included  a history  of  depression 
fulfilling  RDC  criteria  for  major  affective  disorder;  a 
history  of  two  consecutive  years  of  fall  or  winter  de- 
pressive symptoms  remitting  in  spring  or  summer; 
and  absence  of  other  disorders  explaining  the  symp- 
toms. Summer  symptoms  included  elation,  in- 
creased energy,  increased  libido,  increased  social 
behavior,  decreased  sleep  time,  and  decreased  ap- 
petite (12).  Mueller  and  Davies  (13)  refer  to  a sea- 
sonal energy  syndrome  manifested  during  the 
spring  and  summer  by  an  exaggerated  positive 
mood,  racing  thoughts,  impulsiveness,  violence,  and 
agitation,  and  during  the  fall  and  winter  by  low  en- 
ergy, anhedonia,  migraine  headaches,  and  Raynaud’s 
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syndrome.  However,  1 0%  of  the  patients  with  SAD 
do  not  have  summer  symptoms.  Patients  with  SAD 
are  generally  women  in  the  second  or  third  decade 
of  life,  and  symptoms  tend  to  be  noticeable  during 
the  premenstrual  phase  (12).  About  two  thirds  of 
SAD  patients  have  first-degree  relatives  who  had  a 
major  affective  disorder  diagnosis  and  one  third 
have  first-degree  relatives  with  SAD  (12). 

In  an  unusual  case  history,  a patient  experienced 
episodes  of  hypomania  following  periods  of  ur- 
ticaria. The  authors  (14)  speculated  that  the  release 
of  histamine  into  the  blood  circulation  may  have  led 
to  the  behavioral  symptoms,  especially  in  view  of 
the  calming  effect  of  cyproheptadine  hydrochloride 
(a  drug  with  antihistamine  action  as  well  as  antag- 
onism of  serotonin ). 

At  first,  Rosenthal  (15)  had  speculated  that 
daylight  suppressed  the  secretion  of  melatonin  ( via 
the  pathways  from  the  eye  to  the  hypothalamus  and 
hence  to  the  pineal  gland).  During  periods  of  pro- 
longed daylight  ( summer  months ) less  melatonin  is 
secreted  than  during  periods  of  reduced  daylight 
(winter  months).  The  patients  with  SAD  responded 
after  three  to  five  days  of  treatment  ( about  six 
hours’  daily  exposure  to  bright  light  at  2,500  lux ) 
which  was  believed  to  suppress  melatonin  secretion 
(12,  15).  Patients  responded  to  phototherapy  not 
only  when  the  exposure  time  was  divided  evenly 
between  evening  and  early  morning,  but  also  to 
phototherapy  given  only  in  the  evening  (16,  17).  If 
light  therapy  was  discontinued  symptoms  returned 
within  three  days  ( 16).  A Swiss  study  found  little 
difference  between  2,500  lux  (bright  light)  and  250 
lux  (dim  yellow)  therapy  in  relieving  SAD  symp- 
toms, but  the  group  treated  with  bright  light  had  a 
more  persistent  remission  of  depressive  symptoms 
after  withdrawal  of  light  (18). 

Rosenthal  treated  eight  SAD  patients  with  photo- 
therapy and  then  gave  them  melatonin  in  an  at- 
tempt to  prove  that  the  symptoms  of  SAD  were 
related  to  melatonin  secretion  (15,  19).  The  ex- 
periment resulted  in  a return  of  only  certain  symp- 
toms ( ie,  carbohydrate  craving,  hyperphagia,  and 
hypersomnia).  A beta-adrenergic  blocking  agent 
(atenolol),  which  blocks  melatonin  secretion  by  the 
pineal  gland,  was  not  as  effective  an  antidepressant 
as  phototherapy  in  18  patients  with  SAD  (19).  The 
results  of  these  experiments  led  Rosenthal  away 
from  viewing  melatonin  as  having  a pivotal  role  in 
SAD  (15).  However,  the  seasonal  rhythms  of  hypo- 
thalamic serotonin  (lower  levels  during  the  winter 
months  and  higher  levels  in  the  spring)  led  him  to 
consider  a biological  hypothesis  related  to  sero- 
tonin (15).  Increased  carbohydrate  intake  during 
the  winter  was  believed  to  accelerate  serotonin  syn- 
thesis by  increasing  insulin  levels  and  the  uptake  of 
tryptophan,  thus  restoring  the  balance  for  serotonin. 
Another  hypothesis,  proposed  by  Lewy  and  his  asso- 


ciates, is  that  SAD  is  related  to  a phase  delay  of  cir- 
cadian rhythms;  they  advised  giving  bright  light 
treatment  early  in  the  morning  in  order  to  advance 
the  circadian  rhythm  and  restore  balance  (20).  A 
more  recent  study  did  not  find  that  the  time  of  day 
chosen  for  phototherapy  was  a critical  factor  (21). 
Wehr  and  Goodwin  gave  ample  evidence  concern- 
ing the  circadian  rhythm  disturbance  in  depressive 
disorder  and  possibly  in  SAD,  which  they  consid- 
ered a phase  advancement  to  earlier  periods  of 
sleep  (22 ).  Thus  the  individual  awakens  early  in  the 
morning  because  the  sleep-wake  cycle  has  advanced 
to  an  earlier  time.  Long  REM  periods  and  short  REM 
latency,  which  are  normal  characteristics  of  sleep 
just  before  awakening,  instead  occur  in  the  first 
third  of  the  night  (22).  In  addition,  the  lowest  body 
temperature  occurs  earlier  than  normal  in  sleep, 
and  there  is  a shift  of  the  later  cortisol  secretion  pat- 
terns to  an  earlier  phase  of  the  sleep  cycle  (22). 

Results  of  most  laboratory  studies,  including 
serum  cortisol  determinations,  thyroid  function 
tests,  and  the  dexamethasone  suppression  tests  have 
been  reported  as  normal  in  patients  with  SAD 
( 12,23).  However  patients  with  SAD  may  have 
higher  levels  of  prolactin  during  the  winter  months 
(12).  Sleep  studies  of  SAD  patients  have  shown  in- 
creased sleep  time  and  reduced  slow-wave  sleep 
time  during  winter  depressions  (12).  The  REM  la- 
tency, which  is  reduced  in  major  depression,  is  not 
usually  affected  in  patients  with  SAD  (23). 

The  following  case  reports  were  condensed  from 
the  charts  of  patients  seen  in  the  psychiatry  depart- 
ment at  Texas  Tech  University  Health  Sciences  Cen- 
ter. Both  patients  had  symptoms  quite  suggestive  of 
the  diagnosis  of  SAD.  Treatment  of  these  patients 
was  based  on  previous  diagnostic  impressions  that 
did  not  include  SAD.  Undoubtedly,  current  treat- 
ment would  include  phototherapy  as  an  option. 

Case  reports 

CASE  1 

A 43-year-old  white  man  thought  to  have  manic  de- 
pressive disorder  had  been  treated  at  various  times 
with  thioridazine  hydrochloride,  amitriptyline  hy- 
drochloride, and  lithium.  His  mother  was  told  she 
had  “atypical  psychosis”  when  she  was  68  years  old. 
As  a child,  he  had  a quick  temper  and  on  one  occa- 
sion (age  4 years)  he  knocked  out  his  brother  with 
a hammer.  He  remembered  playing  the  guitar  so  fast 
on  one  occasion  (when  he  was  10  years  old)  that 
he  couldn’t  stop  himself.  During  adolescent  years, 
he  would  wake  up  after  only  three  hours’  sleep.  He 
felt  “raring  to  go,”  but  never  felt  nervous  or  de- 
pressed. He  had  been  married  and  divorced  five 
times.  Usually  he  would  lose  interest  in  his  wife  and 
spend  long  hours  at  work  or  with  hobbies.  His  long- 
est marriage  lasted  ten  years. 

In  1970,  at  27  years  of  age  and  following  the  acci- 


Texas  Medicine 


dental  death  of  an  adopted  son,  he  experienced  a 
“nervous  breakdown”  associated  with  weight  loss 
(lowest  weight  53-1  kg  [1 18  lbs]),  depression,  guilt, 
hallucinations,  and  delusions.  He  regarded  himself 
to  be  a prophet  and  said  he  occasionally  heard  God 
speaking  to  him.  Eventually  he  saw  a psychiatrist 
and  was  treated  with  a combination  of  perphena- 
zine and  amitriptyline. 

Despite  treatment,  which  was  notable  because  he 
often  stopped  taking  medication  and  drank  to  ex- 
cess, he  continued  to  think  that  he  had  a special 
power  to  cure  people.  When  he  first  began  taking 
lithium  in  1975,  he  felt  he  had  lost  that  special 
power.  On  one  occasion,  he  lost  consciousness 
when  he  combined  thioridazine  with  heavy  drink- 
ing. On  another  occasion,  he  accidentally  overdosed 
on  lithium.  These  experiences  led  him  to  stop 
drinking  and  to  stop  taking  lithium  in  1977. 

Sometime  during  1977  (age  34),  he  became 
aware  of  a clear-cut  mood  change  related  to  the  sea- 
sons. The  mood  changes  have  occurred  every  year 
since  that  time.  However,  prior  to  age  37,  he  re- 
membered having  preferred  warm  weather  latitudes 
and  the  summer  seasons.  At  the  time  of  the  evalua- 
tion, he  reported  a normal  weight  of  81  kg  ( 180 
lbs),  an  eight-hour  sleep  cycle  in  the  winter  (9  pm 
until  5 am),  and  a five-hour  sleep  cycle  in  the  sum- 
mer (10  pm  until  3 am  ).  He  had  refused  lithium 
since  1977,  but  had  taken  thioridazine  (up  to  100 
mg  daily)  during  the  winter  months  and  no  medica- 
tion during  the  spring,  summer,  and  fall  months. 

During  the  spring  and  summer  season  (April  to 
September),  the  patient  described  the  following 
changes  in  mood,  thinking,  and  behavior:  (a)  gradu- 
ally increasing  euphoria;  (b)  high  energy  level  and 
high  work  productivity  (at  times,  he  would  become 
creative  and  invent  things);  (c)  increased  sexual  in- 
terest and  increased  sexual  drive;  (d)  loss  of  ap- 
petite with  associated  weight  loss;  ( e ) increased 
spending  of  money;  (f)  increased  ideas  of  reference 
(eg,  that  God  was  watching  him);  (g)  other  idio- 
syncratic thoughts  ( eg,  that  he  could  foretell  the  fu- 
ture and  read  other  persons’  minds);  (h)  decreased 
time  sleeping  ( but  when  he  did  sleep,  it  was  a deep, 

I uninterrupted  sleep). 

I During  the  fall  and  winter  months  ( October  to 
March ),  the  patient  described  the  following  changes 
in  mood,  thinking,  and  behavior:  (a)  gradually  in- 
creasing depression;  (b)  low  energy  and  activity 
level;  (c)  decreased  sexual  drive;  (d)  increased  ap- 
petite with  noticeable  craving  for  sweets;  (e)  in- 

1 creased  time  sleeping  which  was  often  disrupted 
and  inefficient  sleep  ( he  would  take  medications 
such  as  thioridazine  to  help  himself  sleep);  (f)  few, 
if  any,  idiosyncratic  ideas  or  ideas  of  reference. 

i 

CASE  2 

A 40-year-old  white  woman  with  presumed  bipolar 


disorder  was  under  treatment  with  lithium  and  al- 
prazolam. In  the  past  she  had  been  treated  with 
antidepressants  for  major  depressive  episodes.  The 
family  history  was  notable  in  that  her  father  had  a 
history  of  heavy  drinking  during  the  winter  months 
and  was  suspected  of  having  had  a bipolar  disorder. 
The  patient’s  mother  had  a severe  depressive  epi- 
sode, when  the  patient  was  1 7 years  old.  A maternal 
aunt  had  hypomanic  episodes  and  a daughter  had 
wide  swings  in  her  mood. 

The  woman  described  her  adolescent  years  as 
being  marked  by  moodiness  and  a high  energy  level. 
She  was  always  a good  student.  After  graduation 
from  high  school  and  entry  into  college,  she  experi- 
enced a depressive  episode  ( untreated ) manifested 
by  crying  spells  and  excessive  sleeping. 

She  married  when  she  was  1 9 years  old,  and  her 
mood  became  stable  again  for  about  ten  years.  Fol- 
lowing a divorce  at  age  29,  she  became  moody 
again.  She  started  to  drink  excessively  and  devel- 
oped, for  the  first  time,  feelings  of  persecution  and 
phases  of  overexcitement.  At  age  30,  she  was  seen 
by  a psychiatrist  who  started  lithium  treatment.  The 
lithium  seemed  to  reduce  the  frequency  and  sever- 
ity of  depression  and  overexcitement.  She  has  been 
married  for  the  second  time  for  six  years  and 
clinically  had  less-severe  episodes  of  depression. 

The  patient  described  three  significant  periods  of 
excitement  (only  occurring  in  the  spring  and  fall 
months ),  during  which  she  experienced  increased 
libido,  high  energy',  excessive  talking,  pressured 
thinking,  low  need  for  sleep,  feelings  of  being  all 
knowing  and  all-helpful.  However,  she  never  experi- 
enced hallucinations  or  delusions. 

On  four  occasions,  two  of  which  occurred  in  con- 
secutive years  (duration  varying  from  one  week  to 
five  months),  the  patient  experienced  decreased  li- 
bido, feelings  of  hopelessness,  increased  need  for 
sleep,  loss  of  appetite,  weight  loss,  lethargy,  pessi- 
mism, and  occasional  suicidal  ideas  (but  no  suicide 
attempts). 

Some  seasonality  in  the  patient’s  moods  could  be 
identified.  She  always  dreaded  the  winter  months 
and  experienced  all  episodes  of  depression  during 
the  late  fall  and  winter  months.  However,  she  re- 
members stressful  events  usually  occurred  in  the 
winter.  Her  excitement  phases  always  occurred  in 
the  spring  and  early  fall  months — but  never  during 
the  winter  and  summer  months. 

Discussion 

Both  patients  described  in  this  article  were  diag- 
nosed initially  as  having  bipolar  disorder.  Each  of 
them  was  more  than  30  years  old  when  the  seasonal 
component  became  apparent.  However,  both  pa- 
tients had  symptoms  suggesting  an  affective  dis- 
order during  their  adolescent  years.  The  family 
history  of  the  male  patient  was  positiv  e for  “atypical 
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psychosis,”  which  is  a diagnosis  often  given  to 
patients  with  periodic  psychotic  disorders.  In  the 
female  patient,  the  family  history  was  strongly  posi- 
tive for  an  affective  disorder.  It  was  possible  that  her 
father  had  a seasonal  affective  disorder  that  he 
treated  in  the  winters  by  the  intake  of  alcohol. 

Patient  1 had  classical  symptoms  of  SAD  with 
clear  bipolarity  related  to  the  seasons  (ie,  euphoria, 
high  energy,  high  sex  drive,  decreased  sleep  time, 
and  decreased  appetite  during  the  spring  and  sum- 
mer months,  and  depression,  low  energy,  low  sex 
drive,  increased  sleep  time,  and  increased  appetite 
during  the  fall  and  winter  months).  This  patient 
seemed  to  respond  somewhat  to  lithium,  but  in  gen- 
eral he  tried  to  avoid  taking  medication  except  for 
thioridazine  during  the  winter  months.  He  was 
bothered  more  by  depression  than  by  mania. 

Patient  2 had  sporadic  symptoms  of  SAD  with 
some  bipolarity  related  to  the  seasons.  She  did  ex- 
perience depression,  loss  of  energy,  increased  need 
for  sleep,  but  a decreased  appetite  during  some 
winter  seasons.  High  energy,  euphoria,  increased 
sex  drive,  and  decreased  sleep  time  characterized 
some  spring  and  summer  seasons.  This  patient  was 
able  to  take  medication  regularly,  and  since  she  had 
taken  lithium  for  many  years,  she  may  not  have 
demonstrated  a full-blown  SAD.  She  also  had  taken 
antidepressant  medications  during  periods  of  de- 
pression and  seemed  to  have  a good  response  to 
these  medications. 

SAD,  a relatively  new  clinical  category,  is  proba- 
bly a subtype  of  a major  affective  disorder  with 
similar  symptoms  that  are  manifested  during  certain 
seasons  of  the  year.  Patients  with  SAD  as  a rule  have 
milder  symptoms  and  can  experience  symptoms  as 
early  as  adolescence  or  childhood.  The  same  thera- 
pies that  help  patients  who  have  bipolar  disorder 
can  be  effective  with  SAD.  However,  phototherapy 
is  a speeilic  therapy  only  for  SAD  and  can  give  the 
patient  a reasonable  alternative  to  medications, 
which  have  significant  side  effects. 

The  role  of  medications  in  the  treatment  of  SAD 
cannot  be  totally  dismissed,  however.  Rosenthal  and 
Wehr  (24)  have  reported  that  phototherapy  is  an 
effective  treatment  modality  in  approximately  80% 
of  SAD  patients.  In  case  of  lack  of  response  to  light 
treatment  and  in  situations  where  this  form  of  treat- 
ment is  not  feasible,  the  use  of  medications  is  indi- 
cated (24).  Lithium  and  antidepressant  drugs  can  be 
helpful.  Lithium  has  been  reported  to  adjust  phase 
advance  and  free-running  circadian  rhythms  in  pa- 
tients with  affective  disorders  (25).  Antidepressant 
drugs  also  have  been  shown  to  slow  circadian 
rhythms  (26).  In  addition  to  lithium  and  antidepres- 
sants, the  effects  of  other  pharmacological  agents 
have  been  studied  recently.  Parry  and  associates 
(27)  have  reported  that  beta-bloekers  (propranolol 
and  atenolol)  may  have  therapeutic  effects  in  pa- 


tients with  seasonal  premenstrual  syndrome.  How- 
ever, in  a more  recent  study  by  Rosenthal  and 
associates  ( 28 ),  the  difference  between  atenolol  and 
placebo  was  not  significantly  different  in  a group  of 
SAD  patients.  Until  future  drug  studies  demonstrate 
an  acceptable  level  of  efficacy  in  SAD,  phototherapy 
remains  the  main  treatment  modality  for  this 
disorder. 
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1.  Massive  soft  tissue 
trauma  and  loss  on 
the  dorsal  (a)  and 
palmar  (b)  aspects  of 
the  right  arm  of  an  83- 
year-old  man  attacked 
by  pit  bulls. 


An  83 -year-old  man  was  attacked  by  two  pit  bulls. 
The  injuries  sustained  included  significant  soft- 
tissue  losses  in  both  upper  extremities.  Such  in- 
tensity of  bites  and  the  magnitude  of  soft-tissue 
trauma  may  be  characteristic  of  a pit  bull  attack. 
The  development  and  use  of  this  breed  of  dog  and 
its  current  population  in  the  United  States  suggest 
that  further  injuries  and  deaths  will  occur. 

KFi'  WORDS:  DOG  BITE,  PIT  BULL,  FATAUTIES, 


Dog  bite  is  an  increasingly  common  problem 
in  the  United  States  ( 1 — 5 ).  It  is  estimated 
that  at  least  1 million  persons  are  bitten  per 
year  (3).  Dog  bites  account  for  80%  to  90%  of  all 
animal  bites  requiring  medical  care  (6),  and  ap- 
proximately 1 % of  all  the  visits  to  emergency 
rooms  ( 4 ).  Although  about  50%  of  the  bites  are 
minor,  more  than  1 0%  require  suturing  and  follow- 
up visits,  and  1%  to  2%  require  hospitalization  (2), 
Twenty  deaths  from  dog  bites  were  reported  be- 
tween October  1983  and  November  1986  (7-  lO), 
The  most  common  concern  in  the  treatment  of  a 
dog  bite  is  the  threat  of  infection.  The  bite  wounds 
resulting  from  a pit  bull,  however,  are  more  com- 
monly characterized  by  a greater  degree  of  soft- 
tissue  trauma  and  loss.  A disproportionately  high 
number  of  fatalities  are  also  attributed  to  the  pit 
bull  when  compared  to  other  breeds  of  dogs.  We 
describe  a case  which  involves  examples  of  such 
soft-tissue  loss  and  death. 


Case  report 

An  83-year-old  man,  despite  a history  of  congestive 
heart  failure  and  an  indwelling  permanent  cardiac 
pacemaker,  was  active  and  independent,  living 
alone,  and  caring  for  himself.  One  afternoon  he 
passed  by  a neighbor’s  pair  of  pit  bulls  and  their  two 
puppies.  He  was  attacked  by  the  female,  and  imme- 
diately the  male  joined  in  the  assault.  A passerby 
witnessed  the  incident,  but  approximately  15 
minutes  passed  before  he  could  free  the  elderly 
man  from  the  onslaught. 

The  man  was  taken  to  the  emergency  room  at 
The  University  of  Texas  Medical  Branch  in  Gal- 
veston. Upon  arrival  he  was  alert  and  oriented. 
Clinical  examination  revealed  significant  soft-tissue 
losses  of  both  upper  extremities.  The  right  arm  was 
degloved  from  the  wrist  to  the  elbow.  The  exten- 
sors of  the  wrist  and  digits  were  absent  from  the 
proximal  forearm  to  the  wrist.  The  ulnar  nerve  and 
the  flexor  carpi  ulnaris  muscle  were  absent  from  the 
elbow  to  a level  5 cm  proximal  to  the  wrist  flexor 
crease.  There  was  also  an  irregular  soft-tissue  loss 
(10  cm  in  diameter ) at  the  posterior  aspect  of  the 
right  upper  arm  and  extending  down  to  the  triceps 
muscle  (Fig  la, lb). 
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The  left  upper  arm  also  was  void  of  extensor 
muscles  in  the  same  distribution.  There  was  also 
soft-tissue  loss  (8  cm  in  diameter)  at  the  palmar  as- 
pect of  the  proximal  forearm  extending  down  to 
the  level  of  the  profundus  muscle  belly.  Soft-tissue 
1 loss  at  the  posterior  aspect  of  the  left  upper  arm 
was  similar  to  that  on  the  right  arm  ( Fig  2a, 2b ). 

In  addition  to  these  wounds,  there  were  several 
puncture  wounds  to  the  hands  and  bite  wounds  to 
the  left  side  of  the  chest,  the  upper  part  of  the  left 
thigh,  and  the  left  side  of  the  neck. 

The  patient’s  wounds  were  irrigated  and  debrided 
on  the  day  of  admission.  Additional  debridements 
were  performed  on  the  third,  fifth,  and  seventh  hos- 
pital days.  Despite  these  aggressive  and  regular 
debridements  and  triple  antibiotic  coverage,  the 
wounds  had  become  septic  and  cultures  oi Pseudo- 
monas aeruginosa.  Pseudomonas  maltophita,  and 
. Staphylococcus  epidermidis  were  obtained.  On  the 
eighth  hospital  day,  further  soft-tissue  necrosis  re- 
quired additional  debridement  of  both  extremities 
and  elbow  disarticulation  on  the  left.  Hyperbaric 
oxygen  therapy  was  initiated  on  the  ninth  day.  On 
the  1 3th  hospital  day,  a delayed  primary  closure  of 
the  left  arm  and  coverage  of  the  right  arm  with 


meshed  ,split-thickness  skin  grafts  were  performed. 
Hyperbaric  oxygen  therapy  was  discontinued  on 
the  2 1 St  hospital  day.  The  left  arm  amputation 
stump  had  healed  well  at  this  point  ( Fig  3 ),  and  the 
right  upper  extremity  was  clean  and  healing  well 
(Fig  4a,4b).  On  the  23rd  day  the  patient  developed 
oliguric  renal  failure.  Antibiotics  were  discontinued 
on  the  25th  day  and  hemodialysis  was  begun  on  the 
26th  hospital  day.  Regular  blood,  urine,  and  tracheal 
aspirate  cultures  were  obtained,  all  of  which  were 
negative  except  for  a blood  culture  which  was 
found  to  be  positive  for  yeast  on  the  35th  day. 
Amphotericin  B therapy  was  begun  on  the  39th  day. 
The  patient  remained  in  the  surgical  intensive  care 
unit  where  he  required  continual  medical  and  respi- 
ratory support  until  the  42nd  hospital  day  when  he 
died  during  hemodialysis.  The  postmortem  report 
attributed  the  final  cause  of  death  to  cardiac 
arrhythmia. 

Discussion 

With  an  estimated  50  million  dogs  in  the  United 
States,  dog  bites  continue  to  be  a problem  (10).  The 
majority  of  these  bite  wounds  are  trivial;  however,  a 
number  of  them  are  significant.  Bite  wounds  involve 
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3.  Left  upper  extremity 
18  days  following 
amputation  at  the 
elbow. 


the  face,  head,  and  neck  12%  to  15%  of  the  time; 
the  upper  extremity  25%  to  33%  of  the  time; 
and  the  trunk  and  lower  extremities  just  over  50% 
of  the  time  ( 2,1 1 ). 

Dog  bite  wounds  commonly  become  infected.  A 
dog’s  mouth  typically  harbors  more  than  64  differ- 
ent species  of  bacteria  including  Staphylococcus 
aureus,  Pasteurella  multocida,  and  Mycobacterium 
fortuitum.  Various  species  of  Streptococcus,  Ac- 
tinomyces, Escherichia,  Corynebacterium,  Caryo- 
phanon.  Mycoplasma  Acinetobacter,  Moraxella 
Neisseria  Enterobacter,  and  other  species  of 
Staphylococcus  and  Pasteurella  are  also  found  in 
the  gingival  flora  of  dogs  (3,12— 16). 

A number  of  risk  factors  increase  the  likelihood  of 
infection  in  a dog  bite  wound.  A patient  more  than 
50  years  old  faces  significant  increased  risk,  as  does 
a person  whose  wound  remains  untreated  for  more 
than  24  hours.  Puncture  wounds  have  a greater  pro- 
pensity to  become  infected  than  do  other  types  of 
bite  wounds.  The  location  of  the  bite  wound  also 
affects  the  likelihood  of  infection.  Facial  wounds 
generally  have  an  infection  rate  of  only  4% , while 
hand  wounds  have  a 28%  chance  of  becoming  in- 
fected (17). 


Hyperbaric  oxygen  has  been  used  along  with  anti- 
biotics and  surgery  for  the  treatment  of  necrotizing 
soft-tissue  infections  and  infected  ischemic  wounds. 
The  pathophysiology  and  mechanisms  of  hyperbaric 
oxygen  therapy  explain  these  beneficial  effects. 
Hyperbaric  oxygen  has  a direct  bactericidal  effect 
on  anaerobic  organisms  through  the  production  of 
toxic  oxygen  radicals  (18).  Hyperbaric  oxygen  in- 
creases the  oxygen  tension  in  infected  tissues  and 
thus  provides  oxygen  to  the  polymorphonuclear 
leukocytes  to  kill  aerobic  organisms  (19).  Hyper- 
baric oxygen  provides  oxygen  to  the  fibroblast  to 
allow  new  collagen  formation  and  subsequently  an- 
giogenesis which  allows  hypoxic  infected  wounds 
to  heal  ( 20  ).  Finally,  hyperbaric  oxygen  potentiates 
the  aminoglycoside  class  of  antibiotics  (21). 

Fourteen  of  the  20  recorded  fatal  dog  attacks  on 
people  between  October  1983  and  November  1986 
were  from  pit  bulls  or  pit  bull  mixtures  (22).  Dur- 
ing the  one-year  period  between  June  1986  and 
June  1987,  14  people  were  killed  by  dogs  in  the 
United  States.  Ten  of  those  1 4 deaths  are  attributed 
to  pit  bulls.  Thus,  7 1 % of  the  deaths  during  that  pe- 
riod were  attributed  to  a type  of  dog  that  accounts 
for  1%  of  the  US  dog  population  (8,10,22).  Five  of 
the  pit  bull  owners  whose  dogs  have  been  involved 
in  fatal  attacks  have  been  charged  with  involuntary 
manslaughter.  A sixth  owner,  whose  three  pit  bulls 
killed  a 4-year-old  child,  was  convicted  of  involun- 
tary manslaughter  and  is  serving  a five-year  sen- 
tence, to  be  followed  by  a five-year  period  of 
probation  (8). 

Most  breeds  do  not  repeatedly  bite  their  victims; 
however,  a pit  bull  attack  has  been  compared  to  a 
shark  attack  and  often  results  in  multiple  bites  and 
extensive  soft-tissue  loss  (3,10).  Although  the  teeth 
of  dogs  are  not  very  sharp,  they  can  exert  a force  of 
200  to  450  psi.  Pit  bulls  inflict  more  serious  bite 
wounds  than  do  other  breeds  because  they  tend  to 
attack  the  deep  muscles,  hold  on,  and  shake  (3,10). 

There  is  controversy  as  to  whether  these  dogs 
have  been  misused,  or  whether  they  are  inherently 
bad,  or  even  whether  they  have  become  bad  due  to 
misuse.  The  pit  bull  is  not  a specific  breed  but  a 
kind  of  dog.  All  the  dogs  that  are  commonly  re- 
ferred to  as  pit  bulls  are  believed  to  have  a common 
ancestry  that  can  be  traced  back  to  the  early  19th 
century  in  England,  to  the  bull-and-terrier  dog. 
These  dogs  were  the  product  of  crosses  between 
the  early  bulldog  and  a type  of  terrier.  They  were 
also  called  “the  butcher’s  dog”  because  they  were 
used  to  separate  one  cow  from  its  herd  by  biting 
and  holding  the  nose  of  the  animal  until  the  butcher 
arrived  to  slaughter  it  ( 10,23).  These  dogs  were 
also  matched  against  each  other  for  “sport.”  The 
first  pit  bull  is  believed  to  have  come  to  the  United 
States  in  1870.  In  1898  the  United  Kennel  Club  be- 
gan registering  the  American  Pit  Bull  Terriers.  In 
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193^  the  American  Kennel  Club  recognized  the 
American  Pit  Bull  Terrier  as  a breed,  but  called  it 
the  Staffordshire  Terrier  and  later  in  1972  renamed 
it  the  American  Staffordshire  Terrier.  ITie  American 
Staffordshire  Terrier  holds  a special  place  in  Ameri- 
cana, since  its  ranks  include  such  famous  canines  as 
Pete  from  the  TV  show  Our  Gang,  Tige  of  Buster 
Brown’s  comic  strip,  and  Stubby,  a real-life  hero 
decorated  for  braveiy'  in  World  War  1.  It  is  impor- 
tant to  qualify  the  fact,  however,  that  none  of  the  fa- 
talities in  the  past  two  years  have  been  attributed  to 
registered  American  Staffordshire  Terriers  ( 10,23). 

The  pit  bull,  it  is  said,  is  becoming  the  dog  of 
choice  for  drug  dealers.  The  San  Diego  Police  De- 
partment has  stated  that  in  two  out  of  three  drug 
raids,  officers  encountered  pit  bulls  being  used  as 
guard  dogs  (10).  Law  enforcement  officials  have 
noted  a similar  misuse  of  the  breed  all  across  the 
country  with  the  increase  in  pit  bull  population. 

Conclusion 

With  this  trend  and  the  increasing  population  of 
dogs  in  general,  and  pit  bulls  in  particular,  the  oc- 
currence of  cases  similar  to  the  one  reported  in  this 
article  may  increase. 


The  treatment  for  these  injuries  should  follow  the 
standards  of  care  for  soft-tissue  trauma,  which  has  a 
high  potential  for  a mixed  bacterial  infection,  with 
particular  attention  to  the  various  risk  factors  asso- 
ciated with  bite  wound. 
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Peripheral  stimulator 
implant  for  treatment 
of  causalgia  caused  by 
electrical  bums 


Peripheral  neri’e  stimulator  implantation  plays  an 
important  role  in  the  therapy  for  causalgia  and  re- 
flex sympathetic  dystrophy.  We  describe  the  suc- 
cessful treatment  of  causalgia  in  ttvo  patients  who 
had  suffered  electrical  shock.  We  also  summarize  a 
surgical  technique  in  which  an  electrode  (Resume 
lead -Medtronic,  Medtronic,  Inc,  Minneapolis, 
Minn),  is  implanted  below  the  injured  newe, 
which  is  protected  from  scarring  by  placing  a layer 
of  fascia  above  the  implant  Initial  and  subse- 
quent stimulator  ( ITREL-Medtronic)  settings  are 
also  described.  Optimal  stimulation  is  achieved  by 
altering  amplitude,  pulse  width,  rate,  and  using 
continuous  or  intermittent  stimulations. 

KE)’  WORDS:  CAUSALGIA,  PERIPHERAL  NERYT  INJURY,  REFLEX 
SYMPATHETIC  DY  STROPHY  , PERIPHERAL  NERYE  STIMULATOR, 
IMPLANT,  SLTIGICAL  TECHNIQUE,  NERVY  STIMULATION. 


Electrical  burns  are  a unique  traumatic  entity 
with  well  known  local  and  systemic  effects. 
Locally,  the  electrical  burns  can  vary  from  su- 
perficial flash  burns  to  deep  charring  burns.  Sys- 
temically,  organs  such  as  the  heart,  brain,  and  kid- 
neys are  at  risk  for  serious  immediate  and  long-term 
effects.  Electrical  burns  are  classified  as  low’  tension 
(less  than  500  v)  and  high  tension  (greater  than 
500  v).  High-tension  accidents  have  a high  mortality 
rate;  deaths  rarely  result  from  low-tension  accidents 
but,  severe  local  injury’  may  occur,  resulting  in  per- 
manent damage  (1-3). 

Peripheral  nerve  injuries  are  a common  regional 
complication  of  electrical  burns  (4-6).  Little  has 
been  written  on  the  long-term  effects  of  this  nerve 
damage.  This  report  describes  two  cases  of  low’- 
tension  electrical  burns  inducing  causalgia  and/or 
reflex  sympathetic  dystrophy  as  long-term  com- 
plications, and  successful  treatment  by  peripheral 
nerve  stimulator  implants. 


Case  reports 


i 
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CASE  1 

A 2 1 -year-old  white  man  sustained  a low-tension 
electrical  shock  to  both  hands  in  April  1981  while 
working  on  a pool.  This  was  a very  brief  shock  with 
no  systemic  manifestations  and  little  local  damage. 
Blisters  formed  in  a small  area  of  each  palm,  which 
he  treated  at  home  with  local  care.  Pain  continued 
to  increase,  however,  and  he  went  to  a physician 
three  days  after  the  injury  occurred.  He  was  hospi- 
talized and  underwent  median  nerve  decompres- 
sion at  the  right  carpal  tunnel.  After  three  months, 
symptoms  of  median  nerve  compression  returned 
and  now  were  also  present  in  the  left  arm.  He  then 
underwent  bilateral  median  nerve  decompression  at 
the  carpal  tunnel.  Three  months  later,  symptoms  of 
reflex  sympathetic  dystrophy  ( RSD ) developed  bi- 


laterally. After  unsuccessful  use  of  oral  steroids,  he 
underwent  a sympathectomy  of  the  right  arm. 

Again,  six  months  later,  his  symptoms  reappeared  in 
both  arms  and  he  again  had  a sympathectomy  on 
the  right.  His  RSD  resolved  on  the  right,  but  symp- 
toms on  the  left  increased  over  the  next  year  and  he 
w’as  referred  to  our  pain  center. 

He  presented  on  April  27,  1987  with  symptoms 
of  constant  aching,  feeling  of  cold,  swelling,  hyper- 
hidrosis,  hypersensitivity,  and  purple  discoloration 
of  the  left  hand  and  forearm  ( Fig  1 ).  He  then  under- 
went,  on  the  left  arm,  one  guanethidine  Bier  block 
with  temporarv’  improvement,  followed  by  a series 
of  six  stellate  ganglion  local  anesthetic  and  steroid 
blocks.  The  initial  improvement  that  followed  these 
blocks  did  not  continue,  howev’er,  and  a 3%  phenol 
stellate  ganglion  block  was  carried  out.  This  also 
failed  to  give  long-term  pain  relief  on  the  left  side. 

At  this  time,  the  patient’s  symptoms  were  severe,  re- 
quiring intramuscular  injections  of  meperidine  hy- 
drochloride (Demerol)  (75  mg)  and  hydroxyzine 
(Vistaril ) ( 25  mg)  every’  two  hours  to  control  his 
pain. 

On  May  15,  1987,  we  placed  a peripheral  nerve 
stimulator  (Medtronic,  Resume  lead)  under  the  me- 
dian nerve  in  the  upper  part  of  the  left  arm.  General 
anesthesia  was  induced  for  the  procedure.  Within  a 
few  minutes  of  postoperative  initiation  of  temporary' 
electrical  stimulation,  the  patient’s  symptoms  com- 
pletely disappeared  ( Fig  2 ),  and  1 7 months  after 
surgery’  he  continued  to  be  completely’  free  of 
symptoms.  His  postoperative  pain  draw’ing  was  nor- 
mal in  September  1988. 

At  five  months  after  surgery'  the  patient  was  hit 
across  the  chest  and  left  arm  with  a two-by-four.  His 
stimulator  stopped  working  and  his  pain  began  to 
return.  He  was  taken  back  to  the  operating  room 
where  we  discovered  a broken  lead  in  the  upper 
part  of  the  arm.  ITie  electrode  was  replaced  and 
continued  to  work  well.  He  returned  to  work  and 
required  no  medication.  In  May  of  1988  pain  re- 
turned to  the  right  arm  but  eventually  responded  to 
stellate  ganglion  blocks  and  steroid  therapy’.  In  Sep- 
tember 1988  the  patient  had  some  residual  shoul- 
der pain.  He  was  also  able  to  turn  the  stimulator  off 
for  eight  months  without  recurrence  of  pain  on  the 
left  side.  He  is  attending  a university'  and  has  much 
improved  attitudes  and  grades. 

CASE  2 

A 34-y’ear-old  right-handed  Latin  American  woman 
sustained  a low-tension  electrical  shock  to  her  left 
hand  in  May  of  1984.  The  injury’  occurred  as  she 
was  turning  on  appliances  and  fell  against  an  elec- 
trical box,  briefly  shocking  her  left  middle  and  long 
fingers.  She  treated  the  resulting  blisters  at  home, 
but  was  seen  by  a physician  the  next  day  because  of 
increasing  pain.  She  was  given  medication  and  local 
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wound  care  instructions. 

Over  the  next  few  months,  she  continued  to  have 
pain  in  the  hand  and  arm.  She  was  treated  conser- 
vatively for  a year  with  pain  medication,  heating 
pad,  exercises,  and  occasional  cervical  traction.  For 
the  next  two  years,  she  underwent  a series  of  Bier 
blocks  and  stellate  ganglion  blocks  with  only  tem- 
porary pain  relief  (a  few  days).  She  required  occa- 
sional shots  of  meperidine  to  control  her  pain.  She 

I.  Areas  of  pain  reported  by  21 -year-old  man  (Case  I)  with  causalgia  following  electrical 
shock 
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used  a transcutaneous  electrical  stimulator  for  one 
year  with  mild  relief  of  her  symptoms. 

The  patient  presented  to  our  pain  center  in  July 
1985  with  constant  pain  (a  combination  of  dull  ach- 
ing, sharp,  and  burning),  hypersensitivity,  and  hy- 
perhidrosis  (Fig  3).  She  required  Percodan  (two 
tablets  by  mouth  every  six  to  eight  hours),  occa- 
sionally with  intramuscular  meperidine.  She  admit- 
ted that  she  had  been  taking  the  Percodan  for  the 
past  two  years.  At  the  time  of  our  communication 
the  pain  had  spread  to  the  right  arm  and  to  both 
feet.  The  pain  was  so  severe  that  ambulation  was 
barely  possible. 

In  September  of  1 987  we  placed  a peripheral 
nerve  stimulator  under  the  ulnar  nerve  in  the  upper 
part  of  the  patient’s  left  arm.  Her  symptoms  com- 
pletely disappeared  after  surgery  (Fig  4)  and  had 
not  returned  by  September  of  1988.  Her  postopera- 
tive pain  drawing  was  normal,  and  she  required  no 
pain  medication. 

Surgical  technique 

After  the  patient  is  anesthetized,  the  hand  and  arm 
is  prepped  and  draped  in  the  usual  manner.  No  tour- 
niquet is  used.  The  site  for  placement  of  electrode 
stimulation  must  be  proximal  to  the  injury. 

A longitudinal  incision  is  made  on  the  medial  as- 
pect of  the  arm,  centered  between  elbow  and  axilla. 
The  dissection  is  carried  down  to  the  neurovascular 
bundle  where  the  nerve  (median  or  ulnar)  is  care- 
fully freed  and  isolated  in  an  area  approximately 
4 cm  long  for  the  placement  of  the  electrode.  The 
electrode  is  placed  underneath  the  nerve  and  is 
sutured  in  place  with  multiple  peripheral  sutures  to 


2.  Patient's  subjective  evaluation  ( Case  I)  of  pain  intensity  (0  = no  pain;  4 = worse  pain );  motion  (0  = normal  motion,  —4  = no 
motion);  strength  (0  = nomuil  strength,  -4  = no  strength). 
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hold  it  securely  in  place  (Fig  5).  Then  a flap  of  fas- 
cial tissue  is  created,  usually  from  intermuscular 
septum,  and  folded  over  the  electrode  to  prevent  its 
direct  contact  with  the  nerve.  ITie  nerve  is  allowed 
to  return  to  its  normal  position  and  passes  over  the 
full  length  of  the  electrode,  separated  by  the  fascial 
flap.  Several  soft  tissue  elements  are  sutured  loosely 
to  hold  the  nerve  over  the  electrode.  The  lead  is 
brought  percutaneously  to  a small  wound  in  the 
shoulder  area  and  attached  to  a temporary  connec- 
tor which  is  brought  through  the  skin.  The  wounds 
are  closed  and  dressed  with  transparent  barrier 
dressings  so  the  wound  can  be  observed  post- 
operatively.  The  temporary  leads  are  connected  to 
the  battery  pack  (Medtronic),  and  electrical  stimu- 
lation is  adjusted  over  the  next  three  days  to  evalu- 
ate the  electrode  requirements  for  best  results. 
Temporary  stimulation  is  done  to  assess  whether 
stimulation  will  work  and,  if  it  does,  which  elec- 
trode combination  will  work  best.  In  this  way  the 
physician  can  determine  whether  to  proceed  with 
implantation  of  the  more  permanent  and  expensive 
(more  than  $5,000)  stimulator  unit. 

Electrode  stimulation  requirements 

As  soon  as  the  patient  awakens  from  the  anesthetic, 
the  stimulation  evaluation  is  done.  The  implanted 
electrode  is  a Medtronic  Resume  type  lead  that  ac- 
tually has  four  separate  contact  points  numbered  0 
to  3-  Any  combination  of  two  may  be  used  for  the 
electrical  stimulation.  With  the  temporary  leads, 
one  is  able  to  determine  the  most  beneficial  com- 
bination. The  temporary  electrical  stimulator  is  a 
Standard  Screener  Model  #3623,  which  allows 


regulation  of  both  rate  and  amplitude  of  stimulation. 
ITie  device  is  usually  set  initially  to  deliver  65  to  80 
pulses  per  second,  amplitude  0.8  to  1.2  volts,  each 
pulse  lasting  400  to  500  psec. 

Stimulation  is  judged  to  be  satisfactory  when  the 
patient  reports  pain  relief  A fine  tingle  is  usually  felt 
in  the  previously  painful  area.  A slight  increase  in 
amplitude  causes  discomfort,  and  a slight  reduction 
gives  no  relief  of  pain.  During  the  next  three  days. 


3-  Areas  of  pain  reported  by  3'i-year-old  woman  ( Case  2)  with  cat4Salgia  following  electrical 
shock 
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4.  Patient’s  subjective  evaluation  ( Case  2)  of  pain  intensity  (0  = no  pain,  4 = worst  pain )■  motion  (0  = normal  motion.  -4  = no 
motion);  strength  (0  = normal  strength.  —4  = no  strength). 
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5(a)  Dissection  of  the  nerve  in  an  area  approximately  4 cm  long  and  proximal  to  the  nerve  injury  site;  (b)  fascial  flap  dissection  from 
the  intermuscular  septum,  (c)  fascial  flap  placement  over  the  electrode,  protecting  the  nerve  from  direct  contact  with  the  electrode;  (d) 
final  position  of  the  electrode  with  the  flap  sutured  over  the  electrode. 
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different  combinations  are  evaluated.  If  the  patient 
and  physicians  are  convinced  that  desired  pain  re- 
lief is  obtained,  the  temporary  leads  are  converted 
to  the  permanent  leads  and  the  battery  unit  ( ITREL- 
Medtronic)  is  implanted  under  general  anesthesia. 
The  therapeutic  settings  of  the  ITREL  usually  occur 
in  the  following  ranges:  amplitude,  0.75  to  1.25  v; 
pulse  width,  190  to  400  psec;  pulse  rate,  65  to  85 
pulse  per  sec;  cycling  time,  on  for  64  sec,  off  for  2 
min;  soft  start,  on. 

Appropriate  amplitude  is  found  by  increasing 
from  zero  in  increments  of  0.25  v.  Optimal  settings 
are  possible  by  increasing  or  decreasing  the  pulse 
width. 

Discussion 

The  pain  resulting  from  causalgia  or  reflex  sympa- 
thetic dystrophy  following  peripheral  nerve  injury 
is  one  of  the  most  severe  pains  known.  For  post- 
traumatic  neuropathy  in  1967  Sweet  and  Wepsic 
(7,8)  used  electrical  stimulation  in  a patient  for  me- 
dian and  ulnar  nerve  pain  relief.  Stimulation  of  the 
patient’s  median  nerve  was  followed  by  “pleasant 
tingling”  and  disappearance  of  the  burning  pain. 

Previously  reported  results  from  peripheral  nerve 
stimulation  implants  indicate  success  rates  of  58% 
(Waisbrod  et  al)  (9),  52.6%  for  upper  extremity 
and  31%  for  lower  extremity  pains  (Nashold  et  al) 

( 10,1 1 ).  The  previously  described  devices  im- 
j planted  fitted  into  two  main  categories  (12).  One 
I was  the  cuff  type,  which  incorporated  four  separate 
I electrodes.  The  cuff  was  carefully  sutured  to  the 
perineurium.  The  second  type  of  device  consisted 
of  multiple  microelectrodes  which  were  sutured  to 
the  nerve  after  meticulous  mapping  procedures  (9). 
These  mapping  procedures  were  associated  with 
the  success  or  lack  of  success  for  these  implanta- 
tions. Furthermore,  the  procedures  recommended 
previously  were  carried  out  under  local  anesthesia 
and  sedation  with  considerable  discomfort  to  these 
patients. 

' In  our  study,  two  patients  were  chosen  because 
of  the  similar  injuries  that  triggered  their  condition. 
Although  we  have  used  the  same  technique  with 
similar  outcomes  in  23  patients  with  24  electrode 
implants  (five  cases  of  causalgia  in  the  legs  and  18 
in  the  arms),  they  will  be  reported  elsewhere  (13)- 
Both  of  the  patients  included  in  this  report  suffered 
from  electrical  burn  injuries  predominately  affect- 
ing the  nerves  of  the  arm.  Therapeutic  measures 
known  to  help  alleviate  reflex  sympathetic  dystro- 
phy or  causalgia  had  failed  to  give  satisfactory  relief, 
and  both  these  patients  required  large  doses  of  nar- 
cotics. Both  patients  had  a sudden  exacerbation,  in- 
cluding spreading  of  the  pain  to  other  parts  of  the 
body,  including  the  legs.  This  suggests  spinal  cord 
involvement  in  the  development  of  this  syndrome. 
The  main  presenting  symptoms  included  severe 


hypersensitivity,  burning  pain,  swelling  of  the 
affected  extremity,  hyperhidrosis,  and  peripheral 
c'yanosis.  ITie  second  patient  also  developed  ex- 
treme hypersensitivity  and  swelling  of  both  of  her 
feet.  Implantation  of  the  Resume-type  lead  (Med- 
tronic ) was  followed  by  very  rapid  resolution  of 
their  symptoms. 

The  technique  described  here  is  much  simpler 
than  those  previously  reported,  and  can  be  carried 
out  while  the  patient  is  under  general  anesthesia. 
The  nerve  is  carefully  protected  from  the  electrode 
by  a uniform  thickness  tissue  layer  that  is  stitched 
over  the  electrode.  The  two  cases  presented  uti- 
lized an  internal  adjustable  battery-powered  unit 
(ITREL-Medtronic)  with  an  ability  for  cycling.  The 
patient  or  physician  can  control  the  parameters  for 
optimal  results.  Stimulation  of  the  peripheral  nerve 
is  followed  by  pain  relief  during  stimulation  as  well 
for  a period  of  time  when  the  unit  is  turned  off.  This 
allows  for  cycling  of  the  implanted  stimulator  and 
thus  prolongs  the  life  of  the  battery.  In  addition,  the 
trophic  changes  in  the  extremities — including  the 
hyperhidrosis,  hypersensitivity,  and  swelling — have 
completely  been  reversed. 

The  most  likely  mechanism  of  action  is  the  inhibi- 
tion of  the  ectopic  firing  in  the  injured  nerve  ( 14- 
16).  The  spontaneous  activity  represents  a change 
in  function  of  a nerve  to  behave  like  a pacemaker 
which  brings  about,  in  the  spinal  cord,  an  abnormal 
overreaction  from  the  sympathetic  nervous  system. 
This  leads  to  reflex  sympathetic  dystrophy.  This  also 
would  explain  why  blocking  or  surgical  excision  of 
the  sympathetic  nerves  in  the  presence  of  an  in- 
jured peripheral  nerve  often  fails  to  stop  causalgia 
(9).  Peripheral  nerve  stimulation  inhibiting  this 
spontaneous  activity  also  stops  the  sympathetic 
overactivity,  as  evidenced  by  almost  immediate  dry- 
ing and  warming  of  the  extremity,  and  allows  the  in- 
jured nerve  to  recover.  This  healing  phase  of  the 
previously  injured  nerve  in  the  first  case  was  evi- 
denced by  the  patient’s  ability  to  turn  the  peripheral 
stimulator  off  without  the  recurrence  of  pain.  This 
was  also  evident  at  surgery  when  the  electrode  was 
replaced  after  being  damaged.  The  nerve  appeared 
white,  shiny,  and  with  no  scarring,  suggesting  heal- 
ing of  the  damaged  nerve.  Also,  the  absence  of  scar 
formation  around  the  nerve  from  the  stimulator  im- 
plant confirms  the  safety  of  the  technique. 

This  technique  appears  to  be  a safe  and  effective 
treatment  of  resistant,  chronic  pain  of  causalgia  and 
reflex  sympathetic  dystrophy. 

REFERENCES 

1.  Hunt  JL;  Electrical  injuries  of  the  upper  extremity, 
in  Salisbury  RE,  Pruitt  BA  (eds):  Burns  of  the  Upper  Ex- 
tremity. Philadelphia,  WB  Saunders,  pp  72-83,  1976. 

2.  Armijo  A,  Naranjo  R;  Electrical  burns.  J Dermatol 
Surg  Oncol  6(  10):843-845,  1980. 

3.  Boswick  JA  Jr:  Comprehensive  rehabilitation  after 


Volume  84  November  1988 


Peripheral  stimulator  implant 


50 


bum  injury.  Surg  Clin  North  Am  67(  1 ):  159—166,  1987. 

4.  Haberal  M:  Electrical  burns:  a five-year  experi- 
ence— 1985  Evans  lecture.  J Trauma  26(  2):  103—  109, 
1986. 

5.  Parshley  PF,  Kilgore  J,  FTilito  JF,  et  al:  Aggressive  ap- 
proach to  the  extremity  damaged  by  electric  current.  Am  J 
Surg  150(1  );78-82,  1985. 

6.  Chilbert  M,  Maiman  D,  Sances  A Jr,  et  al:  Measure  of 
tissue  resistivity  in  experimental  electrical  bums.  J Trauma 
25(3):209-215,  1985. 

7.  Sweet  WH,  Wepsic  JG:  Treatment  of  chronic  pain 
by  stimulation  of  fibers  of  primary  afferent  neurons.  Trans 
Am  Neurol  Assoc  93: 103— 107,  1968. 

8.  White  JC,  Sweet  WH:  Pain  and  the  Neurosurgeon.  A 
Forty-Year  Experience.  Springfield,  111,  Charles  C.  Thomas, 
pp  895-896,  1969. 

9.  Waisbrod  H,  Panhans  C,  Hansen  D,  et  al:  Direct 
nerve  stimulation  for  painful  peripheral  neuropathies. 

J Bone  Joint  Surg  67(3):470-472,  1985. 

10.  Goldner  JL,  Nashold  BS  Jr,  Hendrix  PC:  Peripheral 
nerve  electrical  stimulation.  Clin  Orthop  163:33-41, 

1982. 

1 1.  Nashold  BS  Jr,  Goldner  JL,  Mullen  JB,  et  al:  Long- 
term pain  control  by  direct  peripheral-nerve  stimulation,  J 
Bone  Joint  Surg  64-A(  1 ) : 1 — 1 0,  1982. 

12.  Picaza  JA,  Cannon  BW,  Hunter  SE,  et  al:  Pain  sup- 
pression by  peripheral  nerve  stimulation.  Part  11.  Observa- 
tions with  implanted  devices.  Surg  Neurol  4(  1 ):  1 15  — 126, 
1975. 

13.  Racz  GB,  Lewis  R,  Heavner  JE,  et  al:  Peripheral 
nerve  stimulator  implant  for  treatment  of  causalgia,  in 
Stanton-Hicks  M (ed):  Reflex  Sympathetic  Dystrophy  and 
Related  Syndromes.  Kluwer  Academic  Publishers,  1988,  in 
press. 

14.  Howe  JF:  A neurophysiological  basis  for  the  radi- 
cular pain  of  nerve  root  compression,  in  Bonica  JJ  ( ed ): 
Advances  in  Pain  Research  and  Therapy.  New  York,  Raven 
Press,  vol  3,  pp  647—657,  1979. 

1 5.  Schott  GD:  Mechanisms  of  causalgia  and  related 
clinical  conditions.  The  role  of  the  central  and  of  the  sym- 
pathetic nervous  system.  Brain  109(Pt  4):717— 738,  1986. 

16.  Calvin  WH:  Ectopic  firing  from  damaged  nerve: 
chemosensitivity  and  mechanosensitivity,  after  discharge 
and  cross  talk,  in  WTiite  AA  III,  Gordon  SL  (eds):  Symposium 
on  Idiopathic  Low  Back  Pain.  American  Academy  of 
Orthopedic  Surgery,  St.  Louis,  CV  Mosby,  pp  433—443, 
1982. 


Coming  in 

the  December  issue 

of  TEXAS  MEDICINE: 

Ten  articles  on 

ORGAN 

TRANSPLANTATION 


• Solid  organ  transplantation 

• Routine  inquiry  for  organ  and  tissue 
donations 

• Identification  and  management  of  organ 
donors 

• Impact  of  an  organ  procurement 
organization 

• Heart  transplantation:  no  longer  an 
experiment 

• Total  artificial  hearts  and  ventricular 
assist  devices  as  bridges  to  heart 
transplantation 

• Lung  transplantation:  an  emerging 
technology 

• Liver  transplantation:  therapeutic  option 
in  endstage  liver  disease 

• The  past  and  future  of  renal 
transplantation 


• Selected  social  issues  of  organ 
transplantation 


James  B.  Young  MD,  Guest  Editor 


Texas  Medicine 


American  Physicians  Insurance  Exchange 

MALPRACTTCE 

It  s an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 


Volume  84  November  1988 


In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


JAMES  G.  BOVA,  DO 
KENNETH  L.  YOAST,  MD 
EWELL  A.  CLARKE,  MD 


Role  of  oral 
cholecystography 


James  G.  Bova,  DO,  De- 
partment of  Radiology, 
The  Ohio  State  Univer- 
sity Hospital,  S-209  RH, 
410  West  10th  Ave,  Co- 
lumbus, OH  43210, 
Kenneth  L.  Yoast,  MD, 
Wichita  Falls  Clinic. 
Wichita  Falls,  Tex;  and 
Ewell  A Clarke,  MD, 
Department  of  Radi- 
ology, The  University  of 
Texas  Health  Science 
Center  at  San  Antonio, 
San  Antonio,  Tex.  Send 
reprint  requests  to  Dr 
Bova.  Drs  Bova  and 
and  Yoast  were  at  The 
University  of  Texas 
Health  Science  Center 
at  San  Antonio  when 
this  article  was  written 


Since  sonography  has  replaced  the  oral  chole- 
cystogram  ( OCG)  as  the  primary  imaging  tech- 
nique for  the  gallbladder,  the  role  of  the  OCG  is  in 
question.  Our  study  was  a retrospective  review  of 
our  experience  since  1984,  following  the  relega- 
tion of  the  OCG  to  a secondary  level  of  use.  Chole- 
cystograms  were  obtained  for  29  patients  who  had 
previously  undergone  sonography.  In  20  patients, 
results  of  both  tests  were  normal;  six  patients  had 
abnormal  sonograms  and  OCGs;  arui  three  had 
equivocal  sonograms  followed  by  normal  OCGs. 
This  experience  confirmed  our  impression  that 
where  conventional  sonography  is  available,  there 
is  no  significant  role  for  the  oral  cholecystogram. 
KEY  WORDS:  CHOLECYSTOGRAM,  GALLSTONES. 


Following  the  steady  improvement  of  ultra- 
sound technology,  many  studies  documented 
the  accuracy  of  detecting  gallstones  by 
sonography  ( 1 — 3 ).  Recommendations  were  even- 
tually made  to  replace  the  conventional  oral  cho- 
lecystogram (OCG)  with  cholecystosonography 
(1,2).  Sonography  requires  only  a fasting  state;  there 
is  no  radiation  exposure;  and  potentially  toxic  tab- 
lets do  not  have  to  be  ingested  and  absorbed.  Though 
there  has  been  some  resistance  by  referring  physi- 
cians, most  practices  now  rely  on  ultrasound  for  the 
diagnosis  of  gallstones.  A recent  survey  reported  a 
92%  decline  in  the  number  of  OCGs  performed  (4). 

Because  we  were  confident  that  the  primary 
imaging  procedure  for  cholecystitis  should  be  so- 
nography, we  changed  our  institutional  approach  so 
that  the  OCG  would  be  used  only  as  a secondary 
test  whenever  the  sonogram  was  normal  or  equivo- 
cal but  clinical  suspicion  of  biliary  disease  remained 
high.  Referring  physicians,  however,  were  uncom- 
fortable with  not  having  OCG  available.  This  report 
is  a review  of  our  experience  with  the  OCG  since 
the  major  alteration  in  our  approach  to  the  diag- 
nosis of  cholelithiasis.  It  is  not  intended  to  address 
the  accuracy  of  these  two  tests  since  this  has  been 
previously  done  (1-3). 

Method 

In  our  institution,  approximately  2,000  sonograms 
of  the  abdomen  are  obtained  each  year  for  abdomi- 
nal pain;  gallstones  are  detected  in  about  800.  As  a 
result,  from  400  to  500  cholecystectomies  are  per- 
formed annually.  Beginning  in  May  1984,  the  OCG 
was  performed  only  in  patients  who  had  already  had 
a sonogram  with  normal  or  equivocal  results.  The 
OCG  was  ordered  by  the  referring  primary  physi- 
cian when  persistent  symptoms  were  still  suggestive 
of  gallbladder  disease  in  spite  of  a normal  sonogram. 
We  obtained  the  patients’  records  and  compared 
imaging  results  and  clinical  outcome. 


The  OCG  was  done  in  the  conventional  fashion 
with  fluoroscopy  and  spot  films  following  ingestion 
of  a total  dose  of  6 g of  cholecystopaque  on  two 
successive  evenings  prior  to  the  examination  (ie, 
double  dose  ).  A fatty  meal  or  stimulation  with  cho- 
lecyst okinin  (CCK)  was  not  routinely  administered. 
Commercially  available  real-time  ultrasound  equip- 
ment was  used  to  obtain  images  of  the  gallbladder 
following  a minimum  fast  of  six  hours.  Upright  and 
decubitus  positioning  were  routinely  added  to 
supine  imaging.  There  was  no  exogenous  stimula- 
tion of  the  gallbladder. 

Results 

A total  of  29  patients  underwent  oral  cholecystogra- 
phy and  sonography  from  May  1984  to  May  1987. 

In  all  but  three  patients,  these  tests  were  obtained 
less  than  one  month  apart.  Clinical  indications  were 
right  upper  quadrant  pain,  epigastric  pain,  or  atypi- 
cal chest  pain.  Complete  records  were  not  available 
for  five  patients,  but  their  cholecystograms  and 
sonograms  were  normal.  The  remaining  24  patients 
were  categorized  into  the  following  groups: 

1.  Fifteen  (62.5%  ) had  normal  sonogram  and 
OCG,  and  resolution  of  symptoms  or  other  diagnosis. 

2.  Three  ( 12.5%  ) had  equivocal  sonogram  and 
normal  OCG,  and  two  had  resolution  of  symptoms. 
Long-term  results  were  not  available  for  the  third 
patient.  (We  defined  an  equivocal  sonogram  as  one 
in  which  we  could  not  completely  exclude  a tiny 
stone  in  the  gallbladder  [ Figs  1,2].) 

3.  Three  (12.5%  ) had  abnormal  sonogram  (gall- 
stone), abnormal  OCG  (gallstones  or  nonvisualiza- 
tion ),  and  surgically  confirmed  cholelithiasis. 

4.  Three  ( 12.5%  ) had  abnormal  sonogram  (gall- 
stone), abnormal  OCG  (gallstones  or  nonvisualiza- 
tion), and  no  surgery. 

Follow-up  within  the  study  period  revealed  resolu- 
tion of  symptoms  in  1 1 of  the  1 5 patients  in  group  1 . 
Of  the  remaining  four,  one  had  a normal  radionu- 
clide ( DISIDA ) hepatobiliary  scan,  later  confirmed 
by  surgery;  one  patient  had  atypical  chest  pain  that 
was  unchanged;  one  had  duodenal  ulcer  confirmed 
by  endoscopy;  and  one  patient  had  abdominal  pain 
(during  an  episode  of  diabetic  ketoacidosis)  that  re- 
solved when  the  blood  sugar  was  brought  under 
control.  Two  other  patients  in  group  1 had  radio- 
nuclide ( DISIDA  ) hepatobiliary  scans.  Results  were 
normal  for  one  patient  and  symptoms  resolved.  The 
other  initially  had  evidence  of  cystic  duct  obstruc- 
tion (nonvisualization  of  the  gallbladder),  but  even- 
tually was  found  to  be  pregnant.  She  had  an  unevent- 
ful pregnancy,  symptoms  resolved,  and  subsequent 
OCG  and  sonogram  were  normal.  It  was  suspected 
that  she  may  have  passed  a small  gallstone. 

Within  our  study  period,  follow-up  in  two  of  the 
three  patients  in  group  2 showed  resolution  of 
symptoms.  No  long-term  results  were  available  for 
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the  third  patient  (Fig  2 ) in  this  group.  Hiis  patient 
was  lost  to  follow-up. 

Discussion 

The  transition  from  a time-honored  and  reliable 
modality  to  one  that  is  equally  accurate  but  more 
difficult  to  interpret  can  leave  a referring  clinician 
with  an  uneasy  feeling.  The  fact  that  six  of  the  OCGs 
were  done  on  patients  who  clearly  had  abnormal 
sonograms  reflects  this.  These  occurred  early  in  the 
transition  period  ( 1984-1985).  We  and  the  general 
surgeons  have  become  more  confident  in  using 
sonography  to  diagnose  cholecystitis  with  chole- 
lithiasis since  that  time.  With  more  experience,  at- 
tention to  detail,  and  careful  maneuvering  we  now 
have  very  little  trouble  with  the  confusing  anatomy 
sometimes  seen  (as  in  two  of  our  patients)  at  the 
neck  of  the  gallbladder  ( 5 ). 

This  study  addressed  primarily  morphologic  ab- 
normalities. Vety-  little  attention  was  paid  to  func- 
tion in  the  gallbladder  with  normal  opacification. 
Also,  we  did  not  identify  a case  of  adenomyomatosis 
in  our  series.  We  are  rarely  asked  to  evaluate  a pa- 
tient for  that  disorder  or  for  “biliary  dyskinesia.” 
This  may  be  peculiar  to  our  patient  population. 
Some  of  our  patients  with  acute  symptoms  do  un- 
dergo biliary  scintigraphy  to  help  sort  out  the  more 
urgent  surgical  cases. 

Conclusions 

To  the  best  of  our  knowledge,  this  is  the  first  study 
to  look  at  the  OCG  as  a secondary'  test.  Our  results 
indicate  that  if  a carefully  done  normal  sonogram  is 
obtained  when  looking  for  cholecystitis  with  chole- 
lithiasis, there  is  no  indication  for  an  OCG.  The 
OCG  with  fatty  stimulation  may  be  helpful  in  a 
small  segment  of  patients  who  are  suspected  of  hav- 
ing adenomyopmatosis  or  biliary  dyskinesia.  How- 
ever, it  is  possible  that  these  problems  could  also  be 
evaluated  at  the  time  of  sonography  (6).  Rarely, 
clarification  of  a perplexing  anatomic  finding  by  ul- 
trasound will  require  an  OCG  or  endoscopic  retro- 
grade cholangiography. 

It  is  important  that  radiologists  and  referring  phy- 
sicians know  the  strengths  and  weaknesses  of  the 
available  procedures  and  equipment  before  these 
results  can  be  applied  to  a specific  practice.  We  be- 
lieve that,  based  on  our  findings,  the  referring  physi- 
cian should  feel  confident  that  when  a normal  sono- 
gram is  reported,  the  addition  of  an  OCG  will  rarely 
reveal  cholelithiasis. 
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Various  agents  cause  regression  of  prernalignant 
changes  and  therefore  may  prevent  the  siihsecpient 
development  of  cancer.  Of  these  chemopreventive 
agents,  vitamin  A and  its  analogues  ( retinoids) 
are  crucial  for  the  normal  growth  and  develop- 
ment of  epithelial  tissues  and  seem  to  reduce  the 
risk  of  subsecpient  malignancy  in  certain  high-risk 
patients.  Retinoid  therapy  appears  promising  for 
prernalignant  changes  occurring  in  the  skin,  head 
and  neck,  cervix,  and  lung.  Although  initial  results 
of  such  retinoid  therapy  are  favorable,  its  use  re- 
mains experimental,  particularly  as  retinoid  tox- 
icity may  be  considerable  and  may  include  major 
teratogenicity. 

KE5'  WORDS:  RETINOIDS,  CUTANEOUS  MALIGNANCIES,  HEAD 
AND  NECK  CANCER,  CHEMOPREVENTION. 
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Cancer  is  the  second  most  common  cause  of 
death  in  the  United  States  and  appears  un- 
likely to  diminish  in  importance  as  a cause 
of  morbidity  and  mortality  ( 1 ).  Survival  rates  have 
dramatically  improved  in  hematologic  malignancies 
but  not,  in  general,  in  nonhematologic  ones,  which 
are  the  majority'  of  neoplasms.  ITiis  disturbing  tack 
of  progress  is  particularly  evident  among  neoplasms 
of  epithelial  origin,  such  as  lung,  prostate  and  blad- 
der, breast,  cervical,  colon,  and  head  and  neck 
cancers,  in  which  surgical  resection  remains  the  pri- 
mary' method  of  treatment  and  offers  the  best  pros- 
pect of  long-term  cure.  In  epithelial  cancers  of 
advanced  stage,  overall  survival  rates  have  increased 
only  minimally  or  moderately  compared  with  statis- 
tics of  several  decades  ago,  despite  impressive  ad- 
vances in  therapeutic  techniques  and  general 
medical  care  over  that  period.  Hence,  a current 
focus  in  epithelial  cancers  is  the  screening  of  high- 
risk  populations  in  hopes  of  detecting  cancers  at 
very  early  and  perhaps  resectable  stages.  Examples 
of  current  screening  methods  are  Papanicolaou  cer- 
vical cytology,  breast  mammography,  and  examina- 
tion of  stool  for  occult  blood. 

Although  screening  for  occult  malignancy  may 
benefit  survival,  the  best  possible  alternative  in 
populations  at  risk  is  the  absolute  prevention  of  ma- 
lignancy, which  may  require  the  reversal  of  the  pre- 
malignant  state.  Encouraging  a patient  at  high  risk 
for  lung  cancer  to  quit  smoking  exemplifies  current 
primary  prevention  efforts.  Secondary  and  tertiary 
prevention  strategies  are  methods  of  risk  modifica- 
tion and  reduction,  respectively,  which  encompass 
chemoprevention. 

Various  naturally  occurring  and  synthetic  agents 
cause  regression  of  prernalignant  or  malignant 
changes  in  vivo  or  in  vitro,  both  in  animals  and  in 
humans,  inhibiting  or  preventing  the  development 
or  progression  of  cancer  (2 ).  Among  promising 


chemopreventive  agents  are  selenium  salts,  cou- 
marin,  prostaglandin  synthesis  inhibitors,  anti- 
proteases, and  certain  vitamins,  including  vitamin  A. 
Dietary'  vitamin  A was  recognized  to  be  crucial  for 
the  maintenance  of  normal  epithelium  as  early  as 
1922,  when  squamous  metaplasia  was  observed  in 
laboratory  animals  fed  a diet  low  in  vitamin  A (3).  It 
has  subsequently  become  apparent  that  most,  if  not 
all,  epithelial  tissues  require  retinoids  (vitamin  A or 
its  analogues ) for  normal  growth  and  differentiation. 
The  histologic  changes  produced  in  epithelial 
tissues  by  deficiency  of  vitamin  A resemble  pre- 
malignant  changes  seen  in  these  tissues  after  ex- 
posure to  carcinogens;  however,  the  mechanisms 
responsible  for  either  effect  are  yet  to  be  fully  eluci- 
dated. ITie  remainder  of  this  discussion  will  focus 
upon  the  role  of  retinoids  in  the  prevention  of  hu- 
man cancers  (4-8). 

Cutaneous  malignancies 

The  largest  body  of  evidence  regarding  retinoids  as 
chemopreventive  agents  has  accumulated  for  cuta- 
neous lesions  (8,9).  Skin  cancers  and  prernalignant 
dermatologic  conditions  lend  themselves  to  the 
study  of  chemoprevention  because  their  early  diag- 
nosis is  common  and  it  is  at  early  stages  of  develop- 
ment that  lesions  are  most  likely  to  respond  to 
therapeutic  intervention.  Furthermore,  retinoids  are 
concentrated  in  skin;  thus,  it  is  not  surprising  that 
systemic  administration  and  topical  applications 
have  proven  effective. 

Retinoids  possess  antineoplastic  activity  in  cuta- 
neous basal  cell  and  squamous  carcinomas  and  my- 
cosis fungoides;  in  addition,  they  have  produced 
partial  responses  in  a handful  of  patients  with  malig- 
nant melanoma  and  less  common  cutaneous  neo- 
plasms ( 8 ).  The  use  of  retinoids  to  inhibit  or 
prevent  cutaneous  neoplasms  is  currently  under 
evaluation  for  a number  of  prernalignant  cutaneous 
conditions,  including  actinic  keratosis  and  keratoa- 
canthoma  (8). 

Actinic  keratoses  are  common  in  whites  following 
excessive  exposure  to  ultraviolet  light,  and  as  many 
as  5%  of  these  lesions  progress  to  skin  cancer.  Com- 
plete lesion  regression  has  been  documented  in 
about  half  of  such  patients  treated  with  topical  reti- 
noic acid  cream  with  partial  regression  occurring  in 
the  remainder  (8).  The  number  of  patients  having 
complete  regression  is  increased  by  oral  retinoid 
therapy,  at  the  expense  of  more  severe  side  effects. 
Furthermore,  there  appears  to  be  a very  high  recur- 
rence rate  following  the  withdrawal  of  retinoid 
therapy;  therefore,  the  need  for  chronic  mainte- 
nance therapy  is  undergoing  clinical  evaluation. 

Keratoacanthomas  resemble  squamous  cell  skin 
cancer  morphologically  and  are  capable  of  progress- 
ing to  this  malignancy.  Preliminary  evidence  sug- 
gests that  multiple  keratoacanthomas  completely 
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regress  following  oral  retinoid  therapy  without  the 
need  for  maintenance  treatment  ( 8 ). 

Thus,  retinoids  appear  to  have  substantial  activity 
in  a variety  of  premalignant  cutaneous  conditions, 
but  further  controlled  clinical  trials  are  needed  to 
define  their  optimum  role  in  the  prevention  and 
possible  treatment  of  skin  cancer. 

Head  and  neck  squamous  cell  carcinoma 

Cancer  of  the  head  and  neck  includes  cancers  of  the 
skin,  salivary’  and  thyroid  glands,  as  well  as  cancers 
of  mucous  membranes  of  the  upper  air  and  food 
passages.  Squamous  cell  cancer  of  the  head  and 
neck  is  a fairly  uncommon  malignancy,  accounting 
for  fewer  than  5%  of  all  tumors,  and  is  predicted  to 
afifect  approximately  42,000  persons  in  the  United 
States  in  1988  ( 1 ).  It  appears,  however,  that  the  in- 
cidence of  head  and  neck  cancer  is  on  the  rise.  Ex- 
posure to  tobacco  and  alcohol  are  the  major 
identifiable  causes  of  head  and  neck  cancer,  and 
continual  exposure  of  the  oral  mucous  membrane 
to  these  carcinogens  appears  to  initiate  the  early 
histologic  changes  of  dysplasia,  atypia,  or  carcinoma 
in  situ  prior  to  the  development  of  invasive  carci- 
noma. Leukoplakia  and  erythroplasia  of  the  oral 
mucous  membrane  are  generally  believed  to  be  pre- 
malignant lesions;  either  may  be  associated  with  cel- 
lular atypia  or  carcinoma  in  situ  and  may  transform 
into  invasive  cancer.  Risk  of  malignant  transforma- 
tion is  greatest  in  erythroplasia,  intermediate  in 
erythroleukoplakia,  and  lowest  in  leukoplakia.  Iden- 
tification of  these  abnormal  sites  does  not  require 
complicated  or  invasive  procedures;  thus,  premalig- 
nant head  and  neck  lesions  present  a unique  oppor- 
tunity for  investigation  of  the  role  of  chemopre- 
vention  and  the  use  of  retinoids. 

Furthermore,  patients  with  squamous  cell  carci- 
noma of  the  head  and  neck  region  are  at  increased 
risk  for  developing  a second  primary  cancer.  Many 
patients,  varying  from  10%  of  patients  with 
laryngeal  cancer  to  40%  of  patients  with 
oropharyngeal  cancer,  will  develop  a second  pri- 
mary neoplasm  in  the  aerodigestive  tract  after  suc- 
cessful treatment  of  their  first  cancer  at  an  early 
stage  (10).  It  has  been  suggested  that  “field  can- 
cerization”  (ie,  premalignant  abnormalities  over  a 
broad  area  of  mucosal  epithelia)  (11)  resulting  from 
exposure  to  carcinogens  is  responsible  for  the  de- 
velopment of  a second  primary  tumor  and,  if  so, 
would  be  optimally  treated  using  a generalized  ap- 
proach rather  than  only  local  extirpation.  This  con- 
cept is  supported  by  recent  investigations  indicating 
that  histologically  premalignant  lesions  may  be 
present  in  areas  of  normal-appearing  epithelium  ad- 
jacent to  squamous  cell  carcinoma.  These  un- 
detected premalignant  lesions  may  progress  over 
time  and  ultimately  result  in  frank  malignancy,  ei- 
ther as  a local  recurrence  or  as  a second  primary. 


Thus,  patients  with  successfully  treated,  early-stage 
cancer  of  the  head  and  neck  are  another  group 
likely  to  benefit  from  chemoprevention. 

There  exist  five  clinical  studies  in  premalignant 
lesions  of  the  head  and  neck,  all  reporting  good  re- 
sponse with  retinoids  in  oral  leukoplakia  (12—16). 
These  promising  results  were  recently  confirmed  by 
a randomized  clinical  trial  conducted  by  Hong  et  al, 
in  which  patients  with  oral  leukoplakia  were  ran- 
domly selected  to  receive  oral  1 3-cw-retinoic  acid 
( CRA,  brand  name  Accutane ) at  a daily  dose  of  1 to 
2 mg/kg  or  placebo  for  three  months  (17).  Com- 
plete or  partial  responses  occurred  in  67%  of  pa- 
tients receiving  CRA,  compared  with  only  10%  of 
patients  receiving  placebo.  These  results  were 
highly  significant;  however,  lesions  relapsed  and 
progressed  once  retinoid  therapy  was  halted.  The 
issue  of  relapse  is  now  being  examined  in  more  de- 
tail at  M.D.  Anderson  Cancer  Center  by  a clinical 
trial  in  which  patients  with  oral  leukoplakia  are  ini- 
tially treated  with  oral  CRA  for  three  months,  after 
which  time  they  are  randomly  selected  to  receive 
nine  months  of  therapy  with  CRA  at  a reduced  dose 
or  with  beta-carotene  (a  precursor  of  vitamin  A that 
has  less  toxicity  than  CRA ).  This  trial  will  establish 
whether  lower,  nontoxic  doses  of  CRA  or  beta- 
carotene  can  maintain  the  observed  improvements. 

Another  important,  ongoing  trial  at  M.D.  Ander- 
son Cancer  Center  is  a study  in  which  patients  with 
early-stage  head  and  neck  cancer  following  defini- 
tive initial  treatment  (surgery  and/or  radiotherapy) 
are  randomly  selected  to  receive  either  CRA  or 
placebo.  We  believe  this  study  is  crucial  to  deter- 
mine the  efficacy  of  CRA  in  preventing  recurrences 
and  second  primaries  in  the  head  and  neck  area  in 
these  high-risk  patients. 

Lung  cancer 

In  the  United  States,  lung  cancer  has  been  the  most 
common  cause  of  cancer  deaths  among  men  for  the 
past  several  decades  and  it  is  now  assuming  this  role 
among  women.  Lung  cancer  is  clearly  associated 
with  cigarette  smoking,  as  demonstrated  by  retro- 
spective and  prospective  studies  of  smokers  as  well 
as  by  population  studies  of  lung  cancer  patterns 
relative  to  smoking  exposure.  It  is  now  recognized 
that  smoking  causes  bronchial  metaplasia  and/or 
dysplasia,  premalignant  states  that  can  progress  over 
time  to  invasive  carcinoma  (18). 

Studies  of  sputum  from  miners  have  established 
that  lung  cancer  evolves  in  a sequential  manner,  be- 
ginning with  bronchial  squamous  metaplasia  that 
progressively  worsens,  often  over  a period  of  years, 
to  mild,  moderate,  and  severe  atypia,  then  to  carci- 
noma in  situ,  and  finally  to  invasive  cancer  (19). 
Missett  et  al  evaluated  the  effects  of  etretinate,  an 
oral  retinoid,  on  bronchial  metaplasia  in  a group  of 
chronic  smokers  who  underwent  bronchoscopy  and 
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endobronchial  biopsy  (20).  They  reported  a highly 
significant  decrease  in  the  degree  of  bronchial  meta- 
plasia following  six  months  of  oral  etretinate,  de- 
spite continued  cigarette  smoking.  We  plan  to 
examine  this  tissue  further  and  have  developed  a 
double-blind,  placebo-controlled  trial  using  CRA  in 
chronic  smokers  with  bronchial  metaplasia,  as  CRA 
is  considerably  less  toxic  than  etretinate. 

Cervical  cancer 

Cervical  cancer  is  another  neoplasm  in  which  pre- 
malignant  conditions  have  been  identified  and  are 
easily  diagnosed.  It  is  generally  accepted  that  cer- 
vical intraepithelial  neoplasia  progresses  to  microin- 
vasive  and  invasive  cervical  cancer,  in  some  cases 
over  several  years.  Women  who  are  at  risk  of  de- 
veloping cervical  intraepithelial  neoplasia  may  be 
readily  identified  and  monitored  using  cytology,  col- 
poscopy, and  colposcopic  biopsy.  ITius,  these  pre- 
malignant  cervical  lesions  provide  an  opportunity  to 
intervene  through  chemoprevention  in  the  progres- 
sion of  cervical  intraepithelial  neoplasia. 

Four  preliminary  trials  using  tretinoin  impreg- 
nated sponges  and  cervical  caps  or  topical  retinyl 
acetate  have  demonstrated  good  response  rates 
with  minimal  systemic  toxicity  (21  — 24).  To  con- 
firm these  promising  initial  results,  a randomized, 
double-blind  trial  of  topical  beta-all-fraws  retinoic 
acid  versus  placebo  cream  in  patients  with  cervical 
dysplasia  is  in  progress  at  the  University  of  Arizona 
Cancer  Center. 

Other  malignancies 

Retinoids  have  demonstrated  varying  degrees  of 
antitumor  and  chemopreventive  activity  in  myelo- 
dysplastic  syndrome,  some  leukemias,  superficial 
urinary  bladder  tumors,  and,  to  a lesser  degree,  in 
other  premalignant  or  malignant  conditions  ( 7,8 ). 

Toxicity  associated  with  retinoid  therapy 

The  toxic  effects  of  retinoids  at  doses  within  the 
therapeutic  range  are  clearly  defined  and  include 
major  teratogenicity.  In  general,  the  retinoid  precur- 
sor beta-carotene  is  fairly  nontoxic  and  may  possess 
a chemopreventive  ability  equal  to  that  of  retinoids, 
and  is  undergoing  clinical  evaluation  in  several  stud- 
ies throughout  the  country.  Of  available  retinoid 
compounds,  it  would  appear  that  CRA,  a synthetic 
retinoid,  is  among  the  least  toxic  when  given  orally 
for  a long  period.  Even  low  doses  of  CRA  (less  than 

0.5  mg/kg)  can  produce  cutaneous  toxicity,  charac- 
terized by  dermatitis  and  skin  desquamation.  Fa- 
tigue, malaise,  decreased  appetite,  weight  loss, 
lethargy,  abdominal  discomfort,  nausea  and  vomit- 
ing, or  hyperlipidemia  may  be  seen  in  patients 
treated  with  daily  doses  in  excess  of  3 mg/kg.  CRA 
toxicity  also  entails  metabolic,  skeletal,  and  tera- 
togenic effects.  Hyperlipidemia  is  common,  with 


about  45%  of  patients  developing  elevated  trigly- 
ceride levels.  At  high  dosage,  occasional  migratory 
arthralgias,  skeletal  hyperostosis,  and  generalized 
bone  pain  may  occur.  Prominent  dermatologic  fea- 
tures of  CRA  therapy  include  rash;  alopecia;  fissures 
of  the  lips;  and  drying,  scaling,  and  cracking  of 
the  skin.  It  is  of  utmost  importance  to  note  that 
teratogenicity  has  been  observed  in  animal  models 
and  that  multiple  major  anomalies  have  been  re- 
ported in  the  human  fetus  with  nontoxic  doses.  The 
use  of  CRA  or  other  retinoid  compounds  for  the 
purpose  of  preventing  human  cancer  is  experi- 
mental at  present,  and  is  not  an  indication  ap- 
proved by  the  Food  and  Drug  Administration. 
Patients  wishing  additional  information  regarding 
retinoids  and  chemoprevention  should  therefore  be 
referred  to  a center  with  expertise  in  this  area. 

Conclusion 

Vitamin  A and  other  retinoids  hold  great  promise  as 
chemopreventive  agents  for  human  cancers  of  epi- 
thelial origin.  Favorable  preliminary  results  have 
been  noted  in  the  treatment  of  premalignant  lesions 
associated  with  cutaneous  malignancies  and  in  can- 
cers of  the  head  and  neck,  lung,  and  cervix.  To  a 
lesser  degree,  retinoids  have  shown  activity  in  a va- 
riety of  other  premalignant  and  malignant  condi- 
tions. Fhe  use  of  retinoids  as  chemopreventive 
agents  remains  experimental,  particularly  since  sys- 
temic retinoid  therapy  can  induce  significant  tox- 
icity, including  major  congenital  malformations. 
Further  study  will  clarify  the  role  of  retinoids  in  the 
prevention  of  human  cancers. 
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Coming  in  the  December  issue  of  TEXAS  MEDICINE: 

ORGAN  TRANSPLANTATION 

• Solid  organ  transplantation 

• Routine  inquiry  for  organ  and  tissue  donations 

• Identification  and  management  of  organ  donors 

• Impact  of  an  organ  procurement  organization 

• Heart  transplantation:  no  longer  an  experiment 

• Total  artificial  hearts  and  ventricular  assist  devices  as 
bridges  to  heart  transplantation 

• Lung  transplantation:  an  emerging  technology 

• Liver  transplantation:  therapeutic  option  in  endstage 
liver  disease 

• The  past  and  future  of  renal  transplantation 

• Selected  social  issues  of  organ  transplantation 
James  B.  Young  MD,  Guest  Editor 
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Cardio- 

pulmonary 

Referral 

CARDIOLOGY  EVALUATION 

Cardiac  Catheterization 
Mon-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 
Unusual  Infections  of  the  Chest 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 


For  consultation  or  referral 
call  toll  free:  1-800-442-8842 


Specify  Adjunctive. 


M (Mini  IIIHIIK  M-O. 


AOOMca*  4 


Each  capsule  contains  5 mg  chlordiazepoxide  HCland  2.5  mg  cUdinium 
bromide. 

Please  consult  complete  prescribing  information,  a summary  of  which  follows: 


* Indications:  Based  on  a review  of  this  drug  by  the  National  Academy  of 
Sciences— National  Research  Council  and/or  other  information,  FDA  has 
classified  the  indications  as  follows: 

"Possibly"  effective:  as  adjunctive  therapy  in  the  treatment  of  peptic  ulcer 
and  in  the  treatment  of  the  irritable  bowel  syndrome  (irritable  colon,  spastic 
colon,  mucous  colitis)  and  acute  enterocolitis. 

Final  classification  of  the  less-than-efFective  indications  requires  further 
investigation. 


Contraindications:  Glaucoma;  prostatic  hypertrophy,  benign  bladder  neck 
obstruction;  hypersensitivity  to  chlordiazepoxide  HCl  and/or  clidinium  Br. 
Warnings:  Caution  patients  about  possible  combined  effects  with  alcohol  and 
other  CNS  depressants,  and  against  hazardous  occupations  requiring  complete 
mental  alertness  (e  g , operating  machinery,  driving). 

Usage  in  Pregnancy  : Use  of  minor  tranquilizers  during  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congeni- 
tal malformations  as  suggested  in  several  studies.  Consider  possibility 
of  pregnancy  when  instituting  therapy.  Advise  patients  to  discuss 
therapy  if  they  intend  to  or  do  become  pregnant. 

As  with  all  anticholinergics,  inhibition  of  lactation  may  occur. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation 
of  benzodiazepines  (see  Drug  Abuse  and  Dependence) . 

Precautions:  In  elderly  and  debilitated,  limit  dosage  to  smallest  effective  amount 
to  preclude  ataxia,  oversedation,  confusion  (no  more  than  2 capsules/day  initially; 
increase  gradually  as  needed  and  tolerated) . Though  generally  not  recommended, 
if  combination  therapy  with  other  psychotropics  seems  indicated,  carefully  con- 
sider pharmacology  of  agents,  particularly  potentiating  drugs  such  as  MAO  inhib- 
itors, phenothiazines.  Observe  usual  precautions  in  presence  of  impaired  renal  or 
hepatic  function.  Paradoxical  reactions  reported  in  psychiatric  patients.  Employ 
usual  precautions  in  treating  anxiety  states  with  evidence  of  impending  depres- 
sion; suicidal  tendencies  may  be  present  and  protective  measures  necessary. 
Variable  effects  on  blood  coagulation  reported  very  rarely  in  patients  receiving  the 
drug  and  oral  anticoagulants;  causal  relationship  not  established.  Inform  patients 
to  consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  drug. 
Adverse  Reactions:  No  side  effects  or  manifestations  not  seen  with  either  com- 
pound alone  reported  with  Librax.  When  chlordiazepoxide  HCl  is  used  alone, 
drowsiness,  ataxia,  confusion  may  occur,  especially  in  elderly  and  debilitated; 
avoidable  in  most  cases  by  proper  dosage  adjustment,  but  also  occasionally 
observed  at  lower  dosage  ranges.  Syncope  reported  in  a few  instances.  Also 
encountered:  isolated  instances  of  skin  eruptions,  edema,  minor  menstrual  irreg- 
ularities, nausea  and  constipation,  extrapyramidal  symptoms,  increased  and 
decreased  libido— all  infrequent,  generally  controlled  with  dosage  reduction; 
changes  in  EEG  patterns  may  appear  during  and  after  treatment;  blood  (fyscrasias 
(including  agranulocytosis),  jaundice, 'hepatic  dysfunction  reported  occasionally 
with  chlordiazepoxide  HCl,  making  periodic  blood  counts  and  liver  function  tests 
advisable  during  protracted  therapy.  Adverse  effects  reported  vrith  Librax  typical 
of  anticholinergic  agents,  i e , dryness  of  mouth,  blurring  of  vision,  urinary  hesi- 
tancy, constipation.  Constipation  has  occurred  most  often  when  Librax  therapy  is 
combined  with  other  spasmolytics  and/or  low  residue  diets. 

Drug  Abuse  and  Dependence:  Withdrawal  symptoms  similar  to  those  noted  vrith 
barbiturates  and  alcohol  have  occurred  following  abrupt  discontinuance  of  chlor- 
diazepoxide;  more  severe  seen  after  excessive  doses  over  extended  periods;  milder 
after  taking  continuously  at  therapeutic  levels  for  several  months.  After  extended 
therapy,  avoid  abrupt  discontinuation  and  taper  dosage.  Carefulfy  supervise 
addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

P.l.  0288 

Roche  Products 


Roche  Products  Inc. 
Manati,  Puerto  Rico  00701 
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When  it's  brain  versus  bowel, 


ITS  TIME 
RNITHE 


In  irritable  bowel  syndrome,*  intestinal 
discomfort  wiU  often  erupt  in  tandem  with 
anxiety— laimching  a cycle  of  brain/bowel 
conflict.  Make  peace  with  Librax.  Because  of 
possible  CNS  efiects,  caution  patients  about 
activities  requiring  complete  mental  alertness. 

* Librax  has  been  evaluated  as  possibly  effective 
as  adjunctive  therapy  in  the  treatment  of  peptic 
ulcer  and  IBS. 
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specify  Adjimctive 


Each  capsule  contains  5 mg  chlordiazepoxide 
HCl  and  2.5  mg  clidinium  bromide. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 


Please  see  summary  of  prescribing  information  on  adjacent  page. 


fAore  on  the  Subjects 


The  TMA  Memorial  Library’  staff  compiled  this  bibliography 
for  several  of  the  major  topics  covered  this  month  in  Texas 
Medicine  All  of  the  listed  resources  are  available  in  the  li- 
brary. For  information,  call  the  Memorial  Library  at  (512) 
477-6704.  TMA  members  also  may  request  research  on  any 
medical  topic.  Books,  audiovisuals,  and  copies  of  journal  ar- 
ticles are  available  by  calling  or  uriting  the  library.  In  most 
cases,  your  request  can  be  processed  within  24  hours. 

SEASONAL  AFFECTIVE  DISORDER:  CLINICAL  ASPECTS 
Journal  Articles 

Boyce  P,  Parker  G:  Seasonal  affective  disorder  in  the  southern 
hemisphere.  Am  J Psychiatry'  l45(  1 ):96— 99,  1988. 

Byerley  WF,  Brown  J,  Lebegue  B:  Treatment  of  seasonal  affec- 
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nonseasonal  affective  disorders.  Am  J Psychiatry  145(  1 ): 
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Wehr  TA,  Sack  DA,  Rosenthal  NE:  Seasonal  affective  disorder 
with  summer  depression  and  winter  hypomania.  Am  J Psychia- 
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RETINOIDS  AND  CANCER  PREVENTION 
Journal  Articles 

Bertram  JS,  Kolonel  LN,  Meyskens  FLJr:  Rationale  and  strate- 
gies for  chemoprevention  of  cancer  in  humans.  Cancer  Res 
47(11):  3012-3031,  1987. 

Chemoprevention  (lung  cancer).  Chest  89(4  Suppl):362S— 
365S,  1986. 

DeWys  WD,  Malone  WF,  Butrum  RR,  et  al:  Clinical  trials  in  can- 
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Micronutrient  interactions  in  the  prevention  of  cancer.  Nutr 
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Watson  RR,  Leonard  TK:  Selenium  and  vitamins  A,  E,  and  C:  nu- 
trients with  cancer  prevention  properties.  J Am  Diet  Assoc 
86(4):  505-5 10,  1986. 


PIT  BULL  ATTACK:  CASE  REPORT  AND  REVIEW  OF  THE 
LITERATURE 

Journal  Articles 

Auerbach  PS,  Morris  JA  Jr:  Acinetobacter  calcoaceticus  infec- 
tion following  a dog  bite.  J Emerg  Med  5(5): 363— 366,  1987. 

Danker  WM,  Davis  CE,  Thompson  MA:  DF-2  bacteremia  follow- 
ing a dog  bite  in  a 4-month-old  child.  Pediatr  Infect  Dis  J 
6(7);695-696,  1987. 

Feder  HM  Jr,  Shanley  JD,  Barbera  JA:  Review  of  59  patients  hos- 
pitalized with  animal  bites.  Pediatr  Infect  Dis  J 6(  1 ):  24—28, 
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Hicklin  II,  Vcrghese  A,  Alvarez  S:  Dysgonic  fermenter  2 sep- 
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Audiovisuals 

Management  of  Animal  Bites,  NCME  Tape  #427;  17  min  VHS 
video.  New  York,  Network  for  Continuing  Medical  Education, 
1984. 

Soft  Tissue  Injuries;  66  slides,  booklet,  and  audiotape.  Garden 
Grove,  CA,  Medcom,  Inc,  1983 
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THE  LOWER  RESPIRATORY  TRACT- 


More  vulnerable  to 


infection  in  smokers  and  older  adults 


For  respiratory  tract  infections  due  to  susceptible  strains  of  indicated  organisms. 


Summary. 

Consult  the  package  literature  for  prescribing 
information. 

Indication:  Lower  respiralory  inteclions,  including  pneumonia, 
caused  by  Streptococcus  prteumoniae,  Haemophilus  mfluemae,  and 
Streptococcus  pyogenes  (group  A p-hemolytic  streptococcil 
Contraindication:  Known  allergy  to  cephalosporins 
Warnings:  CECiOR  should  be  administered  cautiously  id  penicillin 

SENSITIVE  PATIENTS  PENICILLINS  AND  CEPHALOSPORINS  SHOW  PARTIAL  CROSS- 
ALLERGENICITY possible  REACTIONS  INCLUDE  ANAPHYLAXIS 
Administer  cautiously  to  allergic  patients 
Pseudomembranous  colitis  has  been  reported  with  virtually  all 
broad-spectrum  antibiotics  It  must  be  considered  in  differential 
diagnosis  of  antibiotic-associated  diarrhea  Colon  flora  is  altered  by 
broad-spectrum  antibiotic  treatment,  possibly  resulting  in  antibiotic- 
associated  colitis 
Precautions: 

a Discontinue  Ceclor  in  the  event  of  allergic  reactions  to  it 
• Prolonged  use  may  result  in  overgrowth  of  nonsusceptible 
organisms 

a Positive  direct  Coombs  tests  have  been  reported  during  treatment 
with  cephalosporins 

a Ceclor  should  be  administered  with  caution  in  the  presence  of 
markedly  impaired  renal  function  Although  dosage  ad|ustments  in 


moderate  to  severe  renal  impairment  ate  usually  not  required,  careful 
clinical  observation  and  laboratory  studies  should  be  made 
a Broad-spectrum  antibiotics  should  be  prescribed  with  caution  in 
individuals  with  a history  of  gastrointestinal  disease,  particularly 
colitis 

a Safety  and  effectiveness  have  not  been  determined  in  pregnancy, 
lactation,  and  infants  less  than  one  month  old  Ceclor  penetrates 
mother’s  milk  Exercise  caution  in  prescribing  for  these  patients 
Adverse  Reactions:  (percentage  of  patients! 

Therapy-related  adverse  reactions  are  uncommon  Those  reported 
include 

a Gastrointestinal  (mostly  diarrheal  2 5% 
a Symptoms  of  pseudomembranous  colitis  may  appear  either  during 
or  after  antibiotic  treatment 

" Hypersensitivity  reactions  (including  morbilliform  eruptions, 
pruritus,  urticaria,  and  serum-sickness-like  reactions  that  have 
included  erythema  multiforme  (rarely,  Stevens-Johnson  syndrome! 
and  toxic  epidermal  necrolysis  or  the  above  skin  manifestations 
accompanied  by  arthiitis/arthralgia,  and  frequently,  fever),  1 5%, 
usually  subside  within  a few  days  after  cessation  of  therapy  Serum- 
sickness-like  reactions  have  been  reported  more  frequently  in  children 
than  in  adults  and  have  usually  occurred  during  or  following  a second 
course  of  therapy  with  Ceclor  No  serious  sequelae  have  been 
reported  Antihistamines  and  corticosteroids  appear  to  enhance 
resolution  of  the  syndrome 


• Cases  of  anaphylaxis  have  been  reported,  half  of  which  have 
occurred  in  patients  with  a history  of  penicillin  allergy 

• As  with  some  penicillins  and  some  other  cephalosporins,  transient 
hepatitis  and  cholestatic  jaundice  have  been  reported  rarely 

• Rarely,  reversible  hyperactivity,  nervousness,  insomnia,  confusion, 
hypertonia,  dizziness,  and  somnolence  have  been  reported 

• Other  eosinophilia,  2%,  genital  pruritus  or  vaginitis,  less  than  1%, 
and,  rarely,  thrombocytopenia 

Abnormalities  in  laboratory  results  of  uncertain  etiology 

• Slight  elevations  in  hepatic  enzymes 

• Transient  fluctuations  in  leukocyte  count  (especially  in  infants  and 
children] 

• Abnormal  urinalysis,  elevations  in  BUN  or  serum  creatinine 

• Positive  direct  Coombs'  test 

• False-positive  tests  for  urinary  glucose  with  Benedict’s  or  Fehling’s 

solution  and  Clinitest*  tablets  but  not  with  Tes-Tape*  (glucose 
enzymatic  test  strip,  Lilly)  loeioeeii 

Additional  information  available  from  PV  2351  AMP 

Ell  Lilly  and  Company,  Indianapolis.  Indiana  46285 

Eli  Lilly  Industries,  Inc 

Carolina,  Puerto  Rico  00630 
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Xnfomiation  for  fkutbors 


Texas  Medicine  has  two  purposes;  As  a continuing  education  vehicle 
for  physicians,  it  publishes  clinically  useful  scientific  articles  and  other 
technical  information.  As  the  official  publication  of  the  Texas  Medical 
Association,  it  informs  members — through  editorials,  news  pages,  and 
regular  departments — about  medical  events,  legislative  and  govern- 
mental news,  meetings,  continuing  education  courses,  and  programs 
and  policies  of  the  Association. 

Material  for  Texas  Medicine  may  be  sent  to  the  Managing  Editor, 

1801  North  Lamar  Blvd,  Austin  78701.  It  must  be  offered  solely  to 
this  journal.  Each  article  is  reviewed  by  a consultant  specialist  and  an 
Editorial  Committee,  and  is  accepted  or  rejected  on  the  basis  of  its 
individual  merit  and  the  availability  of  other  material.  Reviews  usually 
take  six  to  eight  weeks. 

Copyright  assignment 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978, 
all  transmittal  letters  to  the  editor  must  contain  the  following  lan- 
guage: “In  consideration  of  the  Texas  Medical  Association  taking  action 
in  reviewing  and  editing  my  submission,  the  author(  s ) undersigned 
hereby  transfers,  assigns,  or  otherwise  conveys  all  copyright  ownership 
to  the  Texas  Medical  Association  in  the  event  that  such  work  is  pub- 
lished by  the  TMA.” 

We  regret  that  transmittal  letters  not  containing  the  foregoing  lan- 
guage signed  by  all  authors  of  the  manuscript  will  necessitate  return 
of  the  manuscript. 

Scientific  articles 

Manuscripts  should  by  typed  double-spaced  with  ample  margins. 

Three  copies,  including  illustrations,  should  be  submitted  and  the  au- 
thor should  keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  ar- 
ticle in  “Index  Medicus,”  should  stress  the  main  point,  and  should 
be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—  1 50  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbrevia- 
tions, and  logical  subheadings.  For  spelling  and  usage  the  editors  fol- 
low “Dorland’s  Illustrated  Medical  Dictionary,”  26th  edition,  and 
“Webster’s  Third  New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually — but 
not  necessarily — divided  into  sections  with  the  headings:  Introduction, 
Methods,  Results,  and  Discussion.  Subheadings  may  be  needed  to  clar- 
ify content.  Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  conventional 
units,  followed  in  parentheses  by  Systeme  International  (SI ) units. 

For  more  extensive  information  about  preparing  medical  articles 
for  publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  re- 
quirements for  manuscripts  submitted  to  biomedical  journals.  The 
complete  document  is  available  in  the  June  1982  issue  oi  the  Annals 
of  Internal  Medicine. 

Barclay  WR,  Southgate  MT,  Mayo  RW;  Manual  for  authors  and  edi- 
tors: editorial  style  and  manuscript  preparation.  Los  Altos,  Calif,  l,ange 
Medical  Publications,  1981.  Compiled  for  the  American  Medical 
Association. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences.  5th  ed,  rev  and  ex- 
panded. Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  prin- 
ciples and  techniques  of  clear,  concise  writing,  which  are  applicable  to 
scientific  as  well  as  general  topics. 

References 

References  to  scientific  publications  should  be  listed  in  numerical  order 
at  the  end  of  the  article,  with  reference  numbers  placed  in  parentheses 
at  appropriate  points  in  text. 

Minimum  acceptable  data; 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 

Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the 
information  can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned 
parenthetically  or  in  footnotes. 


Illustrations 

Illustrations  should  be  black  and  white  drawings  or  positive  photo- 
graphs, with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the 
back  of  each  illustration  should  indicate  its  number,  topic,  author’s 
name,  and  title  of  article  in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on 
a separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

Previously  published  material 

Written  permission  should  be  obtained  from  the  publishers  and  the 
authors  for  use  of  any  previously  published  material  (extensive  textual 
matter,  illustrations,  tables ) used.  Short  verbatim  quotations  in  the  text 
may  be  used  without  permission,  but  should  be  quoted  exactly  with 
the  source  credited.  Copies  of  permission  letters  should  be  submitted 
with  manuscript. 

Editorials 

Editorials  should  be  written  in  clear,  concise  language.  Length  should 
be  about  two  or  three  pages  typed  with  double  spacing. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor. 
Editorial  Committee,  and  Board  of  Publication. 

News 

News  items  should  be  sent  to  the  Editorial  Offices,  1801  North  Lamar 
Blvd,  Austin  78701. 

Obituaries 

Brief  obituaries  of  deceased  TMA  members  are  published  if  adequate 
information  is  received  within  one  month  of  date  of  death.  With  noti- 
fication, please  include  the  name  and  address  of  next  of  kin. 

Policy  on  columns 

Few  contributors  recognize  beforehand  the  demands  of  producing  a 
monthly  column  that  will  consistently  be  of  interest  and  value  to  the 
reader.  Although  a few  regular  columns  appear,  it  has  not  been  the 
policy  to  grant  monthly  pages  to  specific  committees,  councils,  or 
groups. 

The  Editorial  Committee  and  the  editors  do,  however,  encourage 
committees,  councils,  and  individuals  to  submit  original  material 
which  they  consider  valuable  to  readers.  Should  regular  publication  in 
column  form  be  deemed  appropriate,  the  committee  and  the  editors 
will  consider  development  of  a column. 

Editing 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to 
check  before  publication.  After  the  article  is  sent  to  the  printer,  only 
minimal  revision  may  be  made. 

Reprints 

Reprints  are  available  directly  from  the  printer  at  an  established  sched- 
ule of  costs.  Authors  automatically  receive  order  blanks  when  their 
articles  are  published. 

Copyright 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association. 
Written  permission  from  the  managing  editor  must  be  obtained  be- 
fore reproducing,  in  part  or  in  whole,  any  material  published  in  Texas 
Medicine. 

Point  of  view 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorse- 
ment of  the  views  expressed  therein,  nor  shall  publication  of  any 
advertisement  be  considered  an  endorsement  of  or  approval  of  the 
product  or  service  involved. 
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Olinical  Abstt'ocL^ 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  recewed  by'  the  TMA  Me- 
morial Library  each  month. 

Barrett’s  esophagus:  a radiologic  diagnosis?  Marc  S.  Levine. 
AJR,  vol  151,  no.  3,  pp  433-438. 

Barrett’s  esophagus  is  a well-recognized  condition  charac- 
terized by  a progressive  columnar  metaplasia  of  the  distal 
esophagus  caused  by  chronic  reflux  esophagitis.  Despite  its  fre- 
quency, Barrett’s  esophagus  would  not  be  important  if  it  were 
a benign  entity.  However,  there  is  now  considerable  evidence 
that  it  is  a premalignant  condition  associated  with  a signifi- 
cantly increased  risk  of  developing  esophageal  adenocar- 
cinoma. Unfortunately,  the  diagnosis  of  Barrett’s  esophagus  has 
been  limited  on  barium  studies  by  a lack  of  clearly  defined  ra- 
diologic criteria  that  are  both  sensitive  to  and  specific  for  this 
condition.  As  a result,  endoscopy  and  biopsy  generally  have 
been  advocated  in  order  to  make  a definitive  diagnosis.  How- 
ever, recent  data  suggest  that  double-contrast  esophagography 
may  be  a valuable  technique  in  determining  the  relative  need 
for  endoscopy  and  biopsy  in  patients  with  reflux  disease.  The 
current  status  of  Barrett’s  esophagus  is  therefore  reviewed  in 
this  article,  with  particular  emphasis  on  the  role  of  radiology  in 
diagnosing  this  condition. 

Ipratropium  bromide.  Nicholas  J.  Gross,  MD,  PhD.  (Massa- 
chusetts Medical  Society),  New  England  Journal  of  Medicine, 
vol  319,  no  8,  pp  486-494. 

Ipratropium  bromide  (8-isopropyl-noratropine-methobromide) 
is  a synthetic  quaternary  ammonium  congener  of  atropine.  The 
first  anticholinergic  agent  to  be  approved  for  use  as  a bron- 
chodilator,  it  has  recently  been  released  for  general  use.  The 
author  reviews  the  background  and  the  rationale  for  the  use  of 
an  anticholinergic  bronchodilator,  and  the  pharmacology, 
clinical  efficacy,  and  side  effects  of  ipratropium  bromide. 

Post-stroke  management  concerns  and  outcomes.  James 
C.  Grotta,  MD.  (Harcourt  Brace  Jovanovich),  Geriatrics,  vol  43, 
no  7,  pp  40-48. 

In  the  United  States  alone,  there  are  1.7  million  stroke  surv  i- 
vors at  any  given  time,  75%  between  the  ages  of  55  and  84 
years,  thereby  posing  a formidable  rehabilitation  task.  In  order 
to  reduce  short-term  mortality  from  strokes,  management 
should  focus  on  improved  pre-stroke  status  of  high-risk  pa- 
tients and  on  improved  recognition  and  therapy  of  medical 
complications  of  stroke  during  the  first  three  weeks.  Long-term 
recovery  from  stroke  can  be  facilitated  by  skilled  rehabilitation 
and  augmented  by  treatment  of  depression  and  other  emo- 
tional problems.  Newer  experimental  therapies  instituted  dur- 
I ing  the  first  hours  after  stroke  may  also  prove  to  accelerate 
I recovery  over  the  first  three  months  after  stroke. 


Asbestos  exposure  and  gastrointestinal  malignancy  re- 
view and  meta-analysis.  Howard  Frumkin,  MD,  MPH,  and 
Jes.se  Berlin,  ScD.  (Alan  R.  Liss,  \r\c),  American  Journal  of  In- 
dustrial Medicine,  vol  14,  no  1,  pp  79-95. 

The  epidemiologic  literature  linking  a.sbestos  exposure  with 
gastrointestinal  malignancy  is  reviewed.  Problems  in  compar- 
ing studies  are  dLscussed,  appropriate  strategies  for  comparison 
are  developed,  and  study  results  are  pooled  using  a model 
which  accounts  for  both  intrastudy  and  interstudy  variability. 
Stratification  of  cohorts  by  dose  reveals  that  significant  as- 
bestos exposure,  as  indicated  by  a lung  cancer  standardized 
mortality  ratio  (SMR)  of  at  least  200,  is  associated  with  an  ele- 
vated gastrointestinal  cancer  SMR  for  five  or  six  end  points 
examined. 


Primary  tuberculous  enteritis.  David  M.  Vanderpool,  MD, 
and  J.  Patrick  O’Leary,  MD,  FACS.  (The  American  College  of 
Surgeons),  Surgery,  Gynecology  & Obstetrics,  vol  167,  no  2,  pp 
167-173. 

Because  of  the  large  influx  of  immigrants  from  the  Third  World 
into  this  countrv',  primary  enteric  tuberculosis,  although  rare, 
can  still  be  found  in  all  sections  of  the  United  States.  The  fact 
that  it  may  mimic  the  more  common  neoplastic  and  granu- 
lomatous diseases,  coupled  with  the  relative  paucity  of  in- 
stances, increases  the  likelihood  of  a misdiagnosis.  Diagnosis 
may  be  further  complicated  by  a false-negative  Mantoux  test 
(purified  protein  derivative  skin  test)  and  lack  of  evidence  of 
tuberculosis  elsewhere  in  the  patient.  Adequate  treatment  con- 
sists of  appropriate  chemotherapeutic  agents  and  the  judicious 
use  of  surgical  resection.  Given  appropriate  treatment,  the  out- 
come in  most  patients  should  be  favorable. 


Nitrofurantoin — current  concepts.  Burke  A.  Cunha,  MD. 
(Professional  Medical  Services  Company),  Urology  vol  32, 
no  1,  pp  67—71. 

Bacterial  drug  resistance  has  become  a major  concern  for 
urologists  in  the  treatment  of  urinary'  tract  infection  (LITI). 

One  drug  which  has  managed  to  avoid  such  resistance  prob- 
lems in  its  30  years  of  use  is  nitrofurantoin.  Nitrofurantoin  is 
effective  therapeutically  for  the  treatment  of  acute  lower  tract 
infections,  chronic  UTI,  and  for  the  suppression  of  catheter- 
associated  bacteria.  On  a prophylactic  basis  it  is  used  to  ster- 
ilize urine  before  transurethral  resectioning  of  the  prostate  and 
to  prevent  chronic  reinfection.  Its  unique  mechanism  of  ac- 
tion, site  specificity,  achievement  of  high  urinary  levels  and 
low  serum  concentrations,  and  its  effectiveness  against  both 
gram-negative  and  gram-positive  bacteria  provide  many  advan- 
tages in  UTI  therapy  that  many  of  the  newer  agents  do  not. 
Adverse  drug  reactions,  especially  pulmonaiy’  toxicity,  are  ex- 
tremely rare,  and  nitrofurantoin  maintains  an  excellent  safety 
profile. 
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Management  of  medications 
revisited 

Although  many  drug  laws  have  not  changed  since  manage- 
ment of  medications  was  last  the  subject  of  this  column  sev- 
eral years  ago  (I)  some  changes  have  occurred  This  article 
will  help  physicians  become  acquainted  with  changes  in  the 
laws  and  refresh  their  memories  of  long-standing  federal  and 
state  drug  laws  that  have  not  changed 

Classification  of  drugs 

There  are  two  classifications  of  prescriptions  drugs;  controlled 
substances  and  dangerous  drugs. 

Controlled  substances  are  grouped  in  five  schedules,  or  lists, 
according  to  their  potential  for  abuse  and  the  degree  of  psy- 
chological or  physical  dependence  that  may  result  from  their 
use.  Schedule  1 controlled  substances  have  the  highest  poten- 
tial for  abuse  and  dependence  and  have  no  accepted  medical 
use  in  treatment.  Other  progressively  less  potent  and  abusable 
drugs  and  substances  are  listed  individually  by  chemical  name 
on  Schedules  11  through  V.  Every  controlled  substance  on 
Schedules  1 through  V is  listed  in  the  Texas  Controlled  Sub- 
stances Act  ( 2 ) along  with  the  criteria  used  for  placing  drugs 
on  each  schedule. 

Dangerous  drugs  also  are  defined  by  statute  ( 3 ).  In  essence, 
dangerous  drugs  are  those  for  which  federal  law  requires  a 
prescription  and  that  have  not  been  declared  controUed 
substances. 

Record  keeping 

CONTROLLED  SUBSTANCES 

Physicians  registered  with  the  Texas  Department  of  Public 
Safety  (DPS)  and  the  Drug  Enforcement  Administration  (DEA) 
to  “dispense”  (which  under  the  Texas  Controlled  Substances 
Act  includes  prescribing  and  administering  (2  at  1.02  [lO]) 
controlled  substances  must  keep  records  and  maintain  in- 
ventories in  conformance  with  requirements  of  federal  law  and 
state  regulation  (2  at  3-06).  Such  records  and  inventories  must 
be  kept  for  two  years  from  the  date  of  creation. 

State  regulation  (similar  to  federal)  requires  the  following  in 
regard  to  record  keeping: 

( 1 )  Records  of  purchases,  acquisition,  or  disposals  of  con- 
trolled substances  shall  include  without  limitation  the  fol- 
lowing information: 

(A ) name,  quantity,  and  strength  of  drug; 

(B)  invoice  number  or  purchase  order  number; 


Medicine  and  the  I^w  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys.  Reprints  of  this  ar- 
ticle are  available  from  the  Office  of  the  General  Counsel,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


(C)  date  of  purchase  or  acquisition; 

(D)  date  sold,  dispensed,  administered,  or  disposed  of; 

(E)  true  name  of  the  person  receiving  the  controlled 
substance; 

(F)  current  address  of  the  person  receiving  the  controlled 
substance;  and 

(G)  reason  for  dispensing  or  disposing  of  the  controlled 
substance. 

(2)  These  records  shall  be  maintained  in  a bound  record 
book,  ledger,  or  other  device  equal  in  durability  and  capac- 
ity to  record  required  data. 

(3)  The  records-keeping  device  shall  have  a page  for  each 
drug  by  drug  strength. 

(4)  On  one  side  list  the  date,  invoice,  or  purchase  order 
number,  and  quantity  of  drugs  received.  (The  total  will  in- 
clude other  drugs  of  that  type  on  hand. ) 

(5)  On  the  opposite  side  of  the  page  list  individual  dispen- 
sations or  disposals,  recording  the  information  listed  in  para- 
graphs (1XE))-(G)  of  this  subsection. 

(6)  The  requirements  under  paragraphs  ( 1 XD)-(G)  of  this 
subsection  will  not  apply  to  Schedule  II  controlled  sub- 
stances as  this  information  is  recorded  on  the  triplicate  pre- 
scription when  administered  or  dispensed  directly  to  an 
ultimate  user  by  a practitioner. 

(7)  Accountability  for  disposal  of  unused  quantities  of  con- 
trolled substances. 

(A)  Enter  into  the  ledger  or  record-keeping  device,  on 
the  appropriate  drug  page,  the  date,  strength,  and  amount 
of  unused  drug  disposed  of. 

(B)  The  registrant  or  his  designated  personnel  must  sign 
the  ledger  or  record-keeping  device  to  verify  this  entry. 

(C)  Unused  controlled  substances  may  be  placed  in  a 
container  and  submitted  for  disposal  to  the  special  agent- 
in-charge  of  the  divisional  office  of  the  Drug  Enforcement 
Administration  for  the  registrant’s  area  of  the  state. 

(D)  Controlled  substances  disposed  of  in  this  manner 
should  be  shipped  tape-sealed  via  prepaid  express  or  reg- 
istered mail  accompanied  by  the  original  and  one  copy  of 
DEA  Form  4l. 

(E)  A copy  of  the  DEA  Form  4l  must  be  maintained  with 
the  registrant’s  records  to  provide  accountability  for  the 
disposal  of  these  controlled  substances. 

Failure  to  maintain  required  records  or  allow  an  inspection 
may  cause  a physician’s  registration  to  be  suspended,  denied, 
or  revoked  in  accordance  with  the  Texas  Controlled  Sub- 
stances Act  (2  at  3-04).  Additionally,  the  Medical  Practice  Act 
makes  failure  to  keep  complete  and  accurate  records  of  pur- 
chases and  disposals  of  controlled  substances  grounds  for  can- 
cellation, revocation,  or  suspension  of  a physician’s  license  to 
practice  medicine  (5). 

Texas  regulation  requires  that  an  initial  inventory  of  con- 
trolled substances  be  taken  and  that  a new  inventory  be  taken 
every  two  years  thereafter.  However,  this  inventory  regulation 
deems  physicians  in  compliance  if  the  physician  adheres  to  the 
foregoing  regulation  on  record  keeping  of  controlled  sub- 
stances (6).  Federal  regulations  make  no  such  exception  to  in- 
ventory keeping  and  require  the  following  information: 
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For  each  controlled  substance  in  finished  form: 

( 1 ) The  name  of  the  substance; 

(2)  Each  finished  form  of  the  substance  (eg,  10-milligram 
tablet  or  10-milligram  concentration  per  fluid  ounce  or 
milliliter); 

(3)  The  number  of  units  or  volume  of  each  finished  form 
in  each  commercial  container  (eg,  100-tablet  bottle  or  3- 
milliliter  vial);  and 

(4)  The  number  of  commercial  containers  of  each  such 
finished  form  (eg,  four  100-tablet  bottles  or  six  3-milliliter 
vials). 

For  each  controlled  substance  [not  falling  under  provisions 
for  inventories  of  controlled  substances  in  bulk  form  to  be 
used  in  manufacture  of  controlled  substances  or  in  the  pro- 
cess of  manufacture]  (eg,  damaged,  defective  or  impure  sub- 
stances awaiting  disposal,  substances  held  for  quality  control 
purposes,  or  substances  maintained  for  extemporaneous 
compoundings  ): 

( 1 ) The  name  of  the  substance; 

( 2 ) The  total  quantity  of  the  substance  to  the  nearest 
metric  unit  weight  or  the  total  number  of  units  of  finished 
form;  and 

(3)  The  reason  for  the  substance  being  maintained  by  the 
registrant  and  whether  such  substance  is  capable  of  use 
in  the  manufacture  of  any  controlled  substance  in  fin- 
ished form. 

In  determining  the  number  of  units  of  each  finished  form  of 
a controlled  substance  in  a commercial  container  which  has 
been  opened,  the  dispenser  shall  do  as  follows: 

(a)  If  the  substance  is  listed  in  Schedule  I or  II,  he  shall 
make  an  exact  count  or  measure  of  the  contents;  and 

(b)  If  the  substance  is  listed  in  Schedule  III,  IV,  or  V,  he 
shall  make  an  estimated  count  or  measure  of  the  contents, 
unless  the  container  holds  more  than  1 ,000  tablets  or  cap- 
sules in  which  case  he  must  make  an  exact  count  of  the 
contents  (7). 

DANGEROUS  DRUGS 

According  to  state  law,  physicians  must  maintain  records  of  ac- 
I quisitions  and  disposals  of  dangerous  drugs.  Physicians  must 
I maintain  these  records  for  two  years  after  the  date  of  acquisi- 
! tion  or  disposal  of  the  dangerous  drug  ( 3 at  Sec  5 ).  These 
I records  must  be  made  available  for  inspection  by  any  public 
I official  or  employee  engaged  in  the  enforcement  of  the  danger- 
I ous  drug  law  and  such  public  official  or  employee  must  be  ac- 
! corded  full  opportunity  to  make  inventory  of  all  stocks  on 
ijhand  (3  at  Sec  6). 

;|  SAMPLES 

i'  A recent  federal  drug  law  requires  physicians  to  sign  a written 
i!  request  form  for  samples  verifying  the  identity  of  the  drug  and 
; quantity  requested  (8).  This  law  does  not  require  physicians  to 
i|  maintain  records  of  samples. 

However,  1985  supplemental  information  provided  with  the 
I publication  of  a change  in  federal  regulation  regarding  record 
j keeping  of  controlled  substances  states  that  dispensing  of  such 

I 
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samples  is  subject  to  record  keeping  ( 9 ).  Additionally,  state 
regulation  requires  the  same  record  keeping  for  controlled 
substances  samples  as  controlled  substances  that  are  pur- 
chased by  the  physician  (4). 

Although  federal  and  state  laws  and  regulations  do  not  spe- 
cifically address  record  keeping  for  dangerous  drug  samples, 
the  DPS  believes  that  the  law  regarding  record  keeping  for 
dangerous  drugs  also  applies  to  samples  ( 3 at  Sec  5 ). 

Prescriptions 

Prescriptions  for  drugs  are  issued  either  as  a written  order 
from  a physician  or  a verbal  order  from  a physician  or  his  or 
her  authorized  agent  to  a pharmacist  for  a drug  to  be  dis- 
pensed (10). 

WRITTEN  PRESC:RIPTI0NS 

Pharmacists  may  not  dispense  pursuant  to  a written  prescrip- 
tion unless  the  prescription  contains  two  signature  lines  of 
equal  prominence  side  by  side  at  the  bottom  of  the  form. 

Under  either  signature  line  must  be  printed  clearly  the  words 
“product  selection  permitted”  and  under  the  other  signature 
line  must  be  printed  clearly  the  words  “dispense  as  written.” 
The  physician  shall  communicate  dispensing  instructions  to 
the  pharmacist  by  signing  on  the  appropriate  line  ( 1 0 at  Sec  40 
[g] ).  In  the  case  of  prescriptions  written  for  Medicaid  patients, 
it  is  necessary  for  a physician  to  hand  write  “brand  necessary,” 
as  well  as  sign  above  the  “dispense  as  written”  line  to  avoid 
drug  substitution  per  the  Texas  Department  of  Human  Services 
(TDHS)  Formulary  (11). 

Written  prescriptions  for  controlled  substances  shall  be 
dated  and  signed  on  the  day  issued  and  shall  bear  the  full  name 
and  address  of  the  patient,  and  the  name,  address,  and  regis- 
tration number  of  the  physician.  A physician  may  sign  the  pre- 
scription in  the  same  manner  as  he  would  sign  a check  or  legal 
document.  Prescriptions  shall  be  written  with  ink  or  indelible 
pencil  or  typewriter  and  shall  be  manually  signed  by  the  physi- 
cian (12). 

Any  written  prescription  for  a Schedule  II  controlled  sub- 
stance must  be  presented  to  a pharmacist  on  a triplicate  form 
the  physician  obtains  from  DPS.  The  physician  writes  the  pre- 
scription, retains  copy  3,  and  gives  the  patient  copies  1 and  2, 
which  must  be  provided  to  the  pharmacist.  The  pharmacist  re- 
tains copy  2 and  sends  copy  1 to  the  DPS  (2  at  Sec  3.09). 

Aside  from  the  requirements  concerning  substitution,  no  de- 
scription of  what  is  needed  on  a prescription  for  a dangerous 
drug  is  in  either  state  or  federal  law  or  regulation. 

VERBAL  ORDER  PRESCRIPTIONS 

If  a prescription  is  transmitted  to  a pharmacist  orally,  the  phar- 
macist shall  note  the  dispensing  instructions  by  the  physician 
regarding  generic  substitution  on  the  file  copy  of  the  prescrip- 
tion ( 10  at  Sec  40  [h]).  If  the  physician  does  not  indicate  that 
the  prescription  drug  must  be  dispensed  as  ordered,  generi- 
cally  equivalent  drug  selection  is  permitted  (13).  In  the  case  of 
oral  prescriptions  for  Medicaid  patients  for  which  a physician 
does  not  want  substitution  as  per  the  TDHS  Formulary,  an  oral 
order  must  be  followed  up  by  a written  prescription,  which 
must  be  given  to  the  pharmacist  within  30  days  from  when  the 


A noninclusive  directory  of  the  controlled  substances  grouped  in  schedules  II,  III,  IV,  and  VT  Questions  regarding  the  classification  of  drugs  should  be  addressed  to 
Earnest  L.  Haynes,  RPH,  Division  of  Food  and  Drugs,  Texas  Department  of  Health,  1100  W 49th  St,  Austin,  TX  78756,  phone  (512)  458-7248. 


Drug  name 

Trade  name 

Schedule 

Drug  name 

Trade  name 

Schedule 

Alfentantil 

Alfenta 

2 

Methyprylon 

Noludar 

3 

Alphaprodine 

Prisilidene 

2 

Metopon 

Metopon  HCl 

2 

Alprazolam 

Xanax 

4 

Midazolam 

Versed 

4 

Amobarbital 

Tuinal 

2 

Moramide-lntermediate,  2-methyl-3- 

Amphetamine 

Benzedrine 

2 

morpholino- 1 , 1 -diphenyl-propane- 

Anilcridine 

Leritine 

2 

carboxylic  acid 

Barbital 

Malonal 

4 

Morphine 

Morphine  Sulfate 

2 

Derivative  of  Barbituric  Acid 

Seconal,  etc. 

3 

Nabilone 

Cesamet 

2 

Benzphetamine 

Didrex 

3 

Nalorphine 

Norfin 

3 

Benzitramide 

Burgodin 

2 

Nimetazepam 

4 

Bromazepam 

Lexotan 

4 

Nitrazepam 

Pacidrim,  Mogadon 

4 

Buprenorphine 

Buprenex 

5 

Nordiazepam 

Madar 

4 

Camazepam 

Albego 

4 

Raw  Opium 

2 

Chloral  Betaine 

4 

Opium  extracts 

Paregoric 

2 

Chloral  Hydrate 

Chloral  Hydrate 

4 

Opium  fluid  extracts 

2 

Chlordiazepoxide 

Librium 

4 

Powdered  opium 

2 

Chlorhexadol 

3 

Granulated  opium 

2 

Chlorphentermine 

Pre-State 

3 

Opium  poppy  and  poppy  straw 

2 

Clobazam 

Frisium 

4 

Tincture  of  opium 

Parepectolin 

2 

Clonazepam 

Klonopin 

4 

Concentrate  of  poppy  straw 

2 

Clorazepate 

Tranxene 

4 

Oxazepam 

Serax 

4 

Clortermine 

3 

Oxazolam 

4 

Clotiazepam 

4 

Oxycodone 

Percodan 

2 

Cloxazolam 

4 

Oxymorphone 

Numorphan 

2 

Cocaine 

2 

Paraldehyde 

Paraldehyde 

4 

Coca  Leaves 

2 

Pemoline 

Cylert 

4 

Codeine 

Tylenol/  Codeine 

2 

Pentazocine 

Talwin 

4 

Delorazepam 

4 

Pentobarbital 

Cafergot 

2 

Dextropropoxyphene 

Darvon 

4 

Pethidine 

Demerol,  Meperidine 

2 

Dextropropoxyphene,  Bulk  Form 

2 

Pethidine-Intermediate -A,  4-cyano- 1 - 

Diazepam 

Valium 

4 

methyl-4-phenylpiperidine 

2 

Diethylpropion 

Tenuate 

4 

Pethidine-Intermediate-B,  ethyl-4- 

Diphenoxylate 

Lomotil 

2 

phenylpiperidine-4-carboxylate 

2 

Dronabinol 

Marinol 

2 

Pethidine  Intermediate-C,  1 -methyl-4- 

Estazolam 

4 

phenylpiperidine-4-carboxylic  acid 

Ethchlorvynol 

Placidyl 

4 

Petrichloral 

4 

Ethinamate 

Valmid 

4 

Phenazocine 

Narphen,  Xenagol 

2 

Ethyl  loflazepate 

4 

Phendimetrazine 

Plegine 

3 

Ethylmorphine 

Natirose 

2 

Phenmetrazine 

Preludin 

2 

Etorphine  hydrochloride 

Immobilon 

2 

Phenobarbital 

Primatene 

4 

Fenfluramine 

Pondimin 

4 

Phentermine 

lonamin 

4 

Fludiazepam 

4 

Phenylacetone  & methylamine 

2 

Flunitrazepam 

Narcozep 

4 

Phenylacetone 

Phenyl-2-Propanone 

2 

Flurazepam 

Dalmane 

4 

I -phenylcyclohexylamine 

2 

Glutethimide 

Doriden 

3 

1-piperidinocyclohexanecarbonitrile 

2 

Halazepam 

Paxipam 

4 

Piminodine 

Alvodine 

2 

Haloxzolam 

4 

Pinazepam 

4 

Hydrocodone 

Hycodan 

2 

Pipradrol 

Detaril 

4 

Hydromorphone 

Dilaudid 

2 

Prazepam 

Centrax 

4 

Isomethadone 

Isoadanone 

2 

Propylhexedrine* 

Benzedrex 

5 

Ketazolam 

Anxon,  Loftran 

4 

Pyrovalerone* 

5 

Levomethorphan 

2 

Quazepam 

Dormalin 

4 

Levorphanol 

Levo-Dromoran 

2 

Racemethorphan 

Ro  1-5470 

2 

Loprazolam 

Dormonoct 

4 

Racemorphan 

2 

Lorazepam 

Ativan 

4 

Secobarbital 

Seconal 

2 

Lormetazepam 

Loramet 

4 

SPA  1 ( - ) - 1 -dimethy  lamino- 1 , 

Lysergic  acid 

3 

2-diphenylethane  | 

4 

Lysergic  acid  amide 

Ergine 

3 

Sufentanil 

2 

Mazindol 

Sanorex 

4 

Sulfondietylmethane 

3 

Mebutamate 

Axiten 

4 

Sulfonetylmethane 

3 

Medazepam 

Nobrium 

4 

Sulfonmethane 

Sulphonal 

3 

Mephobarbital 

Mebral 

4 

Temazepam 

Restoril 

4 

Meprobamate 

Equagesic 

4 

Tetrazepam 

Myolastan 

4 

Methadone 

Dolophine 

2 

Thebaine 

Paramorphine 

2 

Methadone-Intermediate,  4-cyano-2- 

Tiletamine  and  zolazepam 

3 

dimethylamino-4,  4-diphenyl  butane 

Triazolam 

Halcion 

4 

Methamphetamine 

Desoxyn 

2 

Methohexital 

Brevital 

4 

Methylphenobarbital 

4 

Methylphenidate 

Ritalin 

2 
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prescription  was  called  in.  The  physician  must  sign  above  the 
“dispense  as  written”  line  and  hand  write  “brand  necessary” 
on  the  face  of  the  prescription  (11). 

Written  designation  of  agents  authorized  to  communicate 
controlled  substance  prescriptions  must  be  maintained  in  the 
physician’s  office  and  must  be  furnished  to  a pharmacist  if  re- 
quested (2  at  Sec  3.08  [c]  and  [e)] ). 

Oral  or  telephonically  communicated  prescriptions  for 
Schedule  11  drugs  are  not  permitted  unless  an  emergency 
exists,  as  determined  by  the  physician  according  to  three 
criteria; 

(a)  Immediate  administration  of  the  controlled  substance  is 
necessary  for  proper  treatment  of  the  patient; 

(b)  No  appropriate  alternative  treatment  is  available,  includ- 
ing administration  of  non-Schedule  11  drugs;  and 

(c)  It  is  not  reasonably  possible  for  the  physician  to  provide 
the  pharmacist  with  a written  prescription  prior  to  dispensing 

The  pharmacist  will  write  down  all  the  information  neces- 
sary for  dispensing  the  Schedule  11  drug  and  will  file  the  emer- 
gency prescription.  Within  72  hours  of  authorizing  the 
emergency  prescription,  the  physician  must  deliver  to  the 
pharmacist  either  in  person  or  by  mail  a completed  triplicate 
prescription  form  checked  to  indicate  its  emergency  status.  If 
mailed,  the  form  must  be  postmarked  within  the  72-hour  pe- 
riod. No  prescription  for  Schedule  11  narcotic  drugs  may  be 
filled  after  the  end  of  the  second  day  following  the  day  on 
which  the  prescription  was  issued  (14). 

In  order  to  give  agents  the  authority  to  communicate  pre- 
scriptions by  telephone  for  dangerous  drugs,  a physician  must 
keep  a list  of  those  agents  so  authorized,  must  maintain  the  list 
in  his  office  and  upon  request  must  furnish  a pharmacist  with  a 
copy  of  the  written  authorization  for  a specific  agent  ( 3 at 
Sec  A). 

REFILLS 

Schedule  / controlled  substances — These  drugs  have  a high 
potential  for  abuse  and  by  statutory  definition,  they  either  have 
no  accepted  medical  use  in  treatment  in  the  United  States  or 
fail  to  meet  safety  standards  for  use  in  treatment  under  medical 
supervision  (2  at  Sec  2.03).  They  may  not  be  administered  or 
prescribed  except  as  authorized  by  state  law  ( 2 at  Sec  3-08 

[i]). 

Schedule  U controlled  substances — No  Schedule  11  prescrip- 
tion may  be  refilled  (2  at  Sec  3-08  [g]). 

Schedules  III,  IV,  and  V controlled  substances — A prescription 
may  not  be  filled  or  refilled  more  than  six  months  after  the 
date  of  the  prescription.  During  the  six  months,  it  may  not  be 
refilled  more  than  five  times,  unless  renewed  by  the  physician. 
A pharmacist  may  refill  these  prescriptions  only  according  to 
the  physician’s  written  instructions  indicated  on  the  original 
prescription,  or  upon  oral  authorization  by  the  physician  or  his 
designated  agent  (2  at  Sec  3.08  [j] ). 

Dangerous  drugs — Refilling  any  prescription  for  a dangerous 
drug  is  unlawful  unless  authorized  by  the  physician’s  written 
or  oral  order  ( 3 at  Sec  3 [b] ). 


Dispensing 

The  Medical  Practice  Act  authorizes  a physician  to  supply  the 
his  patients  with  any  drugs  or  remedies  that  are  necessary  to 
meet  the  patients’  immediate  needs  ( 5 at  Sec  5.09 ). 

The  Texas  Pharmacy  Act  prohibits  all  persons,  except  li- 
censed pharmacists  and  those  “authorized  by  the  Act  from  dis- 
pensing or  distributing  drugs”  (7  at  Sec  19  [a] ).  The  act 
exempts  a practitioner  licensed  by  the  appropriate  state  board 
who  supplies  his  patients  with  drugs  in  a manner  authorized 
by  state  or  federal  law  and  who  does  not  operate  a pharmacy 
for  the  retailing  of  prescription  drugs  ( 7 at  Sec  1 9 [c] ). 

The  Texas  State  Board  of  Pharmacy  and  the  Office  of  the 
Texas  Attorney  General  say  that  a physician  who  charges  a sepa- 
rate fee  for  dispensing  drugs  to  a patient  for  self-medication  is 
retailing  drugs  and  thus  is  violating  the  Texas  Pharmacy  Act 
(15).  The  Texas  State  Board  of  Medical  Examiners  (TSBME) 
details  two  exceptions  to  the  prohibition  against  physicians 
charging  for  drugs:  a physician  may  be  reimbursed  for  the  cost 
of  supplying  dangerous  drugs  to  his  or  her  patients  only  if  the 
physician  practices  in  a rural  area  meeting  the  specific  require- 
ments of  the  Medical  Practice  Act  or  if  the  drugs  are  admin- 
istered to  patients  ( l6).  A “rural  area”  is  one  in  which  there  is 
no  pharmacy  within  a 1 5-mile  radius  of  the  physician’s  office. 

It  is  defined  further  as  being  within  a county  with  a population 
of  5,000  or  less  or  a city  or  town  of  less  than  2,500  whose 
boundaries  are  not  adjacent  to  a city  or  town  with  an  equal  or 
greater  population  (5  at  Sec  5.09  [b]  ). 

These  regulations  reflect  another  Attorney  General  opinion 
on  the  subject  of  dispensing  (17).  Neither  the  Texas  Attorney 
General  nor  the  TSBME  accepted  TMA’s  position  that  the  Medi- 
cal Practice  Act  allows  reimbursement  for  actual  costs  of  medi- 
cations supplied  by  physicians  to  their  patients  for  their 
patients’  immediate  needs  regardless  of  the  physician’s  locale. 
However,  even  if  TMA’s  comments  had  been  persuasive,  physi- 
cians’ authority  to  supply  drugs  still  would  be  limited  to  the 
time  period  of  their  patients’  immediate  needs,  defined  by 
TSBME  regulation  as  the  amount  of  a prescription  drug  needed 
for  the  proper  treatment  of  a patient  until  access  to  a phar- 
macy is  possible. 

Conclusion 

The  number  of  laws  and  regulations  regarding  drugs  indicates 
both  the  state  and  federal  governments’  concerns  in  control- 
ling situations  that  possibly  could  result  in  drug  diversion. 
Compliance  with  the  various  laws  and  regulations  may  seem 
burdensome,  but  Congress  has  imposed  them  to  prevent  the 
improper  use  of  drugs,  which  is  believed  to  cause  a substantial 
and  detrimental  effect  on  the  health  and  general  welfare  of 
America  (18). 

HELENE  A.  ALT,  JD 
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Blood  chemistry  equipment, 
x-ray,  spirometers,  E.K.G.,  office 
computers,  ultrasound,  exam 


Leasing  medical  equipment  makes  good  business  sense! 


MEDICAL  EQUIPMENT  LEASING 


tables,  R&F  rooms,  lasers,  CT 
scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units, 
phone  systems,  colposcopes, 
tympanometers,  cell  counters, 
blood  chemistry  equipment,  x- 
ray,  spirometers,  E.K.G.,  lasers, 
CT  scanners,  copiers,  surgical 
microscopes,  dialysis  equip- 
ment, linear  accelerators,  M.R.I., 
hematology  equipment,  holter 
monitors,  stress  testing  units. 


Leasing  is  a cost-effective  way  to  acquire  state-of-the-art  diagnostic 
equipment  that  enables  you  to  provide  your  patients  with  quality, 
comprehensive  medical  care.  Additionally,  leasing  preserves  your 
working  capital  and  allows  you  to  use  the  revenue  generated  from  your 
equipment  to  make  your  monthly  lease  payment. 

With  today’s  rapid  changes  in  medical  technology,  it  is  often  wiser  to 
“use”  or  lease  equipment,  a depreciating  asset,  rather  than  to  “own”  it. 
And  recognizing  that  your  time  is  valuable.  Bell  Atlantic  TriCon  makes 
the  leasing  process  easy  for  you. 

Now  you  can  share  in  leasing’s  benefits  at  special,  low  TMA  member 
rates.  For  program  details  or  a comparative  lease  quote,  contact  the 
medical  leasing  specialists  at  Bell  Atlantic  TriCon. 

tma  Texas  Medical  Association 

a member  service  offered  through 

Bell  Atlantic -T riCon 

medical  finance  division 

CALL  1-800-635-4023 
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Practice  fAaiuigemefit 


What  physicians  should  know 
about  the  new  personal  service 
corporation  tax  laws 

Changes  in  the  corporate  tax  law  may  adversely  affect  physi- 
cians who  have  incorporated  practices.  The  tax  reform  act  re- 
quires certain  corporations  using  a fiscal  tax  year  to  change  to 
the  same  type  of  tax  year  used  by  its  owner(  s ).  The  Omnibus 
Budget  Reconciliation  Act  of  1 987  allows  some  corporations 
to  use  a fiscal  tax  year.  This  act  also  denies  graduated  corpo- 
rate tax  rates  to  “personal  service  corporations,”  resulting  in  a 
flat  34%  tax  rate  on  the  taxable  income  of  those  corporations. 

This  article  examines  the  benefits  and  detriments  of  a per- 
sonal service  corporation  and  the  opportunities  for  avoid- 
ing the  tax  traps  that  may  ensnare  the  unwary  physician.  Be- 
fore exploring  these  topics,  it  is  important  to  define  the  types 
of  corporations  that  are  affected  by  the  recent  changes  in  the 
tax  law. 

Regular  corporation 

The  most  common  form  of  corporate  organization  is  the  “C” 
type.  ( The  C stands  for  Subchapter  C of  Chapter  1 of  Subtitle  A 
of  the  Internal  Revenue  Code. ) This  entity  reports  its  taxable 
income  and  pays  its  ov/n  tax  at  the  following  graduated  rates, 
which  are  in  effect  for  corporations  in  tax  years  after  1 986: 

15%  for  taxable  income  of  $50,000  or  less;  25%  for  income  of 
j $50,000  to  $75,000;  and  34%  for  taxable  income  over 
$75,000.  For  corporations  with  taxable  income  exceeding 
$100,000,  the  benefit  of  the  15%  and  25%  brackets  is  phased 
out  over  the  next  $225,000  of  taxable  income  by  applying  a 
I 5%  surcharge  on  such  income.  This  has  the  same  effect  as  a 
34%  flat  rate  of  tax  on  corporations  with  taxable  incomes  of 
: $335,000  or  more. 

Once  the  next  higher  level  of  taxable  income  is  reached, 
only  the  amounts  of  income  above  that  level  are  taxed  at  the 
higher  rate.  The  income  at  the  lower  level  continues  to  be 
taxed  at  the  lower  rate.  C corporations  enjoy  certain  tax  bene- 
fits that  are  not  available  to  “S”  corporations,  partnerships,  or 
sole  proprietorships.  (S  stands  for  Subchapter  S of  Chapter  1 of 
i Subtitle  A of  the  Internal  Revenue  Code. ) Some  of  the  more 
important  benefits  include  deductions  for  pension  plans,  acci- 
dent and  health  plans,  group  term-life  insurance,  certain  death 
I benefits,  and  reimbursement  of  certain  expenses. 

There  are  also  tax  disadvantages  for  the  C corporation.  One 
major  disadvantage  is  that  the  top  corporate  tax  rate  exceeds 
, the  top  individual  rate.  Also,  there  may  be  a double  tax  on 
I earnings  if  a tax  is  paid  at  the  corporate  level  and  tax  is  again 
j paid  at  the  individual  level  when  funds  are  later  withdrawn 
' from  the  corporation.  The  double  tax  may  be  avoided,  how- 
ever, to  the  extent  corporate  owners  withdraw  the  funds  as 
compensation.  This  creates  a tax  deduction  for  the  corpora- 
tion, subjecting  such  income  to  tax  at  the  individual  level  only. 


Small  business  corporation 

More  commonly  referred  to  as  an  S corporation,  a small  busi- 
ness corporation  is  not  taxed  on  income  at  the  corporate  level. 
The  tax  treatment  of  the  S corporation  is  quite  similar  to  that 
of  a partnership.  All  income  (or  loss)  flows  through  to  the 
shareholders,  who  report  their  respective  shares  on  their  indi- 
vidual tax  returns.  The  S corporation  is  a corporation  from  a 
legal  standpoint.  It  is  treated  differently  for  tax  purposes  only. 
While  it  offers  the  benefit  of  no  tax  at  the  corporate  level,  it 
does  result  in  loss  of  the  more  lucrative  fringe  benefits  allow- 
able to  a C corporation. 

Personal  service  corporation 

A personal  service  corporation  is  one  in  which  substantially  all 
activities  involve  performance  of  professional  services,  and  the 
employees  performing  those  services  own  substantially  all  the 
stock  in  the  corporation  (directly  or  indirectly)  ( 1 ).  The  most 
significant  corporate  tax  law  changes  affecting  physicians  pro- 
vide that  a personal  service  corporation  is  taxed  at  a flat  rate  of 
34%  and  that  it  must  change  to  or  adopt  the  same  type  of  tax 
year  used  by  its  owner(s).  To  fully  understand  the  effects  of 
these  changes,  it  is  important  for  one  to  be  fully  aware  of  the 
individual  tax  rate  changes. 

Individual  tax  rates 

Income  tax  rates  for  individuals  for  tax  years  after  1987  are 
1 5%  and  28% . The  28%  rate  kicks  in  at  a certain  level,  de- 
pending on  the  taxpayer’s  filing  status  (eg,  single,  married  filing 
jointly).  For  individuals  with  high  incomes,  the  benefit  of  the 
1 5%  rate  is  phased  out  rather  quickly  through  a 33%  rate  im- 
posed on  certain  income  levels.  This  results  in  these  individu- 
als being  effectively  taxed  at  a flat  28%  rate.  The  formula  for 
phasing  out  the  benefits  of  the  1 5%  bracket  is  rather  compli- 
cated and  is  beyond  the  scope  of  this  article,  but  many  single 
taxpayers  with  taxable  incomes  in  excess  of  $100,000  and 
married  taxpayers  with  taxable  incomes  in  excess  of  $170,000 
pay  the  equivalent  of  a 28%  flat  tax. 

Even  if  the  effective  28%  flat  rate  does  apply,  it  is  still  signifi- 
cantly lower  than  the  top  individual  rate  of  50%  applicable  be- 
fore the  changes  made  by  the  1 986  tax  reform  act.  In  order  to 
derive  maximum  benefit  from  the  lower  rates,  physicians  must 
be  careful  when  their  practices  are  incorporated. 

Drawbacks  of  incorporating 

Physicians  who  have  been  considering  incorporating  or  who 
have  been  operating  as  a corporation  must  carefully  weigh  the 
disadvantages  against  the  advantages.  One  of  the  major  nontax 
advantages  of  the  corporate  form  is  limited  legal  liability.  How- 
ever, for  physicians  this  benefit  is  reduced  significantly  by  state 
laws  that  remove  the  corporate  shield  for  tort  liability  (2). 
While  there  are  certain  tax  benefits  available  to  C corpora- 
tions, the  additional  costs  and  reporting  requirements  may  out- 
weigh the  tax  benefits. 

Since  personal  service  corporations  now  pay  a flat  34%  tax 
rate,  most  physicians  probably  should  not  choose  the  C form. 
This  is  because  income  is  taxed  at  the  personal  service  corpo- 
ration rate  of  34%  and  may  later  be  taxed  at  the  top  individual 
rate  of  28% , which  results  in  income  being  taxed  at  an  effec- 
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live  rate  of  52.48%.  (The  tax  paid  at  the  corporate  level  is  not 
available  for  distribution,  thus  only  66%  of  each  dollar  earned 
is  available  for  taxation  at  the  28%  individual  rate,  which  re- 
sults in  the  effective  rate  of  52.48%  ). 

If  the  S corporation  is  used,  certain  tax  benefits  available  to 
the  C corporation  are  lost;  however,  all  income  is  taxed  only 
once  and  only  up  to  the  maximum  rate  of  28% . For  physicians 
who  need  or  wish  to  operate  as  a corporation,  the  logical 
choice  is  the  S corporation. 

Operating  your  practice  as  a sole  proprietor  or  joining  to- 
gether with  one  or  more  other  physicians  in  a partnership  will 
also  result  in  income  being  taxed  only  at  the  individual  rates. 
The  added  benefits  of  these  types  of  organization  include  less 
cost  to  form  and  reduced  reporting  requirements. 

Cost  of  disincorporation 

For  physicians  operating  as  a corporation,  there  may  be  signifi- 
cant costs  in  liquidating  the  corporation,  should  the  decision 
be  made  to  do  so.  The  process  itself  is  relatively  easy  and  quite 
inexpensive,  but  there  may  be  significant  taxable  gains  that 
must  be  recognized  as  the  result  of  a liquidation. 

First,  if  the  corporation  holds  appreciated  property,  a gain 
must  be  recognized  at  the  corporate  level.  This  gain  will  be 
taxed  at  the  prevailing  corporate  rate.  Next,  the  difference  be- 
tween the  basis  of  each  shareholder’s  stock  and  his  share  of  the 
value  of  the  corporation’s  assets  will  be  taxed  as  capital  gain. 
This  capital  gain  is  taxed  at  the  applicable  individual  rate,  but 
cannot  exceed  28% . Since  in  most  cases  liquidation  of  the  cor- 
poration does  not  result  in  the  conversion  of  assets  to  cash,  the 
owners  may  have  to  generate  substantial  amounts  of  cash  to 
pay  the  capital  gain  tax  generated  by  disincorporation. 

Certain  nontax  problems  may  arise  as  well,  such  as  restruc- 
turing pension  plans  (eg,  Keogh  plans),  changing  the  title  of 
property  to  individual  ownership  from  corporate  ownership, 
having  mortgages  and  notes  reissued  in  the  names  of  the  indi- 
vidual owners,  and  acceleration  of  due  dates  on  notes  and 
mortgages.  Further  discussion  of  these  and  other  changes  is  be- 
yond the  scope  of  this  article. 

Alternatives  to  disincorporation 

There  are  other  alternatives  to  disincorporation  for  a C corpo- 
ration. The  shareholders  of  a C corporation  can  elect  to  be- 
come an  S corporation,  thereby  passing  all  income  through  to 
the  shareholders  to  be  taxed  at  individual  rates.  For  those  cor- 
porations wishing  to  use  this  alternative,  the  election  for  future 
years  must  be  made  by  the  1 5th  day  of  the  third  month  follow- 
ing the  end  of  the  preceding  tax  year.  For  many  C corporations 
it  is  now  too  late  to  make  this  election  for  1988.  In  certain 
situations  it  may  be  possible  to  adopt  a new  fiscal  year  or,  in 
other  situations,  a calendar  year.  (In  many  cases  it  will  be  man- 
datory to  change  a calendar  or  fiscal  year  to  one  consistent 
with  that  of  the  owner[s]  as  discussed  later  in  this  article. ) This 
would  allow  an  S election  to  be  made  for  the  new  tax  year. 

An  additional  alternative  for  a C corporation  is  to  drain  the 
corporation  of  taxable  income.  This  can  be  done  by  paying  to 
the  owners  a salary  ( and  bonus ) equal  to  the  net  taxable  in- 
come of  tbe  corporation.  There  is  some  danger  in  employing 
this  strategy.  Where  salaries  are  determined  to  be  excessive  or 


unreasonable,  the  excess  over  what  is  deemed  to  be  reason- 
able is  considered  a constructive  dividend  from  the  corpora- 
tion to  the  shareholder(s).  This  results  in  a lost  deduction  to 
the  corporation  and  dividend  income  to  the  shareholder(s). 
The  outcome  is  that  the  amount  of  the  constructive  dividend 
is  taxed  at  the  personal  service  corporation  rate  of  34%  and  is 
taxed  again  to  the  shareholder  at  28%,  assuming  the  taxpayer 
has  sufficient  income  to  be  in  the  28%  bracket,  which  is  al- 
most a certainty  for  most  physicians.  While  there  is  a good 
chance  the  shareholder(s)  may  be  able  to  show  that  compen- 
sation is  not  unreasonable  on  the  grounds  that  it  is  the  same 
amount  he  or  she  would  have  earned  regardless  of  the  corpo- 
rate form,  there  are  no  guarantees  the  taxpayer  would  prevail 
under  such  challenge. 

New  rules  for  taxable  years 

After  the  tax  reform  act  of  1 986,  any  physicians  who  choose  to 
operate  under  the  corporate  form  must  adopt  or  change  to  a 
calendar  year  unless  the  corporation  establishes  a business 
purpose  for  a different  taxable  year.  Internal  Revenue  Code 
Section  44l(iX  1 ) applies  with  respect  to  personal  service  cor- 
porations. Although  this  section  does  not  apply  to  S corpora- 
tions, there  is  a similar  requirement  applicable  to  S corpora- 
tions. The  Omnibus  Reconciliation  Act  of  1987  allows  certain 
partnerships,  S corporations,  and  personal  service  corporations 
to  use  a fiscal  year.  This  choice  must  be  made  by  the  earlier  of 
(a)  the  15th  day  of  the  fifth  month  following  the  month  that 
includes  the  first  day  of  the  taxable  year  for  which  the  election 
is  first  effective,  or  (b)  the  due  date  of  the  tax  return  resulting 
from  such  election  (3). 

Conclusion 

For  new  physicians  faced  with  the  choice  of  which  form  of 
business  to  use,  the  sole  proprietorship  or  partnership  may 
prove  to  be  tbe  most  advantageous.  There  are  exceptions, 
however.  Physicians  should  definitely  seek  professional  advice 
from  their  tax  attorney  or  certified  public  accountant  with  re- 
gard to  these  matters.  For  those  physicians  already  operating  as 
a corporation,  decisions  should  be  made  about  which  form  (C 
or  S)  to  use,  or  whether  to  liquidate  the  corporation.  Again, 
each  individual  situation  is  unique,  and  the  physician  should 
consult  with  his  or  her  professional  tax  adviser. 

PAUL  R.  ERICKSON,  JD,  CPA 

Associate  Professor  of  Taxation,  Baylor  University,  Hankamer  School  of  Business, 
Department  of  Accounting  and  Business  Law,  Waco,  TX  76798. 
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ALLERGY 


CLINICS 


McGovern  allergy  clinic 

Diagnosis  and  Treatment  of  Allergic  Diseases 


John  P.  McGovern,  MD 
FOUNDER-CONSULTANT 


Theodore  J.  Haywood,  MD 
Orville  C.  Thomas,  MD 
Joseph  T.  Queng,  MD 
Lawrence  G.  Thorne,  MD 
Venugopal  K.  Menon,  MD 
Robert  E.  Smith,  MD 
Gerald  T.  Machinski,  MD 
Theresa  C.  Queng,  MD 
Waldo  M.  Martinez,  MD 
Lyna  Kit  Lee,  MD 
Harlan  W.  Sindell,  MD 


RESEARCH  ASSOCIATES 
Michael  H.  Smolensky,  PhD 
Alain  Reinbere,  MD,  PhD 
Chinavudh  Wanissorn,  PhD 
Glenna  M.  Kyle,  PhD 


CONSULTANTS 

Eyan  M.  Hersh,  MD 

IMMUNOLOGY 

James  A.  Knight,  MD 

PSYCHIATRY 

R.  John  Prevost,  MS 

AIR  POLLUTION 

Reuben  D.  Wende,  PhD 

ANTIGEN  AND  CLINICAL 

LABORATORIES 

John  A.  Thomas,  PhD 

CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 

CLINIC 

Douglas  Plaza 

8226  Douglas  Ave.  #325 

Dallas,  Texas  75225 

214  692-7011 


CAT  scan;  EEG;  EMC;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behayioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Freda  Gardner,  MD 
Tom  L.  Hampton,  MD 
C.  Thomas  Long,  III,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT:  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHVI  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 
Colon  and  Rectal  Surgery  and  Colonoscopy 
Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in; 

Out-Patient  Laser  Hemorrhoidectomy 
Colonoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411  B,  Dallas  75246 
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Texas  Median 


DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


WILLIS  I.  COTTEL,  MD,  PA 
RICHARD  F.  WAGNER,  JR.,  MD 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  Hill  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

lames  Lewis  Pipkin,  MD  Mary  |o  Montgomery,  MD 

i Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

j 108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

i(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 
Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

I DAVID  S.  ALKEK,  MD 

I Dermatologic  Surgery  and 
: Cosmetic  Dermatologic  Surgery 
Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
' Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
, LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 


FAMILY  PRACTICE 


THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 


GASTROENTEROLOGY 


MOHS  SURGERY  HERBERT  A.  BAILEY,  MD 

1 For  Primary  and  Recurrent  Diseases  of  the  Digestive  System 

1 Cancer  of  the  Skin 

Forrest  C.  Brown,  MD  3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 

Medical  City  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


HERMANN  SKIN  DISEASE  TREATMENT  CENTER 

Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030;  713  792-5115 
A comprehensive  outpatient  facility  specializing  in  the  treatment  of  psoriasis 
and  other  conditions  requiring  intensive  topical  care  and  ultraviolet  light 
treatment. 

Robert  F.  Jordon,  MD 

Medical  Director,  Hermann  Skin  Disease  Treatment  Center 
Professor  and  Chairman,  Department  of  Dermatology 
University  of  Texas  Medical  School  at  Houston 

BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 

. . . Another  service  of  your  association 


GENERAL  SURGERY 


DRS.  VANDERPOOL,  LANE,  WINTER  & BONE 

David  Vanderpool,  MD,  FACS  John  W.  Winter,  MD,  FACS 

B.  Ward  Lane,  MD,  FACS  G.  Edward  Bone,  MD,  FACS 

Diplomates  American  Board  of  Surgery 

General  & Peripheral  Vascular  Surgery 

1008  N.  Washington,  Dallas,  Texas  75204;  214  823-2650 
7777  Forest  Lane,  Suite  204,  Dallas,  Texas  75230;  214  661-7860 


Mark  your  calendar  for  future 
TMA  meetings: 

Interim  Session,  November  18-19,  1988 — Austin 
Winter  Leadership  Conference,  March  4,  1989 — ^Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 
Fall  Leadership  Conference,  September  16,  1989 — Austin 
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HAND  SURGERY 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVID  J.  ZEHR,  MD— Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 


HAND,  MICROVASCULAR  AND 
REPLANTATION  SERVICE 

Treatment  of  traumatic  and  non-traumatic  injuries  of  the 
hand  and  wrist,  soft  tissue  problems  of  the  upper  extremity 
and  reconstructive  hand  surgery. 

David  H.  Hildreth,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Orthopaedic  Surgery 
The  University  of  Texas  Medical  School  at  Houston;  713  792-5994 

Dennis  P.  Maher,  MD 

Diplomate  American  Board  of  Plastic  Surgery 
Co-director,  Hand,  Microvascular  and  Replantation  Service 
Hermann  Hospital;  Assistant  Professor,  Division  of  Piastic  and 
Reconstructive  Surgery 

The  University  of  Texas  Medical  School  at  Houston;  713  792-5473 

For  more  information  call  1-800-392-LIFE 
6431  Fannin  Street,  Houston,  Texas  77030 


Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


tNFECTIOUS  DISEASES 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


WILLIAM  J.  VAN  WYK,  MD,  PA 


Surgery  of  the  Hand 

803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  60S  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 

Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WEST  HOUSTON  HAND  CENTER,  PA 

Neal  R.  Reisman,  MD,  FACS 

Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 

7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 

12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 

7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


LUIZ  C.  TOLEDO,  MD,  PA 

Surgery  of  the  Upper  Extremity 
Microsurgery 

Harris  Center,  1325  Pennsylvania,  Suite  100, 

Fort  Worth,  Texas  76104;  817  336-3399 

Join  TEXPAC 

. . . One  strong  voice 

Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 

Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


Texas  Medicin 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

too  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomafe  American  Board  of  Nuclear  Medicine 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomale  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Cardiology 

Herbert  C.  Allen,  Jr.,  MD,  FACNM,  Director — 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


OCCUPATIONAL  MEDICINE 


Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  S03,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  C.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 


2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  Texas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


HOUSTON  EYE  ASSOCIATES 


Charles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M,  Flanary,  MD,  FACS 
L,  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 


Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 
713  797-1777 


Heights  Medical  Eye  Center,  535  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


JUDITH  T.  FEIGON,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 


TMA  Physician  Placement  Service 


TMA  Practice  Management  Workshops 


. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 
Ronald  J.  Blumenfeld,  MD,  FACS 
Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Beckley,  MD 
Joseph  H.  Caines,  MD 
Steven  J.  Mackev,  MD,  PA 
Stephen  L,  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


PATHOLOGY 


j.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


PHYSICAL  MEDICINE  & REHABILITATION 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — 'Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Schoiz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physical  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Cumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 
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ORTHOPAEDIC  SURGERY  ASSOCIATES  OF 
SAN  ANTONIO,  PA 

Ralph  J.  Curtis,  MD 
Jesse  C.  DeLee,  MD 
John  A.  Evans,  MD 

Athletic  Medicine,  Reconstructive  and  Traumatic 
Surgery  of  the  Shoulder,  Elbow,  Hip,  Knee,  Foot,  and  Spine 
414  Navarro,  Suite  1128,  San  Antonio,  Texas  78205;  512  225-6045 
7950  Louis  Pasteur,  Suite  402,  San  Antonio,  Texas  78229;  512  697-9888 


ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 

Cecil  M.  Christensen,  MD 

Board  Certified 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 

Accredited  by;  Joint  Commission 
Commission  on  A 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 

Accreditation  of  Hospitals 

dilation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1 -800-44REHAB 


TMA  Forum  on  Medical  Issues 


. . . Another  service  of  your  association 


TMA  Memorial  Library 

. . . Another  service  of  your  association 


Texas  Medicine 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  James  8.  Stafford,  IV,  MD,  FACS 

Jonathan  J.  Dora,  MD,  FACS  David  A,  Lee,  MD 

David  J.  Katrana,  DDS,  MD,  FACS  John  E.  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6560  Fannin,  Suite  750,  Houston,  Texas  77030;  713  795-5575 

VALENTIN  GRACIA,  MD,  EACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Greenpark  Two,  7505  S.  Main,  Suite  150,  Houston 
Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


PSYCHIATRY 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 
David  A.  Grant,  MD,  FACS 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 
Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

; Diplomate  American  Board  of  Surgery 
i Diplomate  American  Board  of  Plastic  Surgery 

! Plastic  Surgery 

; 7711  Louis  Pasteur  Drive,  Suite  801,  San  Antonio,  Texas  78229 
I Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 

i 


i PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  street.  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Dipiomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 


Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B,  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
Paul  M.  Hamilton,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  C.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
James  K.  Peden,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  C.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been  organized  to  proyide  care  for  burned 
patients.  Care  for  every  phase  of  burn  trauma  will  be  provided  from 
resuscitation  to  late  rehabilitation. 


John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 


Representing  TMA's  legislative  views 


. . . Another  service  of  your  association 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 
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DALLAS  PSYCHIATRIC  ASSOCIATES 

A Partnership 

Telephone  214  247-1150  Answered  24  Hours 


Inpatient  and  Outpatient  Services  for 
Adult,  Adolescent,  and  Child  Psychiatry 


Inpatient  and  Outpatient  Services  for 
Treatment  of  Alcoholism  and  Drug  Abuse 


Larrie  W.  Arnold,  MD 
Cary  L.  Etter,  MD 
Ronald  Fleischmann,  MD 
Bradford  M.  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
Cheryl  Heidelberger,  MD 
R.  Sanford  Kiser,  MD 
Philip  Korenman,  MD 


Grover  Lawlis,  MD 
Gretchen  Megowen,  MD 
Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
William  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Angela  M.  Wood,  MD 
John  M.  Zimburean,  MD 


Brookhaven  Psychiatric  Pavilion,  LBJ  at  Webbs  Chapel 
10  Medical  Parkway,  Suite  304,  Dallas,  Texas  75234 
Medical  City  Dallas,  7777  Forest  Lane,  Suite  B411, 

Dallas,  Texas  75230 

Trinity  Professional  Plaza,  4333  N.  Josey  Lane,  Suite  307, 
Carrollton,  Texas  75010 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C.  F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Endourology,  & Laser  Surgery 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 


bers at  $42.00  per  column  inch  per  month  and  listings  must 


RHEUMATOLOGY 


run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 
Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204;  214  823-4151 


for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 
•Also  certificate  of  special  qualification  in  general  vascular  surgery, 
American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878 


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 
Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


UROLOGY 


80 


FORT  WORTH  UROLOGY  CLINIC 

Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 


Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


^oxic^^^te 

Dump. 


The  Great  American 
Smokeout.  Nov.  17. 

AAAERKAN 

VCANCER 
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Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/ Government 

University  of  Texas  MD  Anderson  Cancer  Center — 

Seeking  psychiatry  fellow(s)  for  large  consultive 
psychiatry  service  at  a large  cancer  hospital.  Posi- 
tion involves  patient  care  and  opportunity  for  some 
research.  Texas  license  helpful,  but  not  mandatory. 
Foreign  graduates  must  have  appropriate  FLEX 
examinations.  Send  CV  and  letters  of  reference  to 
Victor  Levin,  MD,  Chairman,  Department  of  Neuro- 
Oncology,  Box  118,  MD  Anderson  Cancer  Center, 
1515  Holcombe  Blvd.,  Houston,  Texas  77030.  An 
affirmative  action/equal  employment  opportunity 
employer. 

Houston,  University  of  Texas  MD  Anderson  Cancer 
Center — Seeking  board  certified  or  eligible  psychi- 
atrist to  function  as  consultant  to  large  cancer  hos- 
pital, also  opportunity  to  develop  fellowship  in 
biological  or  neuro-psychiafry.  Position  involves 
teaching  and  research  in  addition  to  clinical  duties. 
Academic  rank  commensurate  with  experience.  Send 
CV  and  letters  of  reference  to  Victor  Levin,  MD, 
Chairman,  Department  of  Neuro-Oncology,  Box  118, 
MD  Anderson  Cancer  Center,  1515  Holcombe  Blvd., 
Houston,  Texas  77030.  An  affirmative  action/equal 
employment  opportunity  employer. 

Medical  Specialist,  MD — Opening  for  medical  spe- 
cialist, MD,  in  largely  geropsychiatric,  |CAH  and 
Medicare  accredited  hospital.  Preferred  certification 
in  internal  or  geriatric  medicine.  Salary  up  to 
$66,288  depending  on  qualifications.  Excellent  loca- 
tions in  the  Texas  Hill  Country,  one  hour  from 
San  Antonio.  Good  fringe  benefits.  Must  have  Texas 
license.  Call  or  write  Luther  W.  Ross,  MD,  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468, 
Kerrville,  Texas  78029-1468;  512  896-2211.  An 

EEO/AAP  employer. 

Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty- 
hour  week,  Monday-Friday.  Minimal  call  duty. 
Fringe  benefits.  Contact  Sheila  Meyer,  Administrator, 
University  of  North  Texas  Health  Center,  P.O.  Box 
5158,  Denton,  Texas  76203;  817  565-2331.  Equal 
opportunity/affirmative  action  employer. 

, Psychiatrist  III — Opening  for  Psychiatrist  III  in  large- 
ly geropsychiatric,  ICAH  and  Medicare  accredited 
hospital.  Salary  up  to  $90,000  depending  on  quali- 

\ fications.  Excellent  location  in  the  Texas  Hill  Coun- 
try, one  hour  from  San  Antonio.  Good  fringe 
benefits.  Must  have  Texas  license.  Call  or  write 
Luther  W.  Ross,  MD,  Superintendent,  Kerrville  Stale 
Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78029- 
1468;  512  896-2211.  An  EEO/AAP  employer. 

Texas  Department  of  Health — The  Texas  Department 
of  Health  is  actively  recruiting  physicians  to  fill  the 
following  vacancies  in  Austin,  Texas.  Bureau  Chief, 
Disease  Control  and  Epidemiology;  Bureau  Chief, 
AIDS  and  STD  Control:  Director,  Child  Health; 
Director,  Maternal  and  Family  Planning  Programs; 
Public  Health  Physician  II,  Tuberculosis  Services. 
Austin  has  a superb  quality  of  life,  excellent  school 
districts,  educational  opportunities  and  no  state  in- 
come tax.  Successful  candidates  will  be  physicians 
with  Master's  in  Public  Health  or  Certification  by 
American  Specialty  Board  appropriate  to  the  posi- 
tion applied  for  and  licensed  to  practice  medicine 
in  Texas.  Good  working  conditions  with  excellent 
benefits  package.  Opportunities  also  available  for  a 
public  health  physician  in  Houston  and  a radiolo- 
gist and  internist  in  San  Antonio.  For  specific  in- 
formation including  salary,  minimum  experience 
requirements,  application  and  application  deadlines, 
contact:  Texas  Department  of  Health,  Bureau  of 

' Personnel  Management,  1100  West  49th  Street, 

i Austin,  Texas  78756:  512  458-7301.  An  equal  oppor- 

I tunity  employer. 

I Needed  Internists — Baylor  College  of  Medicine  is 

■ recruiting  internists  for  full-time  faculty  positions  in 
the  Department  of  Medicine  to  provide  care  for 
patients  in  lefferson  Davis  and  Quentin  Mease  Hos- 
pitals. Good  opportunity  in  academic  environment. 
Competitive  salary.  Contact  David  A.  Sears,  MD, 
Chieb  Medicine  Service,  county  hospitals,  713  799- 
6105. 


I Emergency  Medicine 

Needed:  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107. 
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Emergency  Physician— Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-seryice 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-day  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling,  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas;  Dallas/Forl  Worth  and  East  Texas— Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Texas — Full-time  emergency  department  positions 

available  in  224-bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to 
full-time  physicians.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 

Director  of  Emergency  Medicine  needed  for  pro- 
gressive, full-service,  400-bed  private  hospital  in 
New  Orleans,  LA.  Low  trauma/iow  volume,  newly 
renovated  ER  with  20  FTEs  and  three  staff  physi- 
cians. BC  ER  physician,  clinically  oriented  with 
strong  administrative  and  marketing  skills  preferred. 
Excellent  salary/benefit  package.  Contact  Kathy  at 
Tyler  & Company,  9040  Roswell  Rd.,  Atlanta, 
Georgia  30350.  Call  404  641-6411. 

Central  Texas  area,  ED  physicians  needed,  10,000 
patient  volume,  personal  small  group.  ACLS,  ATLS, 
two  years  experience,  board  certification  preferred. 
Strong  growth  potential.  $40  per  hour  or  percentage 
of  gross.  Call  512  353-3773,  Dr.  Dewey  Whisenant 
or  write  to  4006  Day  Drive,  San  Marcos,  Texas 
78666. 


Family/General  Practice 

Urgent — FP/GP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 
United  States.  Excellent  group  and  solo  opportuni- 
ties available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 


MediClinic 


Family  Practice  • Industrial  Medicine  • Minor  Emergencies 
Family  ptacbce  physidans  f BE/BC)  needed  to  become  associated  with 
out  dinics  in  Houston,  Texas,  for  full  tme  permanent  positions  as 
Medical  Directors.  Lucrative  earnings  potential,  generous  incentive 
package  and  early  partnership  possibilities.  Send  CV  to  Chief  Med 
Director,  MediClinics,  6604  SW  Freeway,  Houston. Texas77074  or  call 
71 3 783-4707  or  783-1913  for  forlhet  information. 


Family  practice  physician  (BC/BE)  to  associate  with 
established  FP  in  clinic  in  small,  scenic  Hill  Coun- 
try town  near  San  Antonio.  Primarily  ambulatory/ 
emergency  practice  with  some  surgery.  Salary  plus 
incentive.  Partnership  possible.  J.  E.  McCoy,  MD, 
120  Medical  Drive,  Boerne,  Texas  78006;  512  249- 
9307. 


Locum  Tenens— BC/BE  needed  in  family  medicine 

to  work  pat^t  time/full  time  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont 
Texas  77707;  409  842-9449. 

Family  Medicine — Three  outstanding  opportunities 

are  available  in  underserved,  developing  area  of 
Dallas,  Texas.  Unlimited  potential!  Solo/group. 
BE/BC  residents  will  be  considered.  Supported  by 
172-bed  hospital  and  large  teaching  hospital.  Ex- 
cellent compensation  package,  competitive  net 
guarantee,  marketing  assistance,  and  practice  man- 
agement consulting  service.  Contact  Don  Gustavson 
Tyler  & Company,  9040  Roswell  Road,  Atlanta 
Georgia  30350.  Call  404  641-6411. 

Family  practitioner,  board  certified,  for  large  re- 
spected multispecialty  group,  southwest  Texas,  Ex- 
cellent practice  opportunity  in  attractive  satellites 
m suburban  areas  of  city.  Also,  need  for  shift  type 
hours  in  extended  care  clinics.  Fringe  benefits  in- 
clude malpractice  insurance,  vacation,  CME,  sick 
leave,  health,  life,  and  LTD  insurance.  Financial 
assistance  in  relocating.  Send  CV  to  Kelsey-Seybold 
Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030, 
Attn:  Physician  Services  Office. 

Ready  for  a change  of  scenery?  We  have  positions 
available  in  small  towns,  big  cities,  sleepy  hamlets 
and  bustling  by-ways  across  the  US.  Guaranteed 
salaries  plus  incentives.  Call  collect,  Jerry  Lewis, 
817  776-4121  or  send  CV  to  The  Lewis  Croup, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710. 

Small  Texas  Panhandle  town  located  on  Interstate 
Highway  has  sincere  need  for  one  or  two  FPs  to 
assume  practice  of  retiring  physician.  No  purchase 
necessary.  OB  needed.  45-bed  hospital.  Call  cover- 
age and  time  off  provided.  Generous  incentive 
package.  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


egardless  of  whether  your 
needs  are  temporary  or  long- 
term, can  you  afford  not  to  con- 
sider us?” 


PRN,  Ltd. 

Physician  Staffing 


locum  tenens  • practice  trials 
permanent  placements 


positions  and  physicians 
now  available 


1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 


A physician-owned  company 
— established  1982  — 


Small  group  seeks  associate  for  busy  practice  in 

attractive  Texas  community  of  25,000.  Modern  126- 
bed  hospital.  Many  social  and  recreational  oppor- 
tunities, good  schools.  45-minutes  from  large  city, 
major  airport.  Generous  incentive  package.  No 
buy-in.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Community  of  8,000  (trade  area  16,000)  seeks  two 

BC  FPs  to  establish  FP  group.  New  hospital  under 
construction.  Community  has  sound  economy,  good 
schools,  airport.  Generous  incentive  package  in- 
cluding income  guarantee,  relocation,  office  space, 
more.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Two  BC  FPs  seek  associate  for  busy  practice  in 

Texas  community  of  8,500  (trade  area  15,000).  Mod- 
ern hospital,  specialists  for  referrals.  Generous  in- 
centive package  and  terms  of  association.  Nice 
community,  great  schools,  access  to  metropolitan 
area.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Family  physician  in  Dallas  suburb  seeks  associate 

for  very  busy  practice.  Modern  hospital  facilities. 
First  year  salary  with  bonus  based  on  production 
leading  to  early  partnership.  For  information,  with- 
out cost  or  obligation,  contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

FP  group  looking  for  physician  with  view  to  join- 
ing group  in  well  established  practice  in  Houston, 
Texas.  Leisure  time.  Ambulatory  as  well  as  hospital 
practice.  Send  CV  to  J.  Segel,  MD,  909  Dairy 
Ashford,  Houston,  Texas  77079  or  call  713  493-1971. 

Family  Physician  Needed — Estelline,  South  Dakota, 

a warm  rural  community,  is  seeking  a BC/BE 
family  practitioner  interested  in  family  medicine 
and  small  town  lifestyle.  Excellent  salary  and  bene- 
fits. For  more  information  about  what  South  Dakota 
can  offer  you,  call  collect  605  773-3693  or  write 
Primary  Care  Project,  South  Dakota  Department  of 
Health,  523  East  Capitol,  Pierre,  SD  57501. 

General  practice  available  in  scenic  lake  area  of 
Texas  Hill  Country.  Recreational  mecca  within  one 
hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817 
595-1128. 


Internal  Medicine 


Internal  Medicine/Gastroenterologist — Needed  to 

join  eight  physician  multispecialty  group  located  in 
the  beautiful  piney  woods  of  East  Texas.  Physician 
to  take  over  well  established  gastroenterology  prac- 
tice. $125K  plus  first  year  with  good  benefit  pack- 
age. Second  year  partnership.  Contact  Jerry  (ihap- 
man.  Administrator,  1400  College  Drive,  Texarkana, 
Texas  75503;  214  793-5671. 

Established  practice  available  in  exclusive  Dallas 

neighborhood.  Average  (annual)  net  collections 
$335-l-K,  Loyal  patient  base.  Retiring  physician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Obstetrics/ Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBG  to 
join  expanding  OBC  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded, American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

Obstelrics/Gynecology:  Three  outstanding  oppor- 
tunities available  in  underserved,  developing  area 
of  Dallas,  Texas.  Unlimited  potential!  Solo/group. 
BE/BC  residents  considered.  Supported  by  172-bed 
hospital  and  large  teaching  hospital.  Excellent  com- 
pensation package,  net  guarantee,  marketing  assis- 
tance, and  practice  management  consulting  service. 
Contact  Don  Gustavson,  Tyler  & Company,  9040 
Roswell  Road,  Atlanta,  Georgia  30350.  Call  404 
641-6411. 

OBG,  board  eligible  or  board  certified,  needed  im- 
mediately for  large  well-established  multispecialty 
group.  Gulf  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance  in 
relocating.  Send  CV  to  Kelsey-Seybold  Clinic,  PA, 
6624  Fannin,  Houston,  Texas  77030,  Attn:  Physician 
Recruitment  Services  Office. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 


Orthopedic  Surgeon — Needed  for  attractive  Texas 

community  of  25,000.  Associate  practice  or  solo 
sharing  call  with  BC  ORS.  Modern,  126-bed  hos- 
pital (serving  75,000).  Many  social  and  recreational 
opportunities,  excellent  schools.  45-minutes  from 
larger  city,  major  airport.  Incentive  package.  Con- 
tact Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Guaranteed  salaries  plus  incentives  for  the  right 
pediatricians.  Several  locations  open  in  Texas  and 
the  Southwest.  For  details  call  collect,  Jerry  Lewis 
817  776-4121  or  send  CV  to  The  Lewis  Group, 
1227  N.  Valley  Mills,  Suite  200,  Waco,  Texas  76710. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  is  57 
degrees;  average  nightly  low  temperature  in  July  Is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatric  Consultant  Needed — Part-time  consulta- 
tion opportunity  (4-6  hours  per  week)  for  psycho- 
pharmacological  setting.  Send  vitae  or  contact  Dr. 
Diane  Warden,  CIGNA  Healthplan,  Keystone  Park, 
Suite  404,  13929  North  Central  Expressway,  Dallas, 
Texas  75243;  214  783-2400. 

Board  eligible/certified  psychiatrist  for  intensive  in- 
patient practice  in  Houston.  Candidate  must  be 
team  oriented  and  desire  above  average  compensa- 
tion. Benefits  include  furnished  office,  dedicated 
support  staff,  relocation  package,  and  supervision 
from  psychiatrist  with  21  years  experience.  If  you 
are  a leader  who  wishes  to^join  a growing,  quality 
practice,  call  Milton  Birdwell  at  713  520-1711. 


Radiology 

BE/BC  radiologist  needed  tor  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Diagnostic  Radiologist — Busy,  established  radiology 

group  in  NE  Texas  seeks  fourth  associate.  All 
modalities,  including  MRI  and  interventional.  Com- 
prehensive benefit  package  and  early  partnership. 
Attractive  community  of  27,000  with  strong,  diversi- 
fied economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBC,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEM/ON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  in  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 


Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  I'A  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

Associate  Medical  Director — Excellent  opportunity 

for  board  certified  physicians  to  become  a part  of 
the  medical  department  of  one  of  the  largest  utili- 
zation and  case  management  corporations  in  the 
US.  The  company  specializes  in  remote  utilization 
review,  and  in  managed  medical  care  for  corporate 
and  insurance  carrier  clients  coast-to-coast.  There 
will  be  an  opportunity  to  work  with  physicians 
and  develop  treatment  plans  and  alternate  treat- 
ment sites  for  patients  on  a nation-wide  basis. 
Opportunities  for  input  into  corporate  programs 
and  strategic  planning  also  exist.  Utilization  review 
experience  is  preferred  but  not  necessary.  Specialty 
board  certification  is  required.  Respond  to  Di- 
rector, Medical  Department,  3200  S.  Highland 
Avenue,  Downers  Grove,  Illinois  60515-1223. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  john  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
30346;  telephone  1-800-544-1987. 


PRIVATE  PRAaiCE  OPPORTUNITIES 

(in  all  specblfies) 

Texas  & Sunbelt  States 
Call  1-800-284-4560 

Houston  785-3722  Reuben 

or  send  CV:  11140  Westheimer  g ^ q ^ s t e i n 

Suite  144  

Houston,  TX  77042  & Associates 


Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians;  internal 
medicine  and  subspecialties,  OBC,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Internist/Family  Practitioner — Excellent  practice  op- 
portunities in  thriving  Northeast  Texas  community. 
Haven  for  hunting  and  fishing.  Excellent  schools. 
Salary  guarantee,  office  space  provided.  Contact 
Leonard  Graivier,  MD,  1-800-336-2575.  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063;  214 
929-4779. 

Urologist — Regional  medical  center  serving  150,000 
in  NE  Texas  seeks  recently  trained,  BE/BC  urolo- 
gist. 200-bed  hospital  with  latest  technology,  in- 
cluding lithotripsy.  Assured  referrals.  Shared  call 
with  BC  urologist.  Attractive  community  of  27,000 
with  strong  economy,  excellent  schools.  Incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Neurologist — Busy  regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice,  or  solo  sharing  call  with  recently 
trained  neurologist.  Excellent  lifestyle  in  family- 
oriented  community  with  strong  economy;  excellent 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 

EmQuest 

LOCUM  TENENS 
PERMANENT  PLACEMENT 

OBCYN 
SURGERY 
RADIOLOGY 
PEDIATRICS 
ANESTHESIOLOGY 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 
EMERGENCY  MEDICINE 

EmQuest  is  a subsidiary  of  EmCare, 
a professionally  managed,  physician  owned 
corporation  with  14  years  experience 
in  medical  management. 


EMQUEST,  INC. 
3310  LIVE  OAK,  LB-10 
DALLAS,  TEXAS  75204 
(214)  823-6850 


Tavas  Medicine 


Gastroenterologist — Two  busy  CEs  seek  third  asso- 
ciate for  group  practice  in  Nl  Texas.  Shared  call, 
comprehensive  benefit  package,  and  early  partner- 
ship. Modern  hospitals.  Attractive  community  with 
strong,  diversified  economy;  excellent  schools.  Many 
social  and  recreational  opportunities.  Contact  Phy- 
sician Resource  Network,  P.O.  liox  37102,  Fort 

Worth,  Texas  76117;  817  595-1128. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 

general  surgeon.  New  hospital  under  construction. 
Community  has  sound  economy,  good  schools,  air- 
port. Generous  incentive  package  to  qualified 
candidate  including  income  guarantee,  relocation 
allowance,  office  space,  and  more.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 

Worth,  Texas  76117;  817  595-1128. 


MANAGER 

MEDICAL  SERVICES 

Bell  Helicopter  Textron  is  seeking 
an  M.D.  with  a background  or 
interest  in  pursuing  a career  in 
occupational  medicine  for  our  cor- 
porate headquarters  located  in 
Fort  Worth,  Texas. 

Bell  is  a leading  aircraft  industry 
engineering/manufacturing  com- 
pany located  in  an  attractive 
suburban  community  mid-way  be- 
tween Dallas  and  Fort  Worth. 
Position  will  be  responsible  for 
providing  the  full  range  of  occu- 
pational medical  services  to  an 
employee  staff  of  8500  including; 

• Developing  and  supervising 
medical  programs  such  as 
emergency  medical  care,  med- 
ical surveillance  and  preven- 
tive medicine. 

• Provide  guidance  on  programs 
for  containing  costs  of  health 
care  programs. 

• Interface  with  industrial 
hygiene  department  manager 
on  matters  of  employee  safety. 

• Assist  workmen's  compensa- 
tion and  group  insurance  man- 
agers to  clarify  questionable 
medical  claims. 

Texas  medical  license  desired,  but 
not  required.  Position  is  available 
immediately.  Forward  resume  to: 

E.J.  Evola 

Bell  Helicopter  Textron  Inc. 

FO.  Box  901014 
Dept.  TS-Y7 
Fort  Worth,  Texas  76101 


The  future  is  ours  by  design. 


Bell  Helicopter 


TEXTRON 


an  equal  opportunity  employer  m*f  h v 


Good  Move.  We  are  now  placing  permanent  and 

part-time  physicians  for  medical  facilities  in  ex- 
cellent locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
2675,  Bryan,  Texas  77805.  All  replies  will  remain 
confidential. 

Physicians  Wanted  in  Texas  and  Oklahoma— Major 
cities  to  rural  communities.  Cardiology,  ENT,  family 
practice,  general  surgery,  internal  medicine,  OBG, 
oncology,  orthopedic  surgery,  pulmonology,  pedi- 
atrics, psychiatry,  radiology,  urology.  Excellent  qual- 
ity of  life,  excellent  compensation,  etc.  Reply  with 
CV  to  Armando  L.  Frezza,  Medical  Support  Services, 
8806  Balcones  Club  Dr.,  Austin,  Texas  78750;  office 
512  331-4164,  24-hour  FAX  512  331-6741. 
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Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
(3allas/fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBG,  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 

Otolaryngologist — Regional  medical  center  serving 
150,000  in  NE  Texas  seeks  recently  trained  BE/BC 
ENT.  Modern,  200-bed  hospital.  Share  call  with  BC 
ENT.  Quality  lifestyle  in  area  with  strong,  diversified 
economy,  excellent  schools.  Incentive  package  avail- 
able. Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Nevada — Family  practice,  internal  medicine,  pedi- 
atrics, OBG,  radiology.  Immediate  openings  in 
several  rural  communities;  guaranteed  salary,  full 
benefits  including  paid  malpractice,  and  possible 
university  affiliation.  No  fee  to  applicant.  Contact 
Sherry  Semiatin,  Office  of  Rural  Flealth,  Reno, 
Nevada  89557-0046;  702  784-4841. 

Physician  wanted  for  busy  Dallas  plastic  surgery 
practice.  Excellent  compensation  and  incentive 
package.  Apply  in  confidence  to  Ad-706,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701. 

Primary  Care  Clinic,  Oklahoma — Physicians  needed 
in  the  Lawton,  Oklahoma,  area  serving  the  health- 
care needs  of  military  dependents,  retirees,  and 
their  dependents.  Each  physician  will  be  provided 
with  their  own  fully  equipped  office  which  includes 
two  exam  rooms.  Patient  census  will  consist  of 
minor  emergencies  and  primary  care.  Full-time 
position  will  be  day  hours,  Monday  through  Friday. 
Part-time  hours  will  be  available  evenings  and 
Saturdays.  Annual  reimbursement  of  $90,000  plus, 
based  on  a 40-hour  week,  high-limit  occurrence 
malpractice  insurance  coverage,  allowance  for  CME 
and  professional  dues.  For  additional  information 
on  this  opportunity  and  others,  contact  Ben  Hatten, 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800-325-3982. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

X-Ray  Equipment — Complete  setup  for  doctor's 
office.  Four  years  old,  has  been  used  In  one 
doctor's  office  only.  X-ray  tube  included.  $18,000 
negotiable.  For  more  information  call  409  842-9449. 

Marquette  Stress  Systems — -Model  #3500  and  Model 
"Case,"  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  Ms,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 


Office  Space/Property 

Austin,  Medical  Office  Space — Medical  Science 
Center,  711  W.  38th  Street,  Austin.  Approximately 
767  square  feet  for  lease.  Well  appointed  physi- 
cian's office,  exam  room,  office/reception  areas. 
512  346-2100. 

Medical  office  space  for  lease  in  Taylor  30  miles 
northeast  of  Austin.  Excellent  opportunity  for  fam- 
ily practice  or  internist.  Taylor  has  a drawing  of 
40,000  plus  and  is  near  the  proposed  Austin  air- 
port. Contact  Tom  Hendrix  512  352-7664  or  512 
225-6354  evenings. 

The  Highest  Hill  in  Salado — Hilltop  classic  home 
on  2.5  privately  fenced  acres.  Located  in  Millcreek 
Country  Club.  Home  for  entertaining  or  corporate 
retreat.  Move-in  condition.  Paradise  for  birds  and 
gorgeous  sunsets.  Mid  $400s.  512  452-7248.  Mon- 
day through  Thursday.  Brochure,  P.O.  Box  5101, 
Austin,  Texas  78763. 

For  Sale — Retiring  Kingsland  family  practitioner's 

practice  and  equipment.  Well  established  264* 
years.  Cross  over  $150,000  with  99%  collections. 
No  OB  or  hospital  practice.  Will  sell  or  lease  2,200 
sq.  ft.  clinic  located  on  Lake  LBJ  in  heart  of  beau- 
tiful deer  country.  Call  915  388-4933  or  512  321- 
5459. 

For  Sale  or  Rent — Fully  equipped  clinic,  3000  sq. 
ft.  including  lab,  x-ray,  and  physical  therapy.  Ideal 
for  family  practitioner.  Located  in  rapidly  growing 
community,  only  a few  miles  from  IBM's  new 
facility  on  Highway  114,  in  Roanoke,  Texas.  For 
more  information,  please  call  817  481-5525,  ext.  16. 


Medical  clinic  building  for  lease.  Complete  with 
equipment  for  primary  care.  Great  opportunity  for 
qualified  physician  or  dentist.  Possession:  Decem- 
ber 1,  1988.  For  more  information  call  817  626- 
0511. 


Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Gross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  237- 
7765. 

For  Sale — General  practice,  HEB  area.  Gross 
$164,000.  All  equipment  less  than  five  years  old. 
EKC,  Medco  sonolator,  Hydrocollator  packs,  Culpo- 
scope,  Cryo  unit,  Xerox,  etc.  Please  contact  Ad-703, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Ambulatory  Care:  Houston.  Excellent  location.  Fully 
equipped  office  with  x-ray  and  lab.  Current  re- 
ceipts exceed  a million  dollars  with  a net  in  excess 
of  $500,000.  Collection  rate  of  99%.  Well-trained 
staff  will  stay.  Will  introduce.  Contact  Ad-705, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Family  Practice  Opportunity — Successful  family  prac- 
tice is  available  for  purchase  in  growing  community 
near  Dallas.  Included  in  this  practice:  steady  office 
practice,  involvement  with  five  nursing  homes,  ER 
coverage  for  adjacent  hospital,  furnished  office 
space,  monthly  guarantee  from  hospital.  Please  call 
Edward  Brown,  MD  at  214  442-5877  or  214  321- 
9740  after  6:30  pm. 

El  Paso,  Texas  general  practice  for  sale.  Leased 
office  in  affluent,  growing  community.  Over  1,500 
active  patients  with  excellent  growth  potential. 
Great  combination  with  low  overhead  and  high 
net.  $60,000  in  equipment,  including  computer. 
Price  $125,000  with  owner  financing.  Contact  Sim- 
mons and  Associates,  710-B  Belvidere,  El  Paso, 
Texas  79912;  915  833-3814. 

Surgery  Practice  for  Sale,  Dallas  Suburb — Grosses 
over  $V2  million  annually  for  10  years.  Vascular/ 
oncology  emphasis.  Excellent  growth  potential. 
Seller  willing  to  continue  12-24  months  on  salary; 
retirement  for  health  reasons.  Principals  only, 
please.  Call  214  563-8126  after  7 pm. 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  state.  This  15-1- 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Early  collections  low  $200s. 
Good  transition  available.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

Internal  medicine  practice  with  interest  in  diabetes 
and  endocrinology.  Practice  very  active  and  produc- 
tive. Good  for  young  aggressive  internist  who  can 
double  the  already  large  gross  Income.  Located  in 
downtown  San  Antonio,  across  from  large  hospital. 
Call  after  6 pm;  512  341-2324. 


BUSINESS  AND  FINANCIAL 
SERVICES 


Appraisal  and  Valuation  Services — Specializing  In 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  Lewis  Health  Profes- 
sion Services,  Inc.,  1221  Abrams  Road,  Suite  318, 
Richardson,  Texas  75081.  Contact  Dan  Lewis  at 
214  437-1180  office  or  214  238-7129  evenings. 

Physician’s  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
Lirst  payment  not  due  for  90  days.  Lor  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
|.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions,  for  a free  brochure,  call  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


CONTINUING  EDUCATION 

1989  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal.  Ap- 
proved for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Prescheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  1-800-521-0076  or  516  549- 
0869. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residentlal  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  Is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26th  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $39.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $70.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 


We 

can 

helps 

As  a health  professional,  you  know  that 
unlike  most  neurologic  disorders  the 
symptoms  of  Parkinson’s  Disease  can 
be  controlled  with  the  use  of  modern 
drugs  and  physical  therapy. 

Parkinson’s  Disease  is  a neurologic 
disorder. . chronic.  . debilitating.  . but 

we  can  help  you  help  your  patients! 

For  publication  samples 
and  patient  referral  cards . . . 

Please  write  or  call 
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Texas  Medicine 


Continuing  ^cluccition  Cirectoty 


COURSES 


DECEMBER 

Cancer 

Dec  7-9.  1988 

ADVANCES  IN  CANCER  MANAGEMENT/NA  TIONAL  CONFERENCE  OF 
THE  AMERICAN  CANCER  SOCIETV.  Hyatt  Regency  Hotel,  Los  Angeles, 
CA.  Fee  S200  physicians  before  Nov  20,  8250  after  Nov  20.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours.  Contact  the  American 
Cancer  Society’,  National  Conference  on  Advances  in  Cancer  Manage- 
ment. 3340  Peachtree  Road  NE,  Atlanta,  GA  30026  (212)  599-3600 

Cardiovascular  Disease 

I Dec  5-7,  1988 

INTERPRETATION  AND  TREATMENT  OF  CARDIAC  ARRFDTHMLAS 
Four  Seasons  Hotel.  Philadelphia.  Fee  8330  members  American  College 
of  Cardiology',  8395  non-members  of  ACC.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  21  hours.  Contact  the  American  College  of 
Cardiology.  Extramural  Programs,  Dept  5080,  Washington,  DC 
20061-5080  (800)  253-4636 

I Dec  9-11,  1988 

ADVANCES  IN  HEART  DISEASE.  Hyatt  on  Union  Square,  San  Francisco. 
Fee  8350  members  American  College  of  Cardiology’,  84 1 5 non- 
members. Category  1,  AMA  Physician’s  Recognition  Award;  19  hours. 
Contact  the  American  College  of  Cardiology,  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080  (800)  253-4636 

Chest  Disease 

Dec  2-3,  1988 

UPDATE  ON  CHRONIC  OBSTRUCTIVE  PULMONARY  DISEASE.  Hotel 
Intercontinental,  New  Orleans.  Fee  8150  member  American  College  of 
Chest  Physicians,  8175  nonmember  ACCP.  Category'  1,  AMA  Physi- 
cian’s Recognition  Award;  9.5  hours.  Contact  American  College  of 
Chest  Physicians,  PO  Box  93826,  Chicago,  IL  60673(312)698-2200 

Family  Medicine 

Dec  2-3,  1988 

3RD  ANNUAL  PRIMARY  CARE  RESEARCH  AND  STATISTICS.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  8125.  Category  1, 
AMA  Physician’s  Recognition  Award;  15  hours.  AAFP  prescribed,  13-75 
hours.  Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Dec  2-3,  1988 

2ND  ANNUAL  UPDATE  ON  COMMON  MEDICAL  AND  SURGICAL 
PROBLEMS.  Hyatt  Regency,  San  Antonio,  Tex.  Fee  8150.  Category  1, 
AMA  Physician’s  Recognition  Award;  8.5  hours.  Contact  Kathleen 
O’Shea,  Humana  Hospital,  8026  Floyd  Curl  Dr,  San  Antonio,  TX  78229 
(512)692-8257 

Dec  3,  1988 

PRACTICE  UPDATE  88.  Grand  Kempinski  Hotel,  Dallas.  Fee  890  physi- 
cians, 850  residents.  Category  1,  AMA  Physician’s  Recognition  Award; 

7 hours.  Contact  Diane  Pitkin,  St  Paul  Medical  Center,  5909  Harry 
Hines  Blvd,  Dallas,  TX  75235  (214)  879-3789 


General  Medicine 

Dec  3-4,  1988 

CHRONIC  PAIN  .AND  THE  PRIMARY  PHYSICIAN.  Marriott  Hotel- 
Medical  Center,  Houston.  Fee  8175.  Category’  1,  AMA  Physician’s  Rec- 
ognition Award;  10  hours.  Contact  Sam  Nixon,  MD,  PO  Box  20367, 
1100  Holcombe  Blvd,  Rm  1501,  Houston,  'IX  77225  ( 71  3 ) 792-4671 

Geriatrics 

Dec  9,  1988 

MULTIDISCIPLINARY  CHALLENGES  OF  GERIA  TRIC  CXRE.  New  York 
Academy  of  Medicine,  N\’.  Fee  875  physicians,  8-t5  students.  Category’  1, 
AMA  Physician’s  Recognition  Award;  4.5  hours.  AAFP  prescribed.  Con- 
tact American  Geriatrics  Society,  770  Lexington  Ave,  Suite  -tOO,  New 
York,  NY  10021  (212)  308-1414 

Obstetrics  and  Gynecology 

Dec  1-3,  1988 

CLINICAL  UPDATE  ON  OBSTETRIC  AND  GYNECOLOGIC  INFF.C 
TIONS.  Plaza  of  the  Americas  Hotel,  Dallas.  Fee  8275.  Category’  1,  AMA 
Physician’s  Recognition  Award;  12  hours.  Contact  Roland  Black,  MD, 
Registration  Chairman,  7777  Forest  I.ane-MCD,  A-331,  Dallas,  TX 
75230 

Ophthalmology 

Dec  1-3,  1988 

30TH  ANNUAL  COURSE  IN  CONTACT  LENS  TECHNOLOGY  Hotel  In 
tercontinental,  Houston.  Fee  8275.  No  credit  available.  Contact  Bette 
Burkett,  Cullen  Eye  Institute,  Bay’lor  College  of  Medicine,  6501  Fannin, 
Houston,  TX  77030  (713)  799-5942. 

Dec  8-9,  1988 

MANAGEMENT  OF  OCULAR  AND  PERIOCUIXR  MALIGNANCIES. 

Hyatt  on  Union  Square,  San  Francisco.  Fee  8200  before  Nov  30,  8250 
after  Nov  30.  Category’  1,  AMA  Physician’s  Recognition  Award;  13 
hours.  Contact  the  University’  of  f^alifornia.  Extended  Programs  in 
Medical  Education,  Room  U-569,  San  Francisco,  CA  94143-0742  (415) 
476-4251 

Orthopedic  Surgery 

Dec  1-3,  1988 

FAI.L  SYMPOSIUM  ON  BACK  PAIN/AMERICAN  BACK  SOCIETY'  Hyatt 
Regency  Hotel,  San  Francisco.  Fee  TBA.  Category  1 , AMA  Physician’s 
Recognition  Award;  18.5  hours.  Contact  American  Back  Society’,  2647 
E I4th  St,  Suite  401,  Oakland,  CA  94601  (415)  536-9929 

Otolaryngology 

Dec  9-10,  1988 

ENDOSCOPIC  SINUS  SURGERY.  The  University  of  Texas  Medical 
Branch,  Galveston,  Tex.  Fee  8500.  Category’  1,  AMA  Physician’s  Recog- 
nition Award;  16  hours.  Contact  Martha  Berlin,  Office  of  Continuing 
Education,  The  University  of  Texas  Medical  Branch,  William  C.  Levin 
Hall  J-34,  Galveston,  TX  77550-2782  (409)  761-2934 

Pathology 

Dec  10,  1988 

ENDOCRINE  TUMOR  PATHOLOGY/4  5TH  ANNUAL  PATHOLOGY 
SEMINAR.  The  University  of  Texas  Health  Science  Center,  San  Antonio, 
Tex.  Fee  8100.  Category  1,  AMA  Physician’s  Recognition  Award;  6 
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hours.  Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Plastic  Surgery 

Dec  1-4,  1988 

BONE  GRAFTING,  BIOLOGY  AND  APPLICATION  FOR  MAXILLO- 
FACIAL INDICATIONS.  Le  Meridien  Hotel,  Coronado  Bay,  San  Diego. 
Fee  S395  physicians;  S200  residents.  Category  1,  AMA  Physician’s  Rec- 
ognition Award;  2 1 hours.  Contact  Plastic  Surgery  Research  Founda- 
tion of  San  Diego,  PO  Box  33387,  San  Diego,  CA  92103  (619) 
692-9115 


Psychiatry 

Dec  2-3,  1988 

1ST  INTERNATIONAL  CONFERENCE  ON  CONTEMPORARY  ISSUES  IN 
DIAGNOSTIC  CLASSIFICATION  AND  SOCIAL  PSYCHIATRY.  Holiday 
Inn  Crowne  Plaza-Galleria,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Linda  Brown,  Office  of  Continuing  Education,  G.104  MSB,  The  Univer- 
sity of  Texas  Medical  School,  6431  Fannin,  Houston,  TX  77030  (713) 
792-5346 

Dec  3,  1988 

NEW  FRONTIERS  IN  NEUROPSYCHOPHARMACOLOGY/6TH  ANNUAL 
UPDATE  IN  PSYCHIATRY  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  875,  895  late  fee.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  7 hours.  Contact  the  Continuing  Medical 
Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

JANUARY 

Cardiovascular  Disease 
Jan  22-24,  1989 

CARDIOVASCULAR  lASER  SYTV1POS1UM.  Westin  Galleria  Hotel,  Hous- 
ton. Fee  8500.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20345,  MC 
3-276,  Houston,  TX  77225  (713)  791-2157 

Critical  Care  Medicine 

Jan  31 -Feb  4,  1989 

CRITICAL  CARE  MEDICINE.  Sheraton  Royal  Biscayne,  Key  Biscayne, 
Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami  School  of 
Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  PL  33101  (305)  547-6716 

Family  Medicine 

Jan  27-29,  1989 

ADVANCES  IN  PAMILY  MEDICINE.  South  Shores  Harbour  Resort, 
League  City,  Tex.  Fee  TBA.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  AAFP  prescribed.  Contact  Carol  Soroka,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Neurology 

Jan  15-30,  1989 

ACUTE  AND  CHRONIC  INFECTIONS  AFFECTING  BRAIN  DYSFUNC 
TION  AND  BEHAVIOR.  Melbourne  Hyatt  and  Sydney  Hilton,  Australia. 
Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  30  hours. 
Contact  Sherry  Ryan,  Southern  California  Neuropsychiatric  Institute, 
6794  U Jolla  Blvd,  La  Jolla,  CA  92037  (619)  454-2102 

Obstetrics  and  Gynecology 

Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Doubletree  Hotel-Post  Oak,  Houston.  Pee  8450  physicians,  8225 
non-Baylor  residents,  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  AAFP  and  ACOG  prescribed.  Contact  Lila  Lerner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 


Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT.  A MULTIDISCIPLINARY  APPROACH.  Hilton  Palacio 
del  Rio  Hotel,  San  Antonio,  Tex.  Fee  8150  before  Dec  1,  8175  after 
Dec  1 . Category  1 , AMA  Physician’s  Recognition  Award;  8 hours. 

Credit  for  Council  on  Podiatry  Education,  8 hours.  Contact  the  Con- 
tinuing Medical  Education  Office,  UTHSC,  7703  Floyd  Curl  Dr,  San  An- 
tonio, TX  78284-7980  (512)  567-4444 

Pediatrics 

Jan  3-8,  1989 

18TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE/PEDIATRIC  UP- 
DATE 1989.  Pierre  Marques  Hotel,  Acapulco.  Fee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Ann  Boehme, 
Schneider  Children’s  Hospital,  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  1 1042  (718)  470-8650 

Radiology 

Jan  23-27,  1989 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  The  Uni 
versity  of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  8650. 
Category  1 , AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Risk  Management 

Jan  9-19,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT,  Trans  Panama  Canal 
cruise,  Caribbean.  Fee  TBA,  Category  1 , AMA  Physician’s  Recognition 
Award;  24  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY  1 1746  (800)  521-0076 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  S'VMPOSIUM.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Urology 

Jan  21-25,  1989 

MALE  ERECiTILE  DYSFLINCTION.  Acapulco,  Mexico.  Fee  8350.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Alice 
Henderson,  American  Urology  Association,  Office  of  Education,  6750 
W Loop  South,  #900,  Bellaire,  TX  77401  (713)  665-7500 

FEBRUARY 

Cancer 

Feb  17-18,  1989 

ADVANCES  IN  SKIN  CANCER  MANAGEMENT:  A MULTISPECIALTY 
APPROACH.  Ramada  Renaissance  Hotel,  San  Francisco.  Fee  8250.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Univer- 
sity of  California,  Extended  Programs  in  Medical  Education,  Rm  U-569, 
San  Francisco,  CA  94143-0742  (415)  476-4251 

Dermatology 

Feb  18-25,  1989 

POSTGRADUATE  COURSE/S'^'MPOSIUM  ON  DERMATOLOGICAL  AND 
RHEUMATOLOGICAL  DISEASES.  Marriott’s  Mark  Resort,  Vail,  Colo.  Fee 
8400  physicians,  8300  residents,  interns.  Category  1,  AMA  Physician’s 
Recognition  Award;  20  hours.  Contact  Angelika  Langen,  Duke  Univer- 
sity Medical  Center,  Box  3135,  Durham,  NC  27710  (919)  684-2504 

Family  Medicine 

Feb  5-8,  1989 

A.S.P.E.N.’S  1 3TH  clinical  CONGRESS.  Fontainebleau  Hilton,  Miami. 
Fee  8240.  Category  1 , AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Karen  MacFarland,  American  Society  for  Parenteral  and  En- 


Texas  Medicine 


tcral  Nutrition,  860S  Cameron  St,  Suite  SOO,  Silver  Spring,  Ml)  20910 
(301 ) 38^-63 13 

Gastroenterology 

Feb  23-23,  1989 

ADVANC:KS  and  CX)NTR0VFRSIK,S  in  I HFRAPHU  tk:  endoscopy 
Doubletree  Hotel,  I'ucson,  Fee  StOO.  Categoiy  I,  AM  A Physician's  Rec- 
ognition Award;  13-3  hours.  Contact  the  llniversir\’  of  Arizona  Health 
Sciences  C^enter,  Office  of  Medical  Education,  Tucson,  AZ  83"724  (602  ) 
626-‘’832 

General  Medicine 
Feb  23-26,  1989 

7TH  ANNLIAl.  INTERNATIONAE  .SYMPOSIUM  ON  MAN  AND  HIS  EN 
VIRONMENT  IN  HEALTH  AND  DISEASE.  Sheraton  Park  (X’litral  Hotel, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Kim  Rice,  American  Environmen- 
tal Health  Foundation,  Inc,  83-43  Walnut  Hill  Lane,  Suite  203,  Dallas, 

TX  ^323 1 ( 2 1 4 ) 324- 1 ^3 1 or  ( 2 U ) 368-4 1 32 

Geriatrics 

Feb  18-19,  1989 

lOTH  ANNUAL  GERIATRIC  MEDICINE.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (312)  367-4444 

Neurology 

Feb  15-17,  1989 

RECENT  ADVANCES  IN  NEUROLOGY.  Fairmont  Hotel,  San  Francisco. 
Fee  S343  physicians,  SI 85  interns,  residents,  and  fellows.  Category  1, 
AMA  Physician's  Recognition  Award;  1 3.3  hours.  Contact  Llniversity  of 
California,  Extended  Programs  in  Medical  Education,  Registration  Of- 
fice, Rm  375-U,  San  Francisco,  CA  94143-0766  (413)  476-3808 

Feb  27-March  2,  1989 

POST-CONCUSSION  SATVDROME,  ADVANCES,  UPDATE  AND  REVIEW 
Caesars  Palace,  Las  Vegas.  Fee  TBA.  Category'  1 , AMA  Physician’s  Rec- 
ognition Award;  21  hours.  Contact  Sherry'  Ryan,  Southern  California 
Neuropsychiatric  Institute,  6794  la  Jolla  Blvd,  la  Jolla,  CA  92037 
(619)454-2102 

Obstetrics  and  Gynecology 

Feb  24-25,  1989 

PREVENTION  AND  TREATMENT  OF  PREMATliRE  lABOR.  la  Mansion 
del  Rio  Hotel-Downtown,  San  Antonio,  Tex.  Fee  8100,  8123  late  regis- 
tration. Category'  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284-7980  (312)  367-4444 

Occupational  Medicine 

Feb  22-23,  1989 

OCCUPATIONAL  MEDICINE.  Westin  Galleria,  Houston.  Eee  TBA.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Carol 
Soroka.  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030(713)799-6020 

Pathology 

Feb  16-19,  1989 

7TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE  Doubletree 
Hotel-Post  Oak,  Houston.  Fee  8430  physicians,  8325  residents.  Cate 
gory  1,  AMA  Physician’s  Recognition  Award;  28  hours.  Contact  Tamara 
Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030(713)799-6020 

Pediatrics 

Feb  20-22,  1989 

NESTLE  S NUTRITION  WORKSHOP.  Children’s  Nutrition  Research 
Center,  Baylor  College  of  Medicine,  Houston.  Pee  TBA.  Credit  TBA. 
Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 


Psychiatry 
Feb  2-  3,  1989 

1988-1989  P-SYCHIA  LRIC  QUALl  IT  ASSURANCE  SEMINAR  Wyndham 
(ireenspoint  Hotel,  Houston.  Fee  TBA  CTedit  TBA.  (Contact  The  Na- 
tional As.sociation  of  Quality  Assurance  Professionals,  104  Wilmont  Rd, 
Suite  20 1 , Deerfield,  11,  600 13-3193(312)  940-8800 

Radiology 

Feb  6- 10,  1989 

BASIC  RADIOLOCilCAL  HEALTH.  The  University  of  Texas  Health  Sci- 
ence (x’nter,  San  Antonio,  Tex.  Fee  8600.  Category  1 , AMA  Physician’s 
Recognition  Award;  -tO  hours.  Contact  UTHSC,  Continuing  Medical 
Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-"'980 
(312)  367-4444 

Feb  2''-March  3,  1989 

61  H ANNUAL  PRACTICAL  RADIOLOGY  COURSE  Loews  Ventana  Can- 
yon Resort,  Tucson.  Pee  TBA.  Category'  1 , AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  the  University  of  Arizona  Health  Sciences 
Center,  Office  of  Medical  Education,  Tucson,  AZ  83724  (602) 

626-7832 

Risk  Management 

Peb  24,  1989 

A CASE  S'RIDY  APPROACH  TO  RISK  MANAGEMENT  AND  MALPRAC- 
TICE, RINDAMENTAL  PRINCIPLES  Sheraton  Bal  Harbour,  Bal  Har- 
bour, Pla.  Pee  TBA.  Credit  TBA.  Contact  the  University  of  Miami  School 
of  Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  FL  33101  ( 305 ) 347-6716 

Urology 

Feb  3-4,  1989 

INNOVATIONS  IN  UROLOGIC  PRACTICE,  1989:  ADVANCES  IN  THE 
MANAGEMENT  OP  PROSTATE  CANCER.  Location  'ITIA.  Fee  TBA. 

Credit  TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

MARCH 

Anesthesiology 

March  3-3,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Hotel  Inter- 
continental, Houston.  Fee  8260.  Category  1 , AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Marjorie  Kraft,  6431  Fannin,  G.104, 
Houston,  TX  77030  (713)  792-5346 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIFICATION  REVIEW.  Holi- 
day Inn  Riverwalk-Downtown,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA. 
Contact  The  University  of  Texas  Health  Science  Center,  Continuing 
Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284- 
7980  (312)  567-4444 

General  Medicine 

March  3-4,  1989 

3RD  INFECTIOUS  DISEASES  SYMPOSIUM.  Marriott  Hotel,  El  Paso,  Tex. 
Fee  8150  physicians,  875  interns,  residents,  students  no  charge.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Karen 
Greenup,  Registrar,  Providence  Memorial  Hospital,  2001  N Oregon,  El 
Paso,  TX  79902  (91 3 ) 542-6660 

Oncology 

March  3—9,  1989 

CRITICAL  DETERMINANTS  IN  CANCER  PROGRESSION  AND  METAS- 
TASIS.lntercontinental  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact 
Shirley  Roy,  Conference  Serv'ices,  Box  131,  MD  Anderson  Cancer  Cen- 
ter, 1313  Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 
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Ophthalmology 

March  17-19,  1989 

THE  CULLEN  COURSE.  Houstonian  Hotel,  Houston.  Fee  S250  physi- 
cians, SI 25  residents,  fellows.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  Contact  Carol  Soroka,  Baylor  College  of  Medicine, 
One  Baylor  Plaza,  Houston,  TX  77030 

March  31 -April  1,  1989 

9TH  ANNUAL  OPHTHALMOLOGY  CLINICAL  CONFERENCE.  The  Uni- 
versity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA. 
Credit  TBA.  Contact  UTHSC,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

Pathology 

March  13-17,  1989 

CTIRRENT  CONCEPTS  IN  TOXICOLOGY.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Contact 
UTHSC;,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Pediatrics 

March  29-April  1,  1989 

SYMPOSIUM  ON  GU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN- 
NUAL PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Shoreham  Hotel, 
Washington,  DC.  Fee  TBA.  Credit  TBA.  Contact  Marian  Troup,  Dept  of 
Pediatrics,  The  University  of  Texas  Southwestern  Medical  Center,  5323 
Harty'  Hines  Blvd,  Dallas,  TX  75235  (214)  688-3439  or  ( 214) 

688-2166 

Plastic  Surgery 

March  3-5,  1989 

RHINOPLASTY:  AN  EDUCATIONAL  SYMPOSIUM.  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit  TBA.  Con- 
tact Ann  Parchem,  Division  of  Continuing  Education,  UT  Southwestern 
Medical  Center,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

Risk  Management 

March  9-20,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT,  Trans  Panama  Canal 
cruise,  Caribbean.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  28  hours.  AAFP  prescribed.  Clontact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY  1 1746  (800)  521-0076 

Surgery 

March  30-Aprii  1,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY  Room  D 1.600,  The  Univer- 
sity of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  TBA.  Credit 
TBA.  Contact  June  Bovill,  Continuing  Education,  UT  Southwestern 
Medical  Center,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214) 
688-2166 

APRIL 

Allergy 

April  6-9,  1989 

SOLTHWEST  ALLERGY  FORUM,  1989-  Registry'  Resort,  Scottsdale, 

Ariz.  Fee  SI 50.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Family  Medicine 

April  10-14,  1989 

1989  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
S500.  Category  1 , AMA  Physician’s  Recognition  Award;  50  hours.  Con- 
tact Gayle  Norris,  Shearn  Moody  Plaza,  Suite  7.101,  Galveston,  TX 
77550^09)761-2934 

April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  Hilton 
Palacio  del  Rio  Hotel,  San  Antonio,  Tex.  Fee  $250.  Category  1,  AMA 
Physician’s  Recognition  Award;  24  hours.  Contact  The  University  of 


Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAI.  MYELOMA  CONFERENCE.  Houstonian  Hotel 
and  Conference  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 

Ophthalmology 

April  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EYE. 
The  Woodlands  Inn,  The  Woodlands,  Tex.  Fee  SI 00.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  Tamara  Greiner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Orthopedic  Surgery 

April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas  Southwestern  Medical  Center, 

5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Orthorhinolaryngology 

April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Room  D 1.600,  The  Uni- 
versity' of  Texas  Southwestern  Medical  Center.  Dallas,  Fee  $625.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 3 hours.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry'  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

April  28-29.  1989 

PEDIATRIC  POSTGRADUATE  SYMPOSIUM:  PEDIATRICS  1989.  Mar- 
riot-Medical  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Lila 
Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030 

April  28-29,  1989 

PEDIATRICS  AND  ALL  THAT  JAZZ/CURRENT  PRACTICE  AND  RE- 
CENT ADVANCES.  Brent  House  Hotel,  Ochsner  Campus,  New  Orleans. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 2 hours. 
AAFP  prescribed.  Contact  Martha  LeTard,  Continuing  Medical  Educa- 
tion, Alton  Ochsner  Medical  Foundation,  15 16  Jefferson  Hwy,  New  Or- 
leans, LA  70 1 2 1 ( 504 ) 838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSIVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott  Medical  Center,  Houston.  Fee  S450 
physicians,  $420  non-Baylor  residents,  fellows.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Tamara  Greiner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 


Radiology 

April  5-8,  1989 

FUNDAMENTAIX  OF  MRI.  The  University  of  Texas  Health  Science  Cen 
ter,  San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  The  University  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  ( 512 ) 567-7980 

MAY 

Family  Medicine 

May  22-26,  1989 

13TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 


Texas  Medicine 


Pathology 


May  18-20,  1989 

CURRENT  ISSUES  IN  SURCiIt;Al.  PA'l'MOlXKiY,  VIII.  Location  TBA.  Eee 
TBA.  Credit  TBA.  Contact  Ann  Parchem,  Division  of  t;ontinuing  Educa- 
tion, The  University  of  Texas  Southwestern  Medical  Center,  S.-^23 
Hariy  Hines  Blvd,  Dallas,  TX  ■'52.-%S  (214)  688-2166 

Physical  Medicine  and  Rehabilitation 

May  4-6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Medical  Center, 
Houston.  Fee  TBA.  Credit  TBA.  Contact  Tamara  Creiner,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  S700.  Category  1 , AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  UT  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  S750.  Category’  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  UT  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  7828^4-7980  (512) 
567-4444 


REGULARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  1 2 pm 

MEDICAL  AND  SURGICAL  REVIEWS.  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  (all  but  last  Tuesday  of  each  month ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1 , AMA  Physician’s  Recognition  Award;  1 -hour 
session.  Contact  Nancy  Strandhagen,  Surgery’  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS.  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1 500  East  Ave,  Austin,  TX  7870 1 (512)  480- 1 869 

Fridays,  1 2 pm  ( 2nd  and  4th  ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category  1 , AMA  Physician’s  Recognition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

VISITING  FELLOWSHIP  IN  MRI.  The  Methodist  Hospital,  Houston.  Fee 
$1,000  physicians;  $500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (713)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE,  Microsurgery  Lab,  Room  443E,  Baylor  Col 
lege  of  Medicine,  Houston.  Fee  $1,000  physicians  for  40  hours;  $1,600 
physicians  for  80  hours;  $800  residents  and  fellows  for  40  hours;  $ 1 ,200 
residents  and  fellows  for  80  hours.  Category’  1 , AMA  Physician’s  Recog- 
nition Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room  443E, 
Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  ITXAS 


Every'  other  I hursday,  1 2:30  pm 

CLINICAL  TOPICS  IN  MEDICINE  I’he  University  of  Texas  Health  Sci- 
ence Center,  ,San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
$35  program,  hospital  sub.scription  program.  C^ategory’  1 , AMA  Physi- 
cian’s Recognition  Award,  f atntact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Network  of  Texas,  7"’03  Floyd  Curl  Dr,  San  Antonio,  TX 
7828-4  (512)691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


I’he  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category’  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  (512)  477-670-4. 

NOVEMBER 

HOW  TO  RUN  A MORE  PROFITABLE  PRACTICE— 6 hours 
Nov  9,  1 988,  San  Antonio 
Nov  10,  1988,  Ft  Worth 
Nov  1 1,  1988,  Houston 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Nov  16-17,  1988,  Dallas 
Nov  18-19,  1988,  Lubbock 
Nov  29-30,  1988,  Houston 

DECEMBER 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Dec  1 — 2,  1988,  San  Antonio 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


November 

■AMERICAN  ACADEMY  OF  MEDICAL  DIRECTORS  INTERIM  MEET- 
ING, Ft  I,auderdale,  Fla,  Nov  15-  18,  1988.  Contact  AAMD,  4830  W 
Kennedy  Blvd,  Ste  648,  Tampa,  FL  33609  (818 ) 873-2000 

AMERICAN  COLLEGE  OF  ALLERGY  AND  IMMUNOLOGY  ANNUAL 
SCIENTIFIC  MEETING,  Los  Angeles,  Nov  12—16,  1988.  Contact  ACAI, 
800  E Northwest  Hwy,  Ste  101,  Mt  Pro,spect,  IL  60056  (312)  255-0380 

AMERICAN  COLLEGE  OF  LEGAL  MEDICINE  INTERIM  MEETING,  At- 
lanta, Nov  3—5,  1988.  Contact  ACLM,  PO  Box  190,  Maple  Glen,  PA 
19002  (215)  646-6800 

AMERICAN  COLLEGE  OF  PHYSICIANS  TEXAS  CHAPTER/TEXAS  SO- 
CIETY OF  INTERNAL  MEDICINE  SCIENTIFIC  MEETING,  San  Antonio, 
Tex,  Nov  3—4,  1988.  Contact  the  University'  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284  ( 512 ) 567-4424 

AMERICAN  COLLEGE  OF  PREVENTIVE  MEDICINE  INTERIM  MEET- 
ING, Boston,  Nov  13,  1988.  Contact  ACPM,  1015  15th  St  NW,  Ste  403, 
Washington,  DC  20005  (202)  789-0003 

AMERICAN  GERIATRICS  SOCIETY’  INTERIM  MEETING,  San  Francisco, 
Nov  18—21,  1988.  Contact  AGS,  770  Lexington  Ave,  Ste  400,  New 
York,  NY  10021  (212)  308-1414 

AMERICAN  SOCIETY  OF  ABDOMINAL  SURGEONS  INTERIM  MEET 
ING,  Tampa,  Fla,  Nov  17-  19,  1988.  Contact  ASAS,  675  Main  St,  Mel- 
rose, MA  02176  (617)665-6102 
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AMERICAN  SOCIETY  OF  CYTOLOGY  ANNUAL  SCIENTIFIC  MEETING, 
Kansas  City,  MO,  Nov  4-8,  1988.  Contact  ASC,  1015  Chestnut  St,  Ste 
1518,  Philadelphia,  PA  19107  (215)  922-3880 

ASSOCIATION  OF  AMERICAN  MEDICAL  COLLEGES  99TH  ANNUAL 
MEETING,  Chicago,  Nov  11-17,  1988.  Contact  Association  of  Ameri 
can  Medical  Colleges,  1 Dupont  Circle  NW,  Ste  200,  Washington,  DC 
20036 

NATIONAL  ASSOCIATION  OF  MEDICAL  EXAMINERS  ANNUAL  MEET- 
ING, Boston,  Nov  4-9,  1988.  Contact  NSME,  1402  S Grand  Blvd,  St 
Louis,  MO  63104  (314)  577-8000 

RADIOLOGICAL  SOCIETY  OF  NORTH  AMERICA  47TH  SCIENTIFIC 
ASSEMBLY  AND  ANNUAL  MEETING,  Chicago,  Nov  27-Dec  2,  1988. 
Contact  RSNA,  1415  W 22nd  St,  Tower  B,  Oak  Brook,  IL  60521  (312) 
571-2670 

SOCIETY  FOR  CLINICAL  AND  EXPERIMENTAL  HYPNOSIS  39TH  AN- 
NUAL WORKSHOPS  AND  SCIENTIFIC  MEETING,  Asheville,  NC,  Nov 
1-6,  1988.  Contact  SCEH  39th  Annual  Meeting  Registrar,  PO  Box 
2427,  Uverpool,  NY  13089-2427 

■TEXAS  ASSOCIATION  CONCERNED  WITH  SCHOOL  AGE  PARENT- 
HOOD, Ft  Worth,  Nov  2-4,  1988.  Contact  Karen  Quebe,  TACSAP,  PO 
Box  249,  Austin,  TX  78767  (512)  444-8648 

■TEXAS  MEDICAL  ASSOCIATION  HOUSE  OF  DELEGATES  MEET- 
ING, Austin,  Nov  18-19,  1988.  Contact  Sharon  Walker,  TMA,  1801  N 
Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

■TEXAS  SOCIETY  OF  INTERNAL  MEDICINE  MEETING,  San  Antonio, 
Nov  4,  1988.  Contact  Donna  Parker,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 

December 

AMERICAN  ACADEMY  OF  DERMATOLOGY  ANNUAL  MEETING, 
Washington,  DC,  Dec  3-8,  1988.  Contact  the  American  Academy  of 
Dermatology,  1567  Maple  Ave,  Evanston,  IL  60201  (312)  869-3954 

AMERICAN  ACADEMY  OF  PAIN  MEDICINE  ANNUAL  CONFERENCE, 
Anaheim,  Calif,  Dec  9-10,  1988.  Contact  Ellis  Murphy,  AAPM,  43  E 
Ohio,  Suite  9l4,  Chicago,  IL  6061 1 (312)  645-0083 

January 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Austin,  Jan 
27-29,  1989.  Contact  Carrie  Laymon,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 


“Look  To  Us  First  For  A Career” 

The  Texas  Department  of  Corrections  is  seeking  full  time  physicians  to 
work  in  our  progressive  Correctional  Health  Care  Program.  TDC 
operates  twenty-nine  (29)  adult  correctional  units  accredited  by  the 
National  Commission  on  Correctional  Health  Care. 

Unit  Physicians to  $90,000 

Physiatrist $90,000 

(part  time  contract  work  available) 

Psychiatrist $97,304  to  $107,304 

Candidates  must  hold  acurrent  license  to  practice  medicine  in  the  State 
of  Texas.  Base  salary  depends  on  credentials,  experience,  and  spe- 
cialty. Excellent  benefit  package  that  includes  housing  allowance  and 
incentive  bonus.  If  you  are  interested  in  joining  a challenging,  expand- 
ing and  rewarding  medical  staff,  please  send  curriculum  vitae  to: 


Texas  Department  of  Corrections 
P.O.  Box  99,  Medical  Personnel 
Huntsville,  Texas  77342 
409/294-2755 

Equal  Opportunity  Employer  M/F 


TDC 


Texas  Department 
Of  (^orreetions 


I A.  TITLi  O*  PuettCATIOM 

TEXAS  »C0ICINE 


1 PMoucNCvor  tnuc 

Monthly 


T"cBH^Li7r5SitiSc**ooi»iwoFin5oii5'oFFi3'or?viUicSTio57f<**fr'cirF"cS»5f7'jiiJr«5zflC3eS»7^«^«*i 

1801  Horth  Laaar,  Austin,  Trivls,  Tex«s  78701-1095 


t.  PULL  HAMI  AMO  COMPLfTII 


Texas  >tedlcil  Association,  1801  North  Laoer,  Austin,  Texas  78701-1095 


STATEMENT  OF  OWNERSHIP.  MANAGEMENT  AND  CIRCULATION 

J if  if  vs  C JMSI 


la.  puaciCATiow  wo. 


a.  OATt  oe  xiutto 

Sept  27.  1988 


$20.00 


I MAiLiNC  AooMtnoF'THe  KtAo6uAATutt  O'  OfNcnAL  auaiMmomciaoF  ths  ruaiivien 
1801  Horth  Lanar.  Austin,  Travis,  Texas  78701-1095 


MU»o  AQowtia  o»  PuiLUHin.  eoiTon.  ano  mawaginc  «o<tow  m 


tOtTOn  pttm,  anirf  Oi  WHw  ■ 

Mot  applicable 


HAMAOI^Ki  10*  TOM  /Mm  W C 

Rae  Vajgert.  1801  North  Lamar,  Austin,  Texas  78701-1095 


a/mtlrn 


mALWAAW 

Taxas  Medical  AssoclatlorT 


co»im.eTt  lAAtcmo  aoowmi 

1801  North  Lamar.  Austin.  Texas  /B/ui-lUVb 


A Kiww  aomxocoama.  womTOAoata.  awo  oTMtH  aecumiTY  nouxm  amtmG  on  ►oawuo  i n^ctttr  on  Hona  on  total 
AMOUNT  oe  aoNOa.  MonTOAoea  on  OTHtn  iecuniTmflrM«p««>»— 


coMntrrt  mailio  Aopnaa 


fxreNT  ANO  NATuni  or  ancuoTioN 


A.  TOTAL  MO.  COnCi  P«n 


t-  nAto  AMO/on  RiOuefTTO  cmcutATioN 


c TOTAL  PA«AicuonReou«aTiooncuL>Tion 


a.  TOTAL  oivTiuai/noH  d 


9 contaa  MOT  otanuauno 


I oartffy  tfMatfM  awiMnantt  made  by 
«M  above  an  oorrec*  and  eomplaii 


AVCRAGC  MO  comu  iACM 

Muc  ouniMC  meceotMC 

\3W3HT>n 


27.975 


27,383 


168 


27,551 


424 


27,975 


p«  mt,  dk.  IMS 


HNOMATuni  ANO  TITLI  09  fOlTO 

'XJoLjiU^ 

ISm  irntryetiom  om 


ACTUAL  MO  comu  ox  a^  J 

lauc  fuaLiSHf  0 NEAncsr  to 

riLIMO  OATl 


27,615. 


27.615 


176 


27.791 


225 


•tOMATuni  ANO  TITLI  09  ioiTon  nj«LiaHen.  aunwtM  lAANAcan.  on  owMtn 
Managing  Editor 


Texas  Medicine 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 

During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 

Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
protection. 


TMLT.  A DECADE  OF  SECURITY. 


mu 


Created  by  the  Texas  Medical  Association 

Statewide  Service  Center: 
1-800-252-9179 

P.0,  Box  14746,  Austin. Texas  78761 


SCOTT&WHITE 

Some  of  the  services  offered  . . . 


Serving  Texas  Since  1897 


Bcllmead 


Waco 

McGregor  ^ 
Gatesville  • Hewitt 

• • 

Moody 


Killeen  • 


Belton 


Taylor 


Hospital  and  Main  (dinic 


Temple 

College  Station 
Caldwell  • 


•ACUTE  CARE  PSYCHIATRIC  LINIT 
•alcohol/drug  dependence  TREATMENT 
•cardiac  REHABIUTATION 
•CLEET  PALATE  TEAM 

•cosmetic  surgery 

•CRANIOEACIAL  ANOMALIES  TEAM 

•dialysis 
•drug  screening 
•home  care  agency 
•edperbaric  oxygen  service 

•occi NATIONAL  MEDICINE 
•chronic  pain  program 

•pm  SICAL  MEDICINE  AND  REHABILITATION 
•rEEERENCE  laboratory  ; PR^aCES 

•sleep  disorders  center 


• Re-gional  C',linics 

2401  South  31st  Street 
Temple,  Texas  76508 

(817)  774-2111 


PHYSICIAN  REFERRALS 

(817)  774-2218  - In  Temple 
(800)  792-3368  - In  Texas 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 


ECEMBER  1988 


'exasfiiedicine 

RENT 

s Organ  transplantation  in  Texas 

gives  life  for  today 
and  tomorrow 


I Toxas  Medicine 
UCSF  LIBRARY 
Received  on;  12-21-88 
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Our  tesmi  includes  you . 


At  Spring  Shadows  Glen,  we  consider  the  referring 
professional  an  integral  part  of  the  treatment  team.  We 
value  your  knowledge,  skills  and  expertise,  and  encour- 
age you  to  work  directly  with  your  patient  throughout 
hospitalization.  We  coordinate  and  integrate  your  work 
with  the  care  provided  by  our  own  experienced  and 
dedicated  staff,  striving  for  the  best  treatment  available 
for  your  patient.  And  we  refer  the  patient  back  to  you 
for  follow-up  services,  upon  discharge  from  Spring 
Shadows  Glen. 


Our  comprehensive  psychiatric  hospital  offers  both 
inpatient  and  partial  hospitalization  programs  for  emo- 
tional and  behavioral  problems,  eating  disorders,  and 
alcohol/drug  abuse. 

For  additional 


information  about 
the  hospital, 
call  Spring 
Shadows  Glen. 


Spring 

Shadows 

Glen 


A Comprehensive  Psychiatric  Hospital 
A Division  of  Memorial  City  Medical  Center 


2801  Gessner,  Hotisloii,  Texas  77080  (713)  462-4000 


Taking  Giant  Steps. 


The  smallest  step  can  be 
a milestone . . . the  simplest 
task,  a major  accomplish- 
ment. For  individuals  suf- 
fering from  a physical  dis- 
ability, the  day-to-day  tasks 
we  all  take  for  granted  can 
be  major  obstacles  to  inde- 
pendence and  mobility. 


At  Dallas  Rehabilita- 
tion Institute  (DRI),  our 

team  of  physicians,  thera- 
pists and  nurses  can  plan 
an  individualized  treatment 
program  to  help  your  pa- 
tient regain  as  much  func- 
tion and  independence  as 
possible.  With  the  most 


modern  facilities  and 
equipment,  and  therapists 
who  are  rehabilitation 
specialists,  we  offer  a 
unique  approach  to  reha- 
bilitation. 

Our  comprehensive  re- 
habilitation programs  in- 
clude: 

• spinal  cord  injury 

• head  injury 

• stroke 

• arthritis 

• amputee 

• spinal  pain 

Call  us  to  arrange  a pri- 
vate tour  of  our  facilities  or 
to  receive  more  informa- 
tion on  the  disease  category 
rehabilitation  programs 
offered  at  DRI. 


9713  Harry  Hines  Blvd. 
Dallas,  TX  75220-5441 
(214)  358-6000 
1-800-441-9199  (TX  only) 


In  moderate  depression  and  anxiety 


1^  74%  of  patients  experienced  improved  sleep 
after  the  first  hs.  dose* 

^ First-week  improvement  in  somatic  symptoms* 

^ 50%  greater  improvement  with  Limbitrol  in 
the  first  week  than  with  amitriptyline  alone^ 


Protect  Your  Prescribing  Decision: 
Specify  “Do  not  substitute.” 

limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and  ^ 

12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 

limbitror  DS 


Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 
25  mg  amitriptyline  (as  the  hydrochloride  salt)  ^ 


References;  1.  Data  on  file,  Hoffmann-La  Roche  Inc.,  Nutley,  N],  2.  Feighner  VP, 
etal: P^chopharmacology61:2\l-22S.  Mar 22, 1979. 


Limbitrol*® 

Ttanquilizer— Antidepressant 

Before  prescribing,  please  consult  complete  product  information,  a summary  of  which 
follows; 

Contraindications;  Known  hypersensitivity  to  benzodiazepines  or  tricyclic  antidepressants; 
concomitant  use  with  MAOIs  or  within  14  days  of  monoamine  oxidase  inhibitors  (then  initiate 
cautiously,  gradually  increasing  dosage  until  optimal  response  is  achieved) ; during  acute  recovery 
phase  following  myocardial  infarction. 

Warnings;  Use  with  caution  in  patients  with  history  of  urinary  retention  or  angle-closure  glau- 
coma. Severe  constipation  may  occur  when  used  with  anticholinergics.  Closely  supervise  cardio- 
vascular patients.  Arrhythmias,  sinus  tachycardia,  prolongation  of  conduction  time,  myocardial 
infarction  and  stroke  reported  with  tricyclic  antidepressants,  especially  in  high  doses.  Caution 
patients  about  possible  combined  effects  with  alcohol  and  other  CNS  depressants  and  against 
hazardous  occupations  requiring  complete  mental  alertness  [e.g..  operating  machinery,  driving) . 
Usage  in  Pregnancy:  Use  of  minor  tranquilizers  during  the  first  trimester 
should  almost  always  be  avoided  because  of  increased  risk  of  congenital  mal 
formations.  Consider  possibility  of  pregnancy  when  instituting  therapy. 

Withdrawal  symptoms  of  the  barbiturate  type  have  occurred  after  discontinuation  of  benzodiaze- 
pines (see  Drug  Abuse  and  Dependence) . 

Precautions;  Use  cautiously  in  patients  with  a history  of  seizures,  in  hyperthyroid  patients, 
those  on  thyroid  medication,  patients  with  impaired  renal  or  hepatic  ftinction.  Because  of  suicidal 
ideation  in  depressed  patients,  do  not  permit  easy  access  to  large  quantities  of  drug.  Periodic  liver 
function  tests  and  blood  counts  recommended  during  prolonged  treatment.  Amitriptyline  may 
block  action  of  guanethidine  or  similar  antihypertensives.  When  tricyclic  antidepressants  are 
used  concomitantly  with  cimetidine  (Tfigamet) , clinically  significant  effects  have  been  reported 
involving  delayed  elimination  and  increasing  steady-  state  concentrations  of  the  tricyclic  drugs. 
Use  of  Limbitrol  with  other  psychotropic  drugs  has  not  been  evaluated;  sedative  effects  may  be 
additive.  Discontinue  sever^  days  before  surgery.  Limit  concomitant  administration  of  ECT  to 
essential  treatment.  See  Warnings  for  precautions  about  pregnancy.  Should  not  be  taken  during 
the  nursing  period  or  by  children  under  12.  In  elderly  and  debilitated,  fimit  to  smallest  effective 
dosage  to  preclude  ataxia,  oversedation,  confusion  or  anticholinergic  effects.  Inform  patients  to 
consult  physician  before  increasing  dose  or  abruptly  discontinuing  this  dmg. 


Adverse  Reactions;  Most  frequent;  drowsiness,  dry  mouth,  constipation,  blurred  vision,  dizzi- 
ness, bloating.  Less  frequent:  vivid  dreams,  impotence,  tremor,  confusion,  nasal  congestion. 
Rare:  granulocytopenia,  jaundice,  hepatic  dysfunction.  Others:  many  symptoms  associated  with 
depression  including  anorexia,  fatigue,  weakness,  restlessness,  lethargy. 

Adverse  reactions  not  reported  with  Limbitrol  but  reported  with  one  or  both  components  or 
closely  related  dmgs:  Cardiovascular:  Hypotension,  hypertension,  tachycardia,  palpitations, 
myocardial  infarction,  arrhythmias,  heart  block,  stroke.  Pychiacric:  Euphoria,  apprehension, 
poor  concentration,  delusions,  hallucinations,  hypomania,  increased  or  decreased  libido.  Neuro- 
logic: Incoordination,  ataxia,  numbness,  tingling  and  paresthesias  of  the  extremities,  extra- 
pyramidal  symptoms,  syncope,  changes  in  EEC  patterns.  Anticholinergic;  Disturbance  of 
accommodation,  paralytic  ileus,  urinary  retention,  dilatation  of  urinary  tract.  Allergic:  Skin  rash, 
urticaria,  photosensitization,  edema  of  face  and  tongue,  pruritus.  Hematologic:  Bone  marrow 
depression  including  agranulocytosis,  eosinophilia,  purpura,  thrombocytopenia.  Gastrointesti- 
nal: Nausea,  epigastric  distress,  vomiting,  anorexia,  stomatitis,  peculiar  taste,  diarrhea,  black 
tongue.  Endocrine:  Tfesticular  swelling,  gynecomastia  in  the  male,  breast  enlargement,  galactor- 
rhea and  minor  menstrual  irregularities  in  the  female,  elevation  and  lowering  of  blood  sugar 
levels,  and  syndrome  of  inappropriate  ADH  (antidiuretic  hormone)  secretion.  Other:  Headache, 
weight  gain  or  loss,  increased  perspiration,  urinary  frequency,  mydriasis,  jaundice,  alopecia, 
parotid  swelling. 

Drug  Abuse  and  Dependence;  Withdrawal  symptoms  similar  to  those  noted  with  barbiturates 
and  alcohol  have  occuned  following  abrupt  discontinuance  of  chlordiazepoxide;  more  severe 
seen  after  excessive  doses  over  extended  periods;  milder  after  taking  continuously  at  therapeutic 
levels  for  several  months.  Withdrawal  symptoms  also  reported  with  abrupt  amitriptyline  discon- 
tinuation. Therefore,  after  extended  therapy,  avoid  abmpt  discontinuation  and  taper  dosage. 
Carefully  supervise  addiction-prone  individuals  because  of  predisposition  to  habituation  and 
dependence. 

Overdosage;  Immediately  hospitalize  patient.  Tfeat  symptomatically  and  supportively. 

I.V.  administration  of  1 to  3 mg  physostigmine  salicylate  may  reverse  symptoms  of  amitriptyline 
poisoning.  See  complete  product  information  for  manifestation  and  treatment. 

How  Supplied;  Double  strength  (DS)  Tablets,  white,  film-coated,  each  containing  10  mg 
chlordiazepoxide  and  25  mg  amitriptyline  (as  the  hydrochloride  salt) , and  Ibblets,  blue,  film- 
coated,  each  containing  5 mg  chlordiazepoxide  and  12.5  mg  amitriptyline  (as  the  hydrochloride 
salt)— bottles  of  100  and  500;  Tfel-E-Dose*  packages  of  100;  Prescription  Paks  of  50. 

ROCHE  PRODUCTS  INC. 

Manati,  Puerto  Rico  00701 
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In  the  depressed  and  anxious  patient 

See  Improvement  In  The  First  WeekL 

And  The  Weeks  That  Follow 


^74%  of  patients  experienced  improved  sleep 
after  the  first  A5.  dose' 

1^ First- week  reduction  in  somatic  symptoms' 


Caution  patients  about  the  combined  effects  of 
Limbitrol  with  alcohol  or  other  CNS  depres- 
sants and  about  activities  requiring  complete 
mental  alertness,  such  as  operating  machinery 
or  driving  a car.  In  general,  limit  dosage  to  the 
lowest  effective  amount  in  elderly  patients. 


limbitror 

Each  tablet  contains  5 mg  chlordiazepoxide  and 
12.5  mg  amitriptyline  (as  the  hydrochloride  salt) 


Percentage  of  Reduction  in  Individual  Somatic  Symptoms 
During  First  Week  of  Limbitrol  Therapy* 


VOMITING  NAUSEA  HEADACHE  ANOREXIA  CONSTIPAnON 
♦Patients  often  presented  with  more  than  one  somatic  symptom. 


Copyright  © 1988  by  Roche  Products  Inc.  All  rights  reserved. 
Please  see  summary  of  product  information  inside  back  cover. 
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Each  tablet  contains  10  mg  chlordiazepoxide  and  ^ 

25  mg  amitriptyline  (as  the  hydrochloride  salt)  vX- 
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Editorials 


Solid  organ  transplantation 
affects  all  physicians 

This  edition  of  Texas  Medicine  is  devoted  to  organ  transplanta- 
tion because  of  the  prominent  role  it  now  plays  in  our  prac- 
tices. Indeed,  Texas  may  have  become  the  busiest  venue  for 
this  activity.  We  are  all  affected.  Not  only  is  the  tertiary  referral 
center  specialist  challenged  with  coordinating  transplant  pro- 
cedures, but  primary  care  physicians  and  a wide  range  of  con- 
sultants must  screen  candidates  for  organ  transplantation  from 
their  practices  and  provide  long-term  care  for  them  when  they 
return  home  after  surgery.  Furthermore,  everyone  is  respon- 
sible for  identifying  potential  organ  and  tissue  donors  and  im- 
plementing compassionate  and  sensitive  request  procedures. 

It  is  the  unique  juxtaposition  of  transplant  center,  ill  patient, 
community  physician,  and  organ  donor  that  creates  an  unusual 
covenant.  This  rather  sacred  agreement  bestows  unique  re- 
sponsibilities upon  our  state’s  medical  profession.  Our  alliance 
is  accountable  for  supporting  transplant  centers  of  expertise, 
experience,  and  quality,  as  well  as  ensuring  that  there  are  ade- 
quate donor  organ  supplies  and  fair  distribution  schemes.  Fur- 
thermore, as  members  of  society  at  large,  we  must  unite  to 
help  address  the  great  challenge  of  providing  sophisticated  but 
costly  medical  care  to  the  indigent  and  underinsured  patients 
residing  in  our  communities.  The  newly  formed  Texas  Trans- 
plantation Society  and  the  Texas  Medical  Association  have  rec- 
ognized the  challenges  and  have  come  together  to  provide  a 
forum  for  transplant-medicine  issues. 

To  promote  broad-based  understanding  of  transplantation, 
this  special  issue  of  Texas  Medicine  reviews  the  history  of  the 
art  and  where  it  is  headed,  highlighting  present  day  practice 
and  problems.  Because  of  limited  space,  we  have  directly  ad- 
dressed only  kidney,  liver,  heart,  and  lung  transplantation  and 
the  use  of  mechanical  heart  replacement  and  assistance  during 
“bridge-to-transplantation.”  A historical  overview  attempts  to 
put  these  now  commonly  performed  procedures  into  perspec- 
tive. Organ  donor  identification  and  management  and  organ 
procurement  systems  are  also  discussed.  Nonclinical  articles 
review  recent  federal  and  state  legislation  and  its  relevance  to 
Texans  and  analyze  the  social  dilemmas  of  health  care  ration- 
ing that  are  brought  to  fore  by  organ  transplantation.  Though 
discussions  of  tissue  (skin,  bone,  ligament,  cornea,  or  bone 
marrow)  transplantation  have  not  been  included,  their  unique 
challenges  and  benefits  deserve  more  attention  soon. 

Individually,  one  can  interact  with  the  organ  transplant 
scene  in  a number  of  ways:  by  having  patients  who  might 
benefit  from  these  procedures,  by  caring  for  organ  recipients, 
by  identifying  organ  donors  and  meeting  with  their  loved  ones, 
by  having  ill  relatives  or  friends  who  undergo  transplant  sur- 
gery, by  debating  health  care  policy  in  a variety  of  forums,  by 
researching  the  scientific  challenges  of  this  specialty,  by  com- 
plying with  regulatory  statutes  regarding  transplantation,  or 
even,  simply,  by  contemplating  one’s  personal  philosophy  long 
enough  to  consider  signing  an  organ  donor  card.  No  matter 


how  organ  transplantation  affects  you,  we  hope  this  publica- 
tion proves  informative  and  thought-provoking. 

JAMES  B.  YOUNG,  MD,  Guest  Editor 

The  Multi-Organ  Transplant  Center  of  The  Methodist  Hospital  and  Baylor  College 
of  Medicine,  6535  Fannin  SM-491,  Houston,  TX  77030. 


Liver  transplantation  in  1988: 
progress  in  transplantation 

Diseases  desperate  groum 

By  desperate  appliance  are  relieved, 

Or  not  at  all 

— Shakespeare  (Hamlet,  Act  IV,  Sc.  3) 

In  1988,  liver  transplantation  is  “for  real.”  The  procedure  is  no 
longer  an  experiment,  but  a viable  medical  option  under  ap- 
propriate circumstances.  We  generally  agree  with  the  com- 
ments by  Alpert  et  al  in  this  issue  of  Texas  Medicine  (p68),  but 
would  like  to  reemphasize  and  add  several  points.  These  in- 
clude (a)  the  indications  for  liver  transplantation,  (b)  age  lim- 
its for  donor  organs  and  recipients,  (c)  acute  hepatic  failure  as 
an  indication  for  transplantation,  ( d ) alcoholism  in  relation  to 
liver  transplantation,  and  (e)  donor  referral  in  Texas,  and  the 
economy  of  the  procedure. 

Liver  transplant  indications 

Specific  diseases  that  may  benefit  from  liver  transplantation 
have  been  listed  previously.  In  general,  the  indications  for 
transplantation  include  irreversible  progressive  liver  disease 
and  the  lack  of  an  alternative  therapy  in  the  absence  of  con- 
traindications. It  is  essential  that  both  the  patient  and  family 
understand  and  accept  the  procedure  ( 1 ).  Timing  of  the  pro- 
cedure is  critical  to  avoid  excess  morbidity  that  may  accom- 
pany liver  failure  while  the  patient  is  awaiting  a donor.  The 
stage  of  the  original  disease  has  been  reported  to  be  of  greater 
prognostic  importance  than  its  nature  with  regards  to  post- 
transplant survival  ( 2 ).  Since  1 963,  when  Dr  Thomas  Starzl 
performed  the  first  liver  transplant,  survival  rates  have  im- 
proved, especially  recently  with  the  use  of  cyclosporin  A for 
post-transplant  immunosuppression.  We  expect  these  trends  to 
continue  with  better  selection  of  candidates,  improved  trans- 
plant timing,  and  greater  experience. 

Several  adverse  preoperative  indicators  that  predict  trans- 
plant mortality  have  been  reported  (3).  These  include  the 
presence  of  ascites,  hepatic  encephalopathy,  elevated  white 
blood  and  polymorphonuclear  cell  counts,  decreased  helper- 
to-suppressor  T-cell  ratio,  and  elevated  creatinine  and  bilirubin 
levels.  Of  these  variables,  an  elevated  preoperative  serum 
creatinine  level  (greater  than  1.72  mg/dL  [150  micromol/L]) 
was  found  to  be  the  most  predictive  of  early  mortality. 


Texas  Medicine 


I Age  limits 

Advanced  age  has  been  listed  by  many  as  a contraindication  to 
liver  transplantation.  ITiis,  however,  has  to  be  questioned.  A re- 
cent report  cites  that  older  recipients  do  acceptably  well  fol- 
lowing transplantation.  Comparing  outcome  in  younger  and 
older  patients  ( 50  to  77  years  of  age ),  only  slight  differences  in 
survival  and  rate  of  retransplantation  were  seen  ( 4 ).  There  is 
no  a priori  reason  to  exclude  older  recipients,  lacking  other 
I medical  contraindications.  Popper  has  pointed  out  that  the 
morphological  changes  seen  in  the  aging  liver  are  of  little  func- 
tional significance  and  that  the  liver  is  resistant  to  senescent 
; changes  ( 5 ).  Indeed  the  liver  may  be  the  organ  most  resistant 
; to  age-related  changes.  Thus,  the  current  usual  limitation  of  55 
I years  probably  should  be  eliminated,  with  older  donors  and  re- 
cipients accepted.  There  are,  however,  obvious  limitations;  for 
example,  an  adult  liver  will  not  fit  in  a child,  so  livers  of  the 
I elderly  cannot  be  used  in  the  very  young. 

I Transplantation  in  acute  hepatic  failure 

I Acute  hepatic  failure  has  been  defined  as  the  onset  of  hepatic 
I encephalopathy  within  eight  weeks  of  onset  of  illness  and 
I without  evidence  of  prior  liver  disease.  A late-onset  hepatic 
I failure  has  been  described  with  the  development  of  encephalo- 
pathy at  8 to  24  weeks  ( 6 ).  Both  conditions  are  associated 
r with  poor  survival  rates  when  late-stage  encephalopathy  is 
present.  Those  who  survive  acute  ( or  fulminant ) liver  failure 
tend  not  to  have  residual  liver  disease,  in  distinction  to  the 
late-onset  form,  which  results  in  chronic  liver  disease. 

Timing  of  transplantation  is  critical.  In  grade  1 or  2 encepha- 
I lopathy,  the  patient  may  improve  and  transplantation  is  unnec- 
; essary.  A patient  whose  condition  is  deteriorating  in  later 
I stages  of  encephalopathy  is  a candidate.  However,  at  this  point, 
j transfer  to  a transplant  center  is  often  difficult,  and  there  may 
be  insufficient  time  to  procure  a donor  organ  ( 2 ).  Techniques 
of  liver  support  need  to  be  investigated  and  they  are  a high  re- 
search priority.  One  such  technique,  charcoal  hemoperfusion 
in  acute  hepatic  failure,  has  shown  promise  in  one  center  ( 7 ). 
Further  studies  of  this  type  are  needed. 

Encouraging  initial  results  were  reported  recently  for  a 
group  of  patients  who  received  transplants  because  they  had 
acute  liver  failure.  Included  was  one  patient  with  a fulminant 
hepatitis  B infection  who  was  reported  to  be  alive  nine  months 
after  the  transplant,  and  to  have  normal  liver  function  and  anti- 
bodies to  the  hepatitis  B surface  antigen,  core  antigen,  and  E 
antigen  ( 8 ).  Given  the  scarcity  of  such  patients  and  the  usually 
rapid  course  of  the  disease,  statistically  meaningful  controlled 
trials  will  be  difficult  to  obtain. 

Alcoholism  and  liver  transplantation 

The  decision  whether  to  offer  transplantation  to  patients  with 
alcohol-related  liver  disease  has  been  debated.  ITie  key  issues 
are  not  the  alcoholic  nature  of  the  disease  or  any  moral  judg- 
ments, but  whether  such  patients  are  otherwise  suitable  (be- 
cause of  questionable  compliance,  other  medical  problems, 
etc)  for  transplantation.  In  those  individuals  with  documented 
abstinence  (six  months  or  more)  or  with  a strong  likelihood  of 
rehabilitation,  transplantation  may  be  a reasonable  option.  It  is 
difficult  to  predict  an  impending  fatal  outcome  for  any  patient 


with  severe  cirrhosis.  In  general,  a prolonged  prothrombin 
time  ( greater  than  8 sec  beyond  control  following  parenteral 
vitamin  K)  and  no  evidence  of  disseminated  intravascular  co- 
agulation suggest  that  a poor  outcome  is  likely.  Severe  jaundice 
(with  total  bilirubin  level  greater  than  20  mg/dL  [342  micro- 
mol/L] ),  spontaneous  encephalopathy,  and  hepatorenal  syn- 
drome likewise  predict  a poor  outcome  (9).  As  there  is  no 
established  specific  therapy  for  chronic  alcoholic  liver  disease, 
transplantation  may  offer  another  chance  to  the  reformed,  or 
potentially  reformed,  alcoholic. 

Donor  referral  and  economic  issues 

Einally,  who  do  you  call?  This  special  issue  of  Texas  Medicine 
has  emphasized  the  availability  of  organ  procurement  organiza- 
tions in  the  state  and  listed  their  phone  numbers  ( p 29 ).  Liver 
donors  typically  have  injuries  resulting  in  brain  death  and  have 
no  history  of  liver  disease.  Prolonged  hypotension,  severe  ane- 
mia, and  hypoxia  should  be  avoided  in  donors.  The  kidneys 
can  be  salvaged  along  with  the  liver.  Unlike  the  kidneys,  which 
may  be  stored  for  up  to  48  hours  after  donation,  livers  cur- 
rently may  only  be  preserv  ed  for  8 to  1 2 hours  with  cold  stor- 
age (10);  this  time  limit  may  be  extended  with  different  organ 
preservation  solutions.  This  limitation  creates  some  difficulty 
for  obtaining  livers  from  distant  sites  and  indicates  the  need 
for  further  research  into  techniques  for  assuring  longer  organ 
preservation.  Means  for  identifying  the  most  viable  grafts  by 
newer  techniques  (ie,  NMR)  are  being  investigated. 

How  many  liver  transplant  centers  should  we  have  in  Texas? 
We  feel,  as  has  been  suggested  earlier,  that  several  centers  are 
needed,  which  provide  expert  care  based  upon  major  commit- 
ment to  and  research  in  transplantation  (10).  Expertise  will 
most  likely  develop  from  experience  with  many  patients.  It  is 
likely  that  only  a few  centers  in  each  region  would  have  a suffi- 
cient volume  of  transplants  and  the  required  extensive  support 
services  to  perform  these  procedures  optimally. 

Liver  transplants  are  costly  ( $100,000  to  $200,000)  with 
most  of  the  costs  being  shouldered  by  private  insurance  com- 
panies. Coverage  is  variable  and  some  companies  do  not  cover 
the  procedure.  Medicare  has  not  yet  funded  liver  transplants; 
however,  Medicaid  will  provide  coverage  for  children.  Indi- 
gent patients  must  now  raise  the  necessary  funds.  This  creates 
an  obvious,  severe  burden  upon  the  less-than-wealthy  and  the 
elderly.  Is  it  proper  to  have  such  different  health  coverage  of 
the  well-to-do  and  the  poor?  These  issues  are  addressed  in 
more  detail  by  Dr  Brody  in  this  issue  ( p 80 ). 

Each  year  patients  die  while  awaiting  a suitable  donor  liver, 
but  the  number  of  potential  donors  is  felt  to  be  adequate  (11). 
Only  a small  minority  of  them  actually  donate  organs,  how- 
ever. Each  physician  must  remember  this  need  and  refer  po- 
tential organ  donors  when  the  occasion  arises. 

THOMAS  E.  WHIGHAM,  MD 
STEVEN  SCHENKER,  MD 

Department  of  Medicine.  Division  of  Gastroenterology  and  Nutrition,  The  Uni- 
versity of  Texas  flealth  Science  Center  at  San  Antonio,  and  the  Audie  L.  Murphy 
Memorial  Veterans’  Hospital,  San  Antonio,  TX  "'8284.  Send  reprint  requests  to  Dr 
Whigham,  The  University  of  Texas  Health  Science  Center,  7703  Floyd  Curl  Dr, 
San  Antonio,  TX  "'8284. 
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CARDIOLOGY  EVALCJATION 

Cardiac  Catheterization 
Non-invasive  testing 
— Treadmill  stress  test 
— Electrocardiography 
— Echocardiography 
Esophageal  evaluation 
Coronary  Angioplasty  (PTCA) 

Cardiovascular  Risk  Reduction 
Cardiac  Rehabilitation 
Hypertension  Consultation 

CARDIOVASCULAR  SURGERY 

Coronary  artery  bypass 
and  endarterectomy 
Cardiac  valve  replacement 
and  valvuloplasty 
Pacemaker  Implantation 
Peripheral  vascular  surgery 

ONCOLOGY  SERVICE 

Breast  Diagnostic  Center 
Lung  Cancer 

Other  Tumors  of  the  Chest 

ADULT  PULMONARY  SERVICE 

Asthma 

Acute  & Chronic  Respiratory  Failure 
Evaluation  of  Mass  Lesions 
in  the  Chest 

Pulmonary  Function,  Inhalatinal 
Challenge  and  Exercise  Testing 
Sleep  Disorders 
Tuberculosis  & Atypical 
Mycobacterial  Disease 
Unusual  Infections  of  the  Chest 
Thoracic  Surgery 
Pulmonary  Rehabilitation 
Clinical  Trials  and  Basic  Research 
of  Pulmonary  Disorders 
Unusual  Infections  of  the  Chest 

PEDIATRIC  PULMONARY  SERVICE 

Asthma 
Cystic  Fibrosis 
Other  Lung  Diseases 

For  consultation  or  referral 
call  toll  free:  1-800-442-8842 
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lOut  Of  Every  4 Medic  Computer  Systems 
Is  Bought  to  Replace  Another  System. 


Here’s  Why. 


Too  many  practices  find  out  about  weak  support 
too  late.The  smallest  glitch  takes  hours  of  searching 
for  help  that  never  comes.The  distributor  went  out  of 
business.The  software  people  say  it’s  the  hardware. 
And  the  hardware  people  don’t  answer  the  phone. 

With  Medic,  that  can’t  ever  happen.  Since  we  are 
the  system  developers,  we  can  provide  all  the  hard- 
ware and  software  expertise  you’ll  need. 

We  start  by  assessing  your  practice’s  current 
needs  and  even  the  space  you’ve  got  for  computer 
stations.Then  we  follow  through,with  everything  from 
helping  you  custom  design  your  bills  to  seminars  on 
getting  the  maximum  benefit  from  your  system. 

That’s  the  security  Medic  provides  to  more  than 
6,000  doctors  in  2,000  practices  from  coast  to  coast. 
And  it’s  backed  by  a $2.5  billion  organization.  Plus 
Texas  Instruments  hardware,  with  its  excellent  track 
record  for  reliability  and  expandability. 


For  a system  you  can  start  with  and  stay 
with, call  Medic.Specialists  in  computer 
systems  for  America’s  medical  community. 
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8601  Six  Forks  Rd.,  Suite  300,  Raieigh,  NO  27615,  919-847-8102.  In  NO  Call:  1-800-877-5678.  Outside  NO  Call:  1-800-334-8534. 

Other  Offices:  Ann  Arbor,  Atlanta,  Austin,  Chicago,  Cincinnati,  Dallas,  Denver,  Ft.  Lauderdale,  Hartford,  Houston,  Jackson,  Kansas  City,  Los  Angeles, 
Minneapolis,  Nashville,  Oklahoma  City,  Orlando,  Philadelphia,  Phoenix,  Pittsburgh,  Richmond,  San  Antonio,  San  Diego,  San  Francisco,  Tampa. 
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Childhood  hearing  loss 

A scientific  report  from  the  federal  Occupational  Safety  and 
Health  Administration  (OSHA)  ( 1 ),  lists  rock  bands  as  one  of 
the  most  damaging  causes  of  noise-induced  hearing  loss.  In  de- 
scribing the  effects  of  noise  from  textile  looms,  pneumatic 
tools,  and  rock  concerts,  the  report  stated:  “In  most  cases, 
noise-induced  hearing  loss  is  insidious.  . . . often,  material  im- 
pairment has  occurred  before  the  condition  is  clearly  recog- 
nized.” Almost  all  rock  concerts  average  1 10  dB  in  intensity, 
which  is  far  above  the  85-dB  level  considered  the  safe  upper 
limit  for  continuous  exposure  ( 1 ). 

At  levels  above  85  dB,  earplugs  or  earmuffs,  such  as  those 
worn  by  flight  line  personnel,  are  strongly  recommended.  As  a 
matter  of  policy,  flight  personnel  are  required  by  law  to  wear 
such  protective  devices.  Unfortunately,  youngsters  exposed  to 
continuous  and  repeated  rock  concerts  are  at  high  risk  for  de- 
veloping irreversible  hearing  loss  which  will  become  evident 
as  they  grow  older.  It  should  be  noted  that  this  hearing  loss  is 
permanent  and  "...  unlike  some  conductive  hearing  dis- 
orders, cannot  be  treated  medically”  ( 1 ). 

Wesley  W.O.  Krueger,  MD,  and  James  E.  Olsson,  MD,  both  of 
San  Antonio  and  both  specialists  in  neuro-otologic  surgery  and 
diseases  of  the  ear  noted  that  permanent  noise-induced  hear- 
ing loss  is  well  documented  in  patients  who  attend  rock  con- 
certs. “According  to  OSHA,”  they  wrote,  “permissible  noise 
exposure  levels  for  individuals  should  not  have  a duration  of 
more  than  one  half  hour  at  a sound  pressure  level  of  1 10  dB” 
(correspondence,  December  23,  1985). 

Krueger  and  Olsson  also  report  that  they  have  observed  an 
increasing  incidence  of  hearing  impairment  in  their  young  pa- 
tients due  to  high  intensity  sounds.  Loss  of  speech  discrimina- 
tion skills  may  make  it  difficult  for  these  young  patients  to 
understand  speech,  and  ultimately  they  will  have  difficulty 
with  all  of  their  communication  skills. 

The  Oct  12,  1987,  issue  of  U.S.  News  and  World  Report  cites 
another  OSHA  warning  about  certain  types  of  radios  and  re- 
corders played  at  full  volume.  One  study  has  shown  hearing 
loss  due  to  headsets  played  at  high  intensity  for  three  hours. 
The  same  article  goes  on  to  state;  “And  1 20  decibels,  what 
you’d  hear  directly  in  front  of  the  speakers  at  a rock  concert, 
S immediately  destroys  some  of  the  sensitive  hairs  in  the  inner 

ear  that  transmit  sound.  Any  hair  cells  in  the  inner  ear  that  are 

destroyed  don’t  grow  back,  so  hearing  loss  is  irreversible.” 
The  American  Speech-Language-Hearing  Association  provides 
the  following  toll-free  number  for  further  information: 
1-800-638-8255. 

Additional  clinical  information  is  avaUable  from  Jerome  C. 
Goldstein,  MD,  Executive  Vice  President,  The  American  Acad- 
emy of  Otolaryngology-Head  and  Neck  Surgery,  Inc,  1101  Ver- 
mont Ave,  NW,  Suite  302,  Washington,  DC  20005. 

Information  on  hearing  loss  and  rock  concerts  is  also  being 
provided  by  Walter  A.  Petryshyn,  MD,  medical  director  of  the 
Deafness  Research  Foundation,  9 East  38th  Street,  New  York, 
NY  10016.  The  Deafness  Research  Foundation  is  the  only  na- 
tional voluntary  health  organization  that  is  entirely  committed 


to  directing  public  attention  and  support  for  basic  as  well  as 
clinical  research  on  the  causes,  treatment,  and  prevention  of 
deafness  and  hearing  disabilities. 

Parents  and  professionals  alike  are  urged  to  make  known 
their  opinions  in  much  the  same  manner  as  they  did  with  the 
“976-Dial-A-Porn”  commercialized  use  and  abuse  of  children. 

ROBERT  S.  DEMSKI,  MD 

Consultant  in  Rock  Music,  City  of  San  Antonio;  President,  Medical  Staff,  Laurel 
Ridge  Hospital,  and  Clinical  Associate  Professor  of  Psychiatry,  The  University  of 
Texas  Health  Science  Center  at  San  Antonio,  PO  Box  700590,  San  Antonio.  TX 
78270-0590. 
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Cryptosporidia:  a significant 
cause  of  epidemic  diarrhea  in 
Texas 

For  several  years,  Cryptosporidia  have  been  recognized  as  an 
occasional  cause  of  diarrhea  in  the  healthy  adult  and  inter- 
national traveler;  as  a serious  cause  of  illness  in  the  immuno- 
compromised patient;  and  as  responsible  for  outbreaks  of  ill- 
ness in  young  children  (1,2).  In  fact,  the  incidence  of  cryp- 
tosporidiosis  may  be  comparable  to  that  of  more  familiar  causes 
of  endemic  and  epidemic  diarrhea,  such  as  Salmonella  sp  and 
Shigella  sp.  Recent  studies  by  the  Texas  Department  of  Health 
(TDH)  and  others  suggest  Cryptosporidia  frequently  cause  en- 
demic and  epidemic  diarrhea  in  healthy  adults  in  Texas. 

Case  1 

In  the  fall  of  1987,  the  Epidemiology  Division,  Texas  Depart- 
ment of  Health,  and  a local  health  department  investigated  an 
outbreak  of  diarrhea  at  a university  in  central  Texas.  More  than 
600  students  and  faculty  experienced  a diarrheal  illness  with 
abdominal  cramps.  Cryptosporidia  were  implicated  as  the 
causative  organism.  Epidemiology  data  suggested  the  water 
system  as  the  mode  of  transmission. 

Case  2 

In  1984,  the  Epidemiology  Division  of  TDH,  assisted  in  an  in- 
vestigation of  diarrhea  in  a community  near  San  Antonio,  Tex 
(3).  Over  300  people  were  affected.  Cryptosporidium  was  im- 
plicated as  the  etiological  agent,  and  inadequately  treated 
water  accounted  for  its  transmission. 

Case  3 

In  1987,  the  Centers  for  Disease  Control  investigated  an  out- 
break of  diarrhea  in  a community  in  western  Georgia  (4). 

More  than  1 3,000  people  were  affected.  Cryptosporidium  was 
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implicated  as  the  causative  agent.  Water  supplied  by  a publicly 
operated  water  supply  system  functioning  in  compliance  with 
Environmental  Protection  Agency  standards  was  responsible 
for  transmission  of  the  organism. 

Discussion 

Cryptosporidium,  a coccidian  protozoan,  is  distributed  world- 
wide. It  is  known  to  cause  serious  disease  in  the  immuno- 
compromised patient,  and  occasional  outbreaks  of  diarrhea  in 
infants  attending  day  care  centers.  It  also  causes  sporadic  dis- 
ease in  healthy  adults,  especially  animal  handlers  and  parents 
of  children  attending  day  care  centers.  Transmission  usually 
occurs  by  a fecal-oral  route.  Symptoms  of  infection  are  abdom- 
inal cramping  and  nonbloody  diarrhea  lasting  three  to  ten 
days.  In  the  person  who  is  not  immunocompromised,  the  dis- 
ease is  self-limiting  and  only  symptomatic  treatment  is  needed. 

When  given  a fecal  specimen  and  history  of  enteritis,  most 
laboratories  only  attempt  to  isolate  Salmonella  or  Shigella  sp, 
and  possibly  Campylobacter.  If  asked  to  look  for  “ova  and  par- 
asites,” a laboratory  would  probably  do  a wet  smear  and  a 
“concentration”  (such  as  formalin-ethyl  acetate)  procedure. 
These  techniques  would  detect  other  protozoa  and  helminth 
eggs,  but  much  skill  is  needed  to  detect  Cryptosporidia,  which 
are  often  overlooked.  The  organism  is  very  small  ( 2 to  5 g-m  in 
diameter)  and  not  often  recognized  when  using  routine  para- 
sitological procedures.  For  example,  Cryptosporidium  oocysts 
do  not  stain  with  iodine  stain,  the  wet-stain  most  often  used  in 
parasitology  laboratories.  It  is  generally  accepted  that  an  acid- 
fast  staining  procedure  is  required  to  confirm  the  presence  of 
this  organism.  Acid-fast  staining  procedures,  while  commonly 
used  in  some  bacteriology  laboratories,  have  not  been  used  as 
routinely  in  parasitology  laboratories  until  recent  times.  In- 
deed, some  parasitology  laboratories  do  not  yet  utilize  an  acid- 
fast  stain,  let  alone  include  one  as  a routine  procedure. 

The  l4th  edition  of  Control  of  Communicable  Diseases  in 
Man  does  not  even  list  Cryptosporidium  as  a cause  of  epi- 
demic diarrhea,  in  either  its  discussion  of  acute  diarrheas  or 
food-bome  intoxications.  Analysis  of  data  accumulated  by  the 
TDH  Division  of  Epidemiology  for  the  period  1985  to  1987 
shows  that  5,500  cases  of  diarrhea  were  reported  annually 
(38%  Shigella,  50%  Salmonella).  This  is  a gross  underesti- 
mate of  the  real  prevalence  of  these  diseases.  However,  crypto- 
sporidiosis  (a  generally  unsought  and  undiagnosed  problem) 
may  be  even  more  commonly  underreported.  We  believe,  in 
fact,  that  the  case  histories  we  have  described  suggest  that 
cryptosporidiosis  is  a significant  diarrheal  disease  in  Texas  and 
that  its  incidence  in  Texas  may  be  comparable  to  that  of  the 
more  well-known  diarrhea-causing  organisms. 

The  Texas  Department  of  Health  medical  parasitology  sec- 
tion detected  Cryptosporidium  sp  in  42  (2.8%  ) of  the  speci- 
mens examined  from  Sept  1,  1985,  to  Aug  31,  1986;  in  17 
specimens  (1.4%  ) during  Sept  1,  1986,  to  Aug  31,  1987;  and  in 
16  specimens  (1.4%  ) from  Sept  1 to  Aug  31,  1988.  Because  it 
is  not  a reportable  disease,  the  number  of  cases  confirmed  by 
other  laboratories  is  not  available. 

Physicians  wishing  to  consider  cryptosporidiosis  in  out- 
breaks of  diarrhea  are  encouraged  to  contact  Mr  Taylor,  who 


will  make  arrangements  for  TDH  laboratories  to  test  fecal  spec- 
imens for  Cryptosporidia. 

ANDREW  M.  ROUSE,  MD,  MPH 

Bureau  of  Disease  Control  and  Epidemiology,  Texas  Department  of  Health,  1 100 
West  49th  St,  Austin,  TX  78756. 

J.P.  TAYLOR,  MPH 

Infectious  Diseases  Program,  Epidemiolog)'  Division,  Texas  Department  of 
Health,  1 100  West  49th  St,  Austin,  TX  78756 
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Coding  and  audits 

Dr  Merian’s  article  on  coding  and  audits  ( Texas  Medicine, 

April,  p 50  ) was  most  informative.  I or  members  of  my  office 
staff  have  attended  most  of  the  TMA-sponsored  workshops,  so  I 
feel  that  I have  been  very  diligent  in  trying  to  learn  about 
Medicare  regulations  and  how  to  cope  with  them  as  well  as 
anyone  can. 

After  reading  this  article,  I am  concerned  about  the  use  of 
the  word  “routine.”  CPT  ’88  describes  only  levels  of  service, 
not  a “routine”  service.  In  my  opinion,  there  are  no  routine 
types  of  office  calls,  nor  can  there  be  a set  percentage  of  types 
of  visits.  (How  can  the  Health  Care  Financing  Administration 
[HCFA]  accurately  and  cost  effectively  monitor  number  and 
types  of  patient  visits,  when  not  all  office  visits  are  submitted 
to  Medicare?)  Furthermore,  we  have  been  advised  by  HCFA 
that  there  can  no  longer  be  “routine”  orders,  so  how  can  there 
be  “routine”  visits? 

Being  a rural  family  practitioner,  I have  a large  percentage  of 
geriatric  patients.  Many  of  those  patients  are  in,  or  think  they 
are  in,  a low  socioeconomic  class.  Many  are  very  reluctant  to 
come  in  for  simple,  follow-up  care  for  chronic  conditions. 

They  do  tend  to  wait  until  they  have  complications,  or  multiple 
symptoms,  and  the  care  involves  a greater  degree  of  his- 
tory-taking, examination,  and  treatment. 

The  threatened  practice  of  Medicare  “down-coding”  will  be 
devastating  to  medical  practice.  Even  those  of  us  who  are  con- 
scientious about  trying  to  comply  with  regulations  are  ftns- 
trated,  intimidated,  and  rebellious.  It  is  unbelievable  that  a 
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professional  group  so  educated  and  dedicated  to  the  practice 
of  medicine  allows  itself  to  be  manipulated  in  this  way. 

Physicians  must  make  themselves  aware  of  what  is  happen- 
ing and  get  involved  in  constructive  change.  We  need  to  write 
or  call  our  congressmen  and  enlist  the  help  of  our  patients  and 
the  public  to  do  the  same.  Congress  needs  to  be  reminded,  or 
perhaps  made  aware,  that  HCFA  cannot  begin  to  provide  all 
the  health  services  to  the  Medicare  population  of  the  US  at  a 
fraction  of  the  cost  paid  by  the  remainder  of  the  population.  (A 
Medicare  patient  pays  approximately  $25  per  month  for  his  or 
her  premium;  young  persons  pay  many  times  that  amount. ) 
Does  this  make  economic  sense? 

Physicians  should  suggest  to  Congress  that  it  is  discrimi- 
natory to  single  out  physicians  for  freezing  prices,  especially 
when  no  effort  is  made  to  contain  prices  that  affect  our  over- 
head. When  malpractice  insurance  rises  from  $2,000  to  $10,000 
(or  higher)  while  the  physician’s  prices  are  frozen,  how  should 
he  or  she  make  up  that  extra  overhead?  The  answer  doesn’t  lie 
in  laboratory  charges,  since  reimbursement  for  those  services 
has  been  reduced.  It  seems  discriminatory  to  freeze  the  prices 
of  a nonparticipating  physician,  but  not  those  of  a participating 
one. 

There  is  also  the  question  of  discrimination  concerning  un- 
fair reimbursement  to  patients  (different  sets  of  reimburse- 
ment according  to  doctors’  locations,  etc  for  similar  proce- 
dures ) who  all  pay  the  same  premiums. 

As  a whole,  physicians  want  to  make  sure  their  patients  re- 
ceive the  best  of  care.  However,  physicians  want,  and  need,  to 
make  a decent  living.  This  requires  not  only  appropriate  eco- 
nomic rewards,  but  satisfactory  working  conditions.  When  the 
stress  and  time  involved  in  doing  paperwork  for  routine  bu- 
reaucratic protocol  becomes  too  great  and  too  frustrating,  if 
not  impossible,  it  is  certainly  time  to  shout,  “Enough  already!” 

Please,  doctors,  wake  up  before  we,  too,  are  an  endangered 
species. 

AYRES  R.  CERMIN,  MD 
1 503  Leggitt,  Cisco,  TX  76437. 
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The  author  replies 

Dr  Cermin  has  touched  on  several  of  the  inequities  in  the 
Medicare/Medicaid  payment  system  for  cognitive  services.  The 
most  onerous  of  inequities  is  the  definition  of  routine  services. 

Since  Medicaid  and  Medicaid  officials  will  not  define  or  ne- 
gotiate this  point,  1 suggest  that  each  of  the  specialty  societies 
help  define  the  documentation  required  for  each  of  the  90,000 
codes.  These  definitions  and  guidelines  can  then  be  followed 
by  members  of  that  specialty.  Medicare/Medicaid  auditors  can 
then  either  follow  these  guidelines  or  offer  their  own 
definitions. 

This  would  help  the  private  physician  understand  and  work 
with  the  current  coding  and  reimbursement  system  used  by 
the  Medicare  carrier  and  Medicaid  fiscal  intermediary. 

FREDERICK  L.  MERIAN,  MD 

Trott  Memorial  Clinic,  PO  Box  758,  Yoakum,  TX  77995. 


The  Texas  Society  of 
Psychiatric  Physicians  and 
Texas  Department  of  Mentai 
Health  and  Mental  Retardation 

invite  qualified  physicians  to  apply  for  the  position  of 
AGENCY  MEDICAL  DIRECTOR, 

TDMHMR  Central  Office. 

Salary.  $100,000  to  $1 10,000  range 

Benefits:  Excellent  paid  leave,  hospitalization, 
tax-sheltered  programs,  retirement,  holidays. 

Location:  Austin,  Texas 

License  to  practice  medicine  in  Texas  and  completion  of  an 
approved  residency  program  in  a medical  specialty 
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Introducing  a new^'how  to"publication  for  treating 
senior  patients. 

Senior  Patient  provides  practical  information  designed  to  help  you  manage 
the  care  of  your  senior  patients. 

Its  fresh  approach  in  medical  journalism  presents  short,  easy-to-read,  original 
articles  on  a broad  range  of  subjects  including  emotions  and  coping,  family 
relationships,  death  and  dying,  sleep  disorders,  community  services,  relations 
with  institutions,  and  financial  problems  and  their  relation  to  health. 

Each  issue  also  offers  "Pearls"  from  the  personal  experiences  of  other 
physicians,  "Quick  Currents"  about  what  is  happening  in  legislation  relating  to 
senior  care,  and  an  "Open  Forum"  in  which  readers  can  react  and  interact. 

It's  a concise,  informative,  "how  to"  approach  in  caring. 


Senior  Patient  • 4530  W.  77th  St.  • Minneapolis,  MN  55435  • (612)  835-3222 
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Four  counties  vote  to  participate 
in  program  to  assure  access 

The  boards  of  trustees  of  the  Bexar, 
McLennan,  Tarrant,  and  Travis  county 
medical  societies  have  voted  to  partici- 
pate in  a pilot  program  designed  to  as- 
sure that  the  state’s  poor  and  near-poor 
elderly  have  access  to  medical  services. 
The  program  will  assist  physicians  in  de- 
termining when  to  accept  Medicare’s  as- 
signed reimbursement  or  otherwise  limit 
their  charges  to  the  amount  approved  by 
Medicare  for  patients  experiencing  finan- 
cial difficulties. 

Texas  Medical  Association’s  House  of 
Delegates  endorsed  the  program  during 
its  May  1 988  annual  session.  TMA  will 
support  the  participating  county  medical 
societies  by  developing  communications 
materials  and  organizing  focus  groups  to 
guide  the  development  of  the  program. 

Communications  materials  will  include 
brochures  for  informing  local  physicians 
and  the  elderly  about  the  program,  mate- 
rial for  display  in  physicians’  offices,  iden- 
tification cards  for  beneficiaries,  and 
public  relations  materials  for  use  in  me- 
dia contacts. 

TMA  also  is  organizing  two  focus 
groups  in  which  physicians  and  benefici- 
aries will  review  the  program’s  concept 
and  implementation. 

The  pilot  program  was  born  out  of 
Texas  Medical  Association’s  concern  that 


“I’m  afraid  you’re  allergic  to  reindeer  dandruff  and 
elf  dust.” 


a legislatively-enacted  mandatory  assign- 
ment program  would  harm  both  physi- 
cians and  their  patients  by  creating 
severe  access-to-services  problems  and 
limiting  physician  autonomy  in  providing 
quality'  services. 

The  Bexar,  McLennan,  Tarrant,  and 
Travis  county  medical  societies  are  at 
various  stages  of  developing  strategies  for 
encouraging  physician  participation  and 
reaching  potential  beneficiaries  through 
local  senior  citizen  organizations.  The 
first  program  is  expected  to  be  opera- 
tional in  January'  1989. 


Survey  respondents  rate 
Texas  Medicine 

In  a recent  survey  of  Texas  Medicine 
readers,  respondents  give  the  journal 
high  marks  for  being  a reliable  source  of 
information  about  Texas  Medical  Associa- 
tion, for  providing  information  not  avail- 
able elsewhere,  for  readability,  and  for 
scientific  accuracy. 

Other  highlights  of  the  survey  are: 

( 1 ) More  than  eight  in  ten  respondents 
“generally  read  ” Texas  Medicine,  spend- 
ing an  average  of  29  minutes  reading  the 
journal. 

( 2 ) Physicians  in  rural  areas  generally 
report  higher  overall  readership  of  Texas 
Medicine  articles  than  do  physicians  in 
urban  areas. 

( 3 ) Very  few  respondents  suggested 
changes  in  the  content  of  Texas 
Medicine. 

(4)  Of  the  journals  cited,  more  respon- 
dents reported  “generally  reading”  Texas 
Medicine  (83.4%  ) and  specialty  journals 
(82.9%  ) than  any  others,  including  the 
Journal  of  the  American  Medical  Asso- 
ciation (JAMA ) and  the  New  England 
Journal  of  Medicine. 

A research  team  from  The  University 
of  Texas  at  Austin,  College  of  Communi- 
cation’s Office  of  Survey  Research,  con- 
ducted the  study  for  TMA  during  January 
and  February  of  1988.  The  team  mailed 
questionnaires  to  a random  sample  of 
1,500  Texas  Medical  Association  mem- 
bers, 500  in  each  of  three  age  categories: 
under  40  years  old,  40  to  55,  and  over 
55.  A total  of  706  questionnaires  were 
completed  and  returned,  representing  a 
response  rate  of  48.22%. 


Texas  schools  benefit 

from  AMA-sponsored  programs 

The  College  Station  and  Bryan  indepen- 
dent school  districts  are  among  six 
school  districts  in  the  United  States  that 
will  participate  in  a pilot  program  de- 
signed to  improve  science  and  mathe- 
matics education.  ITie  American  Medical 
Association  is  a sustaining  member  of  the 
organization  sponsoring  the  program,  the 
Triangle  Coalition  for  Science  and  Tech- 
nology Education. 

The  program  pairs  volunteer  scientists, 
engineers,  and  technicians  with  teachers 
to  help  expand  and  put  in  a more  prac- 
tical context  the  science  and  mathemat- 
ics experiences  of  their  students.  The 
volunteers  will  provide  a variety  of 
teacher  support  activities  from  training 
to  science  experiment  development.  The 
National  Science  Foundation  is  funding 
the  project. 

The  AMA’s  association  with  the  Tri- 
angle Coalition  for  Science  and  Technol- 
ogy Education  is  one  of  several  under- 
takings that  aim  to  improve  science  edu- 
cation and  public  literacy  about  science 
and  scientific  concepts.  The  association’s 
Young  Physicians  Section  has  developed 
the  Natural  Science  Ambassador  Project 
to  focus  on  promoting  interest  in  science 
among  elementary  school  students.  The 
AMA  also  is  spearheading  the  National  In- 
itiative for  Science  and  Technology  Edu- 
cation, which  includes  representatives  of 
academia,  industry,  the  medical  profes- 
sion, science,  and  government. 


HEALTH  LINE 


Toll-free  numbers  of  health 
organizations  published 

The  National  Library  of  Medicine  (NLM) 
has  released  “Health  Hotlines,”  a 34-page 
listing  of  1 89  health-related  organizations 
with  toll-free  telephone  numbers  for 
public  use.  The  booklet  also  includes 
mailing  addresses  for  each  of  the  organi- 
zations. The  organizations  were  selected 
from  DIRLINE  (Directory  of  Information 
Resources  Online),  an  NLM  electronic 
database  that  includes  information  about 


Texas  Medicine 


1 5,000  organizations  throughout  the 
United  States. 

Copies  of  the  NLM  booklet  can  be 
ordered  (at  no  cost)  from  DIRLINE  Infor- 
mation, Specialized  Information  Services, 
National  Library’  of  Medicine,  8600  Rock- 
ville Pike,  Bethesda,  MD  20894.  The 
booklet  order  number  is  PB86- 158482/ 
GBB. 

Persons  wishing  to  add  information 
about  an  organization  to  DIRLINE  should 
mail  the  organization’s  name,  mailing  ad- 
dress, and  phone  numbers  ( including 
toll-free  numbers ) to  that  address. 

Additional  information  about  “Health 
Hotlines,”  DIRLINE,  or  other  NLM  ser- 
vices can  be  obtained  by  calling  NlJVl, 
(800)  638-8480. 


FDA  allows  personal  use 
of  imported  unapproved  drugs 

The  Food  and  Drug  Administration 
( FDA ) will  allow  Americans  to  import 
small  quantities  of  unapproved  drugs 
from  abroad  for  their  personal  use,  ac- 
cording to  a recent  directive  to  its  field 
offices. 

While  the  FDA  has  always  informally 
permitted  individuals  to  import  unap- 
proved drugs  that  do  not  present  an  un- 
reasonable risk,  the  AIDS  crisis  has  led 
FDA  Commissioner  Frank  E.  Young,  MD, 
PhD,  to  issue  formal  guidelines  on  this 
policy.  The  commission  acknowledged 
that  the  FDA  was  “walking  a fine  line”  in 
aUowing  persons  to  take  drugs  that  had 
not  been  FDA  approved,  but  said  he  did 
not  want  to  “rob  people  of  hope.”  He 
emphasized  that  this  policy  does  not 
allow  the  sale  of  the  unapproved  drugs  in 
this  country’. 

Drawn  up  primarily  to  meet  the  needs 
of  AIDS  patients,  this  policy  also  applies 
to  Americans  suffering  from  other 
diseases. 

The  following  criteria  must  be  met: 

— The  drug  may  be  purchased  only  for 
personal  use. 

— The  drug  may  be  purchased  only  in 
small  quantities  ( a supply  of  three 
months  or  less ) and  may  not  be  re-sold. 

— The  patient  who  imports  the  drug 
must  affirm  in  writing  that  the  drug  is  for 
personal  use  and  provide  the  name  and 
address  of  his  or  her  licensed  physician. 

Drugs  that  are  clearly  fraudulent  or 


dangerous,  such  as  Laetrile  and  some  im- 
muno-augmentative  therapies,  will  con- 
tinue to  be  banned. 


NIH  issues  report 

on  red  blood  cell  transfusion 

Red  blood  cell  ( RBC ) transfusion  is  life- 
saving in  the  management  of  numerous 
medical  and  surgical  conditions.  The 
AIDS  epidemic  has  increased  the  level  of 
apprehension  regarding  the  transmission 
of  infectious  disease  by  transfusion.  Fur- 
thermore, there  is  new  information  about 
the  significance  of  anemia  in  the  peri- 
operative period.  These  developments 
have  stimulated  a reexamination  of  the 
benefit-to-risk  relationship  for  transfusion 
therapy. 

To  assess  this  procedure  the  National 
Institutes  of  Health  (NIH  ) held  a Consen- 
sus Development  Conference  on  Peri- 
operative Red  Cell  Transfusion.  Based  on 
scientific  data  presented,  a consensus 
panel  ( drawn  from  the  medical  profes- 
sion, blood  banking  organizations,  and 
the  general  public  ) wrote  a consensus 
statement.  Following  are  the  panel’s  find- 
ings, which  were  reviewed  by  Margie  B. 
Peschel,  chair  of  TMA’s  Committee  on 
Blood  Banking  and  Blood  Transfusion: 

Until  recently,  surgical  and  anesthetic 
practice  has  been  guided  by  the  belief 
that  a hemoglobin  of  less  than  10  g/dL  or 
a hematocrit  of  less  than  30%  indicates  a 
need  for  perioperative  RBC  transfusion. 

Current  experience  suggests  that  most 
patients  with  hemoglobin  values  greater 
than  10  g^dl.  rarely  need  perioperative 
transfusions,  whereas  those  with  acute 
anemia  and  hemoglobin  values  less  than 
7 g/dL  will  more  frequently  need  blood. 

No  single  criterion  can  replace  good 
clinical  judgment  as  the  basis  for  a deci- 
sion regarding  perioperative  transfusion. 
Deciding  to  transfuse  RBC  depends  on 
clinical  assessment  aided  by  laboratory 
data  such  as  arterial  oxygenation,  mixed 
venous  oxygen  tension,  cardiac  output, 
the  oxygen  extraction  ratio,  and  blood 
volume,  when  indicated. 

Many  physicians  and  patients  are  con- 
cerned that  anemia  may  increase  per- 
ioperative morbidity.  There  is  no 
evidence  that  mild  to  moderate  anemia 
contributes  to  perioperative  morbidity. 
For  example,  healing  is  not  eompromised 


by  normovolemic  anemia. 

Among  the  risks  associated  with  ho- 
mologous RBC  transfusion  are  transmis- 
sion of  human  hepatitis  virus,  human 
immunodeficiency  virus  (HfV),  and  hu- 
man T-cell  lymphotropic  viruses  (HTLV- 
I),  cytomegalovirus,  and — on  rare  occa- 
sions— other  microbial  agents  such  as 
Epstein-Barr  virus,  babesia,  parvovirus, 
and  plasmodia.  Therefore,  the  number  of 
homologous  transfusions  should  be  kept 
to  a minimum. 

Although  homologous  RBC  transfu- 
sions are  becoming  safer,  they  should  not 
be  considered  substitutes  for  good  sur- 
gical and  anesthetic  techniques.  Progress 
in  anesthesia  has  allowed  more  time  for 
the  surgeon  to  be  fastidious  about  hemo- 
stasis, and  new  surgical  techniques  have 
improved  the  surgeon’s  ability  to  control 
bleeding. 

A variety  of  alternatives  to  homologous 
transfusions  are  available.  Among  these 
are  the  use  of  autologous  blood,  col- 
lected perioperatively,  or  by  intra- 
operative blood  salvage,  which  appears 
to  be  safe  in  some  applications  and  re- 
duces the  need  for  homologous  trans- 
fusion. In  addition,  pharmacologic 
approaches  to  reducing  the  need  for  ho- 
mologous transfusion  are  promising. 

Some  of  the  research  initiatives  needed 
are:  studies  on  the  effect  of  anemia  on 
the  rate  of  recovery  and  length  of  hospi- 
tal stay;  studies  on  the  use  of  desmo- 
pressin and  recombinant  erythropoietin 
( r-HuEPO ) to  increase  the  amount  avail- 
able for  autologous  transfusion;  ttie  de- 
velopment of  predictors  that  better 
define  the  need  for  perioperative  RBC 
transfusions;  the  design  of  additional 
studies  on  the  value  of  directed  dona- 
tions; the  development  of  ways  to  make 
transfusions  safer;  the  development  of  ap- 
propriate blood  substitutes;  and  the  de- 
termination of  the  risk  of  transfusion- 
transmitted  infection  with  contemporary 
donor  screening  procedures  and  evalua- 
tion of  new  measures  to  identify  infected 
donors. 

Free,  single  copies  of  the  complete 
NIH  Consensus  Statement  on  Per- 
ioperative Red  Cell  Transfusion  may  be 
obtained  from  the  Office  of  Medical  Ap- 
plications of  Research,  Building  1 , Room 
216,  NIH,  9000  Rockville  Pike,  Bethesda, 
MD  20892. 
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TMA  launches  program 
to  educate  physicians  on  RVS 

Texas  Medical  Association  has  launched  a 
program  to  educate  the  state’s  physicians 
on  the  history  and  implications  of  the  re- 
cently released  Harvard  Resource-Based 
Relative  Value  Scale  (RBRVS). 

Following  almost  three  years  of  prepa- 
ration, the  RBRVS  was  released  Sept  29- 
It  comprises  a list  of  physician  services 
ranked  according  to  “value,”  which  is  de- 
termined by  the  resource  costs  of  provid- 
ing physician  services.  The  most 
promising  use  for  an  RBRVS  is  as  a basis 
for  a Medicare  schedule  of  payments. 

The  scale  will  be  the  subject  of  much  de- 
bate and  discussion  during  the  coming 
months,  and  modifications  and  revisions 
are  expected. 

TMA  has  developed  a summary  of  the 
RBRVS  for  circulation  to  Texas  physicians 
and  a slide  show  for  presentation  at 
meetings  of  county  medical  societies  and 
Texas  chapters  of  national  medical  spe- 
cialty societies.  Additionally,  the  topic 
will  be  featured  in  symposia  at  the  asso- 
ciation’s winter  conference,  March  3-5, 
1989,  in  Austin,  and  the  annual  session. 
May  10—14,  1989,  in  Fort  Worth. 

Texas  Medical  Association  will  work 
closely  with  the  AMA  in  any  program 
that  the  national  association  may  develop 
to  achieve  consensus  within  organized 
medicine  on  the  physician  payment 
issue,  TMA  also  will  work  with  the  Physi- 
cian Payment  Review  Commission 
(PPRC)  to  monitor  its  activities  and 
serve  as  an  advocate  for  the  views  of 
14  Texas  physicians.  Congress  created  the 
PPRC  in  1 986  to  advise  both  the  Secre- 
tary of  Health  and  Human  Services  and 
congress  about  physician  payment  issues, 
including  an  RVS.  Past  TMA  President  Jim 
Bob  Brame,  MD,  Eldorado,  is  a member 
of  the  commission.  In  addition  to  these 
activities,  TMA  will  work  closely  with  the 
Texas  congressional  delegation  as  the 
physician  payment  issue  moves  into  the 
congressional  arena. 


Catastrophic  benefits  begin 
phase-in  Jan  1,  1989 

Four  significant  components  of  the  Medi- 
care Catastrophic  Coverage  Act  of  1988 
take  effect  Jan  1 , 1 989.  They  relate  to 
hospital  payments,  premium  increases, 
unassigned  claims,  and  benefits  for  the 
elderly  and  disabled  with  incomes  below 
the  federal  poverty  level. 

Beginning  Jan  1,  Medicare’s  Part  A cov- 
erage will  pay  for  all  inpatient  costs 
above  beneficiaries’  deductible,  which  is 
projected  to  be  $564.  (The  program  re- 
tains a 190-day  lifetime  limit  on  psychi- 
atric hospital  services. ) Access  to  skilled 
nursing  facility  care  is  increased  to  1 50 
days  annually,  with  the  Medicare  benefi- 
ciary paying  20%  of  the  bill  for  the  first 
eight  days.  The  program  also  provides  for 
unlimited  hospice  care  and  establishes  a 
deductible  for  blood  services. 

The  premium  for  supplemental  (cata- 
strophic ) coverage  is  expected  to  be 
$22.50  in  1989.  For  taxable  years  begin- 
ning after  Dec  31,  1988,  the  premium  for 
supplemental  coverage  will  be  based  on 
each  $ 1 50  of  federal  taxable  income.  A 
premium  increase  of  $4  per  month  for 
basic  coverage  also  begins  Jan  1. 

Beginning  in  1989,  beneficiaries  will 
receive  an  annual  notice  regarding  unas- 
signed claims  along  with  an  explanation 
of  medical  benefits  notice.  A booklet 
with  information  concerning  the  physi- 
cian participation  program  also  will  be 
mailed  to  Medicare  participants  once  a 
year,  beginning  in  1989. 

The  last  provision  requires  state  Medi- 
caid programs  to  purchase  Medicare  pre- 
miums, deductibles,  coinsurance,  and 
drug  benefits  for  the  elderly  and  disabled 
with  incomes  below  the  federal  poverty 
level,  effective  Jan  1,  1989. 

Provisions  of  the  act  that  address  Part 
B coverage  (physician  services)  and  out- 
patient prescription  drugs  take  effect  in 
1990. 


HMOs  enroll  more 
than  1 million  Texans 

More  than  1 million  Texans  were  en- 
rolled in  health  maintenance  organiza- 
tions (HMOs)  at  the  end  of  1987, 
according  to  a report  from  Marion  Labo- 
ratories, Inc.  The  number  of  enrollees  in 


Texas  represents  a 14.4%  increase  over 
the  number  in  1986.  The  second  annual 
edition  of  Marion  Managed  Care  Digest, 
HMO  Edition  also  reports  that  nation- 
wide HMO  enrollment  increased  16.8% 
during  the  year. 

As  of  Dec  31,  1987,  38  HMO  plans 
were  operating  in  Texas,  the  fourth 
largest  number  among  the  United  States. 
Twenty-nine  of  the  plans  were  indepen- 
dent practice  associations  (IPAs)  using 
independent  physicians  who  practice 
alone  or  in  small  single-specialty  groups. 
Eight  of  the  plans  were  group  models 
contracting  with  independent,  multi- 
specialty physician  group  practices,  and 
one  plan  was  a network  model  contract- 
ing for  services  with  two  or  more  large 
physician  group  practices. 

Thirty -four  (89%  ) of  the  Texas  HMOs 
were  investor-owned,  for-profit  plans.  Na- 
tionwide, 64.7%  were  for-profit  com- 
panies. These  plans  also  were  dominant 
in  Elorida,  Pennsylvania,  and  New  Jersey. 
Not-for-profit  HMOs  represented  the  ma- 
jority in  New  York,  Michigan,  and 
Massachusetts. 

The  average  monthly  family  premium 
for  an  HMO  in  Texas  was  $229.13, 
slightly  higher  than  the  national  average 
of  $216.82.  The  state’s  average  individual 
premium  was  $80.41,  while  the  national 
average  was  $79. 30. 

Eighteen  of  the  38  HMOs  in  Texas  ac- 
cepted Medicare  enrollees,  and  three  ac- 
cepted Medicaid.  Marion’s  report  did  not 
indicate  a state-by-state  trend,  but  re- 
ported that  the  number  of  HMOs  accept- 
ing Medicare  enrollees  dropped  8.7%  in 
1987  from  1986,  and  the  number  of 
HMOs  accepting  Medicaid  recipients  fell 
28.9% . 


Joint  Commission  increases 
public  representation 

The  Joint  Commission  on  Accreditation 
of  Healthcare  Organizations  will  add  two 
more  public  members  to  its  governing 
body  in  1989,  increasing  the  number  of 
public  positions  on  the  Board  of  Com- 
missioners from  one  to  three.  The  in- 
crease wiU  expand  the  board  size  from 
22  to  24  members. 

Joint  Commission  President  Dennis 
O’Leary,  MD,  explained,  “If  the  joint 
commission  is  to  be  an  effective  catalyst 
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for  improving  the  quality  of  the  nation’s 
healthcare,  we  need  the  guidance  and 
support  of  those  most  directly  affected 
by  that  care — the  public.  The  addition  of 
two  more  public  members  to  the  board 
will  enhance  our  ability  to  integrate 
these  viewpoints  into  our  decision- 
making processes.” 

A public  representative  has  served  on 
the  Board  of  Commissioners  since  1982. 
Other  representatives  are  appointed  by 
the  American  Medical  Association,  Ameri- 
can College  of  Physicians,  the  American 
College  of  Surgeons,  the  American  Dental 
Association,  and  the  American  Hospital 
Association. 


AMA  publication  explains 
medically  unnecessary  denials 

A new  publication  from  the  American 
Medical  Association  helps  physicians  and 
their  billing  staffs  cut  through  the  frustrat- 
ing Medicare  maze.  Entitled  “Medical 
Carrier  Review:  What  Every  Physician 
Should  Know  About  ‘Medically  Unneces- 
sary’ Denials,”  the  publication  was  sched- 
uled to  be  available  in  late  October. 

llie  60-page  booklet  was  prepared 
with  technical  assistance  from  the  Health 
Care  Financing  Administration.  It  ex- 
plains the  law  that  created  the  “medically 
unnecessary”  program  ( the  Omnibus 
Budget  Reconciliation  Act  of  1986),  the 
carrier  claims  review  process  and  the 
process  by  which  physicians  can  appeal 
carrier  determinations,  and  the  medical 
necessity  screening  criteria  used  in 
making  determinations  about  medically 
unnecessary  services.  It  also  explains  “ad- 
vance notice”  provisions,  which,  if  used 
properly,  nullify  refund  requirements. 

The  publication  also  tells  how  to  ob- 
tain prompt  assistance  when  questions 
arise  or  claims  are  challenged.  It  contains 
a list  of  the  names,  telephone  numbers, 
and  addresses  of  helpful  medical  society 
contacts  in  each  state,  local  Medicare 
carrier  contacts,  and  HCFA  Regional 
Office  contacts,  and  a glossary  of  Medi- 
care terminology. 

“Medical  Carrier  Review:  What  Every 
Physician  Should  Know  About  Medically 
Unnecessary’  Denials”  is  available  at  a 
cost  of  SIO  for  AMA  members  and 
812.50  for  nonmembers.  It  may  be  billed 
to  Visa  or  Mastercard  by  calling  1-800- 


621-8335.  Prepaid  orders  should  be  di- 
rected to  the  American  Medical  Associa- 
tion at  PO  Box  10946,  Chicago,  IL 
60610-0946,  listing  publication  number 
OP- 198. 


CAPITAL  COMMENTS 


Gramm  proposes  improvements 
in  transfer  regulations 

In  a move  that  delights  Texas  Medical  As- 
sociation’s leadership,  US  Senator  Phil 
Gramm  ( R-Tex  ) has  taken  up  the  cause 
of  improving  proposed  regulations  gov- 
erning patient  transfers. 

Senator  Gramm  expressed  his  concern 
about  the  proposed  regulations  in  a letter 
to  William  L.  Roper,  MD,  administrator  of 
the  the  Health  Care  Financing  Admin- 
istration. “I  am  concerned  that  the  regu- 
latory proposal  will  discourage  needed 
hospital  patient  transfers,  thereby  ad- 
versely affecting  the  medical  treatment  of 
the  very  patients  the  regulations  were  in- 
tended to  help,”  Senator  Gramm  wrote. 

Texas  Medical  Association  and  other 
medical  organizations  are  alarmed  by  the 
fact  that  the  proposal  empowers  the 
Office  of  the  Inspector  General  to  en- 
force the  provision  without  providing 
physicians  due  process  protections  and 
corrective  action.  Physicians  who  violate 
the  provision  are  subject  to  fines  up  to 
850,000. 

Senator  Gramm  told  Dr  Roper,  “The 
proposed  regulations,  unfortunately,  cir- 
cumvent the  usual  peer  review  safe- 
guards to  assure  fairness  and  a quality 
medical  review  of  all  the  facts  and  cir- 
cumstances. I am  very  concerned  that 
the  fear  they  create  will  cause  unneces- 
sary delays  in  making  necessary  transfers, 
exacerbate  ‘reverse  dumping,’  and  ad- 
versely impact  on  necessary  hospital 
transfer  decisions.” 

He  continued,  “ . . . 1 recommend  that 
the  proposed  regulations  be  modified  to 
require  that  the  review  of  hospital  pa- 
tient transfers  be  a quality  assurance  and 
utilization  review  function,  with  each 
case  handled  by  professionals  such  as 
those  employed  by  or  under  contract 
with  the  Texas  Medical  Foundation,  the 


peer  review  organization  for  Texas.” 

TMA  President  Val  F.  Borum,  MD,  Fort 
Worth,  expressed  the  association’s  grati- 
tude to  Senator  Gramm,  writing,  “I  can’t 
help  but  underscore  how  very  strongly 
we  feel  that  due  process,  as  provided  for 
in  our  Constitution,  and  peer  review  be 
included  as  essential  elements  of  the  final 
rules.” 


Council  on  Legislation  gears  up 
for  the  Texas  Legislature 

Texas  Medical  Association’s  Council  on 
Legislation  is  gearing  up  for  the  pending 
session  of  the  Texas  Legislature,  which 
convenes  Tuesday,  Jan  10,  1989,  in 
Austin. 

Reactivating  a system  that  proved  suc- 
cessful during  the  legislature’s  1987  ses- 
sion, the  council  has  organized  subcom- 
mittees to  monitor  legislative  activity  in 
four  issue  areas:  medical  care  finance  and 
reimbursement;  allied  health/licensure; 
Medical  Practice  Act,  tort,  and  worker’s 
compensation;  and  public  health. 

Each  subcommittee  will  be  responsible 
for  screening  and  analyzing  appropriate 
bills  and  making  preliminary  recommen- 
dations for  action  to  the  Council  on 
Legislation. 

Council  Chairman  William  G.  Gamel, 
MD,  Austin,  advised  the  association’s 
Board  of  Trustees  that  the  subcommittee 
system  has  been  successful  because,  “( 1 ) 
the  subcommittee  members  develop  ex- 
pertise on  certain  issues  since  the  sub- 
committees are  organized  by  subject 
matter,  and  ( 2 ) deliberations  by  the  full 
council  are  more  efficient  and  less  time 
consuming.” 


NEWSMAKERS 


BYRON  J.  BAILEY,  MD,  Wiess  Professor 
and  chairman  of  the  department  of 
otolaryngology  at  The  University  of 
Texas  Medical  Branch  at  Galveston,  has 
assumed  the  presidency  of  the  American 
Academy  of  Otolaryngology/Head  and 
Neck  Surgery. 


Texas  Medicine 


A REVOLUTIONARY  ORAL  ANTIMICROBIAL 
WITH  THE  POWER  OF  PARENTERALS 

■ Highly  active  in  vitro  against  a broad  range  of 

gram- positive  and  gram-negative  pathogens,  including 
methicillin-resistant  Staphylococcus  aureus  and 
Pseudomonas  aeruginosa* 

■ For  treatment  of  infections  in  the: 

- lower  respiratory  tracts  - urinary  tracf 
-skin/skin  structure^  -bones  and  joints^ 

■ Convenient  B.LD.  dosage -250  mg,  500  mg  and  750  mg  tablets 

*ln  vitro  activity  does  not  necessarily  imply  a correlation  with  In  vivo  results. 

^Due  to  susceptible  strains  of  indicated  pathogens.  See  indicated  organisms  in  Brief  Summary. 

CIPRO*  SHOULD  NOT  BE  USED  IN  CHILDREN,  ADOLESCENTS,  OR  PREGNANT  WOMEN. 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use.  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin. 


Miles  Inc. 

Pharmaceutical  Division 
400  Morgan  Lane 
West  Haven,  CT  06516 


Please  see  adjacent  page  of  this  advertisement  for  Brief  Summary  of 
Prescribing  Information. 


TABLETS 

(ciprofloxacm  HCI/ Miles) 

■ 500  mg  q12h  for  most  infections; 

750  mg  q12h  for  severe  or  complicated  infections. 

CIPRO* 

(ciprofloxacin  hydrochloride/Miles) 

TABLETS 
BRIEF  SUMMARY 

CONSULT  PACKAGE  INSERT  FOR  FULL  PRESCRIBING  INFORMATION 

INDICATIONS  AND  USAGE 

Cipro®  is  indicated  for  the  treatment  of  infections  caused  by  susceptible  strains  of  the  designated  micro- 
organisms in  the  conditions  listed  below 

Lower  Respiratory  Infections  caused  by  Escherichia  coli,  Klebsiella  pneumoniae.  Enterobacter  cloacae. 

Proteus  mirabilis.  Pseudomonas  aeruginosa.  Haemophilus  influenzae.  Haemophilus  parainfluenzae.  and  Strep- 
tococcus pneumoniae 

Skin  and  Skin  Stnictijre  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae. 

Proteus  mirabilis,  Proteus  vulgaris.  Providencia  stuartii,  Morganella  morganii.  Citrobacter  freundii. 
Pseudomonas  aeruginosa.  Staphylococcus  aureus  (penicillinase  and  nonpenicillinase-producing  strains), 
Staphylococcus  epidermidis.  and  Streptococcus  pyogenes 

Bone  and  Joint  Infections  caused  by  Enterobacter  cloacae.  Serratia  marcescens.  and  Pseudomonas 
aeruginosa 

Urinary  Tract  Infections  caused  by  Escherichia  coli.  Klebsiella  pneumoniae.  Enterobacter  cloacae.  Serratia 
marcescens.  Proteus  mirabilis,  Providencia  rettgeri.  Morganella  morganii.  Citrobacter  diversus.  Citrobacter 
freundii.  Pseudomonas  aeruginosa.  Staphylococcus  epidermidis.  and  Streptococcus  faecalis 
Infectious  Diarrhea  caused  by  Escherichia  coli  (enterotoxigenic  strains),  Campylobacter  jejuni.  Shigella 
flexneri*  and  Shigella  sonnei*  when  antibacterial  therapy  is  indicated. 

‘Efficacy  for  this  organism  in  this  organ  system  was  studied  in  fewer  than  10  infections. 

Appropriate  culture  and  susceptibility  tests  should  be  performed  before  treatment  m order  to  isolate  and 
identify  organisms  causing  infection  and  to  determine  their  susceptibility  to  ciprofloxacin.  Therapy  with  Cipro® 
may  be  initiated  before  results  of  these  tests  are  known,  once  results  become  available  appropriate  therapy 
should  be  continued  As  with  other  drugs,  some  strains  of  Pseudomonas  aeruginosa  may  develop  resistance 
fairly  rapidly  during  treatment  with  ciprofloxacin  Culture  and  susceptibility  testing  performed  periodically  during 
therapy  will  provide  information  not  only  on  the  therapeutic  effect  of  the  antimicrobial  agent  but  also  on  the 
possible  emergence  of  bacterial  resistance 

CONTRAINDICATIONS 

A history  of  hypersensitivity  to  ciprofloxacin  is  a contraindication  to  its  use  A history  of  hypersensitivity  to  other 
quinolones  may  also  contraindicate  the  use  of  ciprofloxacin 

WARNINGS 

CIPROFLOXACIN  SHOULD  NOT  BE  USED  IN  CHILDREN.  ADOLESCENTS.  OR  PREGNANT  WOMEN  The  oral 
administration  of  ciprofloxacin  caused  lameness  in  immature  dogs  Histopathological  examination  of  the  weight- 
bearing loints  of  these  dogs  revealed  permanent  lesions  of  the  cartilage  Related  drugs  such  as  nalidixic  acid, 
cinoxactn,  and  norfloxacin  also  produced  erosions  of  cartilage  of  weight-bearing  joints  and  other  signs  of 
arthropathy  in  immature  animals  of  various  species  (SEE  ANIMAL  PHARMACOLOGY  SECTION  IN  FULL 
PRESCRIBING  INFORMATION^ 

PRECAUTIONS 

General:  As  with  other  quinolones.  ciprofloxacin  may  cause  central  nervous  system  (CNS)  stimulation,  which 
may  lead  to  tremor,  restlessness,  lightheadedness.  confusion,  and  very  rarely  to  hallucinations  or  convulsive 
seizures  Therefore,  ciprofloxacin  should  be  used  with  caution  in  patients  with  known  or  suspected  CNS 
disorders,  such  as  severe  cerebral  arteriosclerosis  or  epilepsy,  or  other  factors  which  predispose  to  seizures  (SEE 
ADVERSE  REACTIONS), 

Quinolones  may  also  cause  anaphylactic  reactions  and  cardiovascular  collapse  Anaphylactic  reactions  may 
require  epinephrine  and  other  emergency  measures 

Crystals  of  ciprofloxacin  have  been  observed  rarely  in  the  urine  of  human  subjects  but  more  frequently  in  the 
urine  of  laboratory  animals  Crystalluna  related  to  ciprofloxacin  has  been  reported  only  rarely  in  man.  because 
human  urine  is  usually  acidic  Patients  receiving  ciprofloxacin  should  be  well  hydrated,  and  alkalinity  of  the  urine 
should  be  avoided  The  recommended  daily  dose  should  not  be  exceeded  Alteration  of  the  dosage  regimen  is 
necessary  for  patients  with  impairment  of  renal  function  (SEE  DOSAGE  AND  ADMINISTRATION  SECTION  IN 
FULL  PRESCRIBING  INFORMATION). 

Drug  Interactions:  Concurrent  administration  of  ciprofloxacin  with  theophylline  may  lead  to  elevated  plasma 
concentrations  of  theophylline  and  prolongation  of  its  elimination  half-life  This  may  result  in  increased  risk  of 
theophylline-related  atJverse  reactions  If  concomitant  use  cannot  be  avoided,  plasma  levels  of  theophylline 
should  be  monitored  and  dosage  adjustments  made  as  appropriate 
Antacids  containing  magnesium  hydroxide  or  aluminum  hydroxide  may  interfere  with  the  absorption  of 
ciprofloxacin,  resulting  in  serum  and  urine  levels  lower  than  desired,  concurrent  administration  of  these  agents 
with  ciprofloxacin  should  be  avoided 

Probenecid  interferes  with  the  renal  tubular  secretion  of  ciprofloxacin  and  produces  an  increase  in  the  level  of 
ciprofloxacm  in  the  serum.  This  should  be  considered  if  patients  are  receiving  both  drugs  concomitantly 
As  with  other  broad-spectrum  antibiotics,  prolonged  use  of  ciprofloxacm  may  result  m overgrowth  of 
nonsusceptible  organisms  Repealed  evaluation  of  the  patient's  condition  and  microbial  susceptibility  testing  is 
essential  If  superinfection  occurs  during  therapy,  appropriate  measures  should  be  taken 
Ifrtonnation  for  Patients:  F^tients  should  be  advised  that  ciprofloxacm  may  be  taken  with  or  without  meals 
The  preferred  time  of  dosing  is  two  hours  after  a meal  Patients  should  also  be  advised  to  drink  fluids  liberally  and 
not  take  antacids  containing  magnesium  or  aluminum  concomitantly  or  within  two  hours  after  dosing 
Ciprofloxacm  may  cause  dizziness  or  lightheadedness  therefore  patients  should  know  how  they  react  to  this  drug 
before  they  operate  an  automobile  or  machinery  or  engage  m activities  requiring  mental  alertness  or 
coordination 

Carcinogenesis,  Mutagenesis,  Impairment  of  Fertility:  Eight  in  vitro  mutagenicity  tests  have  been 
conducted  with  ciprofloxacm  and  the  test  results  are  listed  below 
Salmonella/Microsome  Test  (Negative) 

E.  coll  DNA  Repair  Assay  (Negative) 

Mouse  Lymphoma  Cell  Forward  Mutation  Assay  (Positive) 

Chinese  Hamster  V^g  Ceil  HGPRT  Test  (Negative) 

Syrian  Hamster  Embryo  Cell  Transformation  Assay  (Negative) 

Saccharomyces  cerevisiae  Point  Mutation  Assay  (Negative) 

Saccharomyces  cerevisiae  Mitotic  Crossover  and  Gene  Conversion  Assay  (Negative) 

Rat  Hepatocyte  DNA  Repair  Assay  (Positive) 

Thus,  two  of  the  eight  tests  were  positive,  but  the  following  three  in  vivo  test  systems  gave  negative  results 
Rat  Hepatocyte  DNA  Repair  Assay 
Micronucieus  Test  (Mice) 

Dominant  Lethal  Test  (Mice) 

Long-term  carcinogenicity  studies  in  animals  have  not  yet  been  completed 

Pregnancy  - Pregnancy  Category  C:  Reproduction  studies  have  been  performed  in  rats  and  mice  at  doses  up 
to  SIX  times  the  usual  daily  human  dose  and  have  revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus 
due  to  ciprofloxacm  In  rabbits,  as  with  most  antimicrobial  agents,  ciprofloxacm  (30  and  100  mg/kg  orally) 
produced  gastrointestinal  disturbances  resulting  in  maternal  weight  loss  and  an  increased  incidence  of  abortion 
No  teratogenicity  was  observed  at  either  dose  After  intravenous  administration,  at  doses  up  to  20  mg/kg,  no 
maternal  toxicity  was  produced,  and  no  embryotoxicity  or  teratogenicity  was  observed  There  are.  however,  no 
adequate  and  well-controlled  studies  in  pregnant  women  SINCE  CIPROFLOXACIN,  LIKE  OTHER  DRUGS  IN  ITS 
CLASS,  CAUSES  ARTHROPATHY  IN  IMMATURE  ANIMALS.  IT  SHOULD  NOT  BE  USED  IN  PREGNANT  WOMEN 
(SEE  WARNINGS). 


CONVENIENT a/.D.  DOSAGE 

Recommended  dosage  schedule 


Infection  Site* 

Severity  of 

Infection 

Dosage 

Respiratory  Tract* 
Bone  and  Joint* 
Skin/Skin  Structure* 

Mild/Moderate 

500  mg  q12 

Severe/Complicated 

750  mg  q12 

Urinary  Tract* 

Mild/Moderate 

250  mg  q12 

Severe/Complicated 

500  mg  q12 

Infectious  Diarrhea* 

Mild/Moderate/Severe 

500  mg  q12 

Nursing  Mothers:  It  is  not  known  whether  ciprofloxacm  is  excreted  in  human  milk,  however,  it  is  knowf(t 
ciprofloxacm  is  excreted  in  the  milk  of  lactating  rats  and  that  other  drugs  of  this  class  are  excreted  in  human  rr 
Because  of  this,  and  because  of  the  potential  for  serious  adverse  reactions  from  ciprofloxacin  in  nursing  infant 
decision  should  be  made  to  discontinue  nursing  or  to  discontinue  the  drug,  taking  into  account  the  importana 
the  drug  to  the  mother. 

Pediatric  Use:  Ciprofloxacm  should  not  be  used  in  children  because  it  causes  arthropathy  in  immature  anirr 
(SEE  WARNINGS) 

ADVERSE  REACTIONS 

Ciprofloxacin  is  generally  well  tolerated  During  clinical  investigation.  2.799  patients  received  2,868  course 
the  drug.  Adverse  events  that  were  considered  likely  to  be  drug  related  occurred  in  7 3%  of  courses,  poss 
related  m 9 2%.  and  remotely  related  in  3.0%  Ciprofloxacm  was  discontinued  because  of  an  adverse  even 
3.5%  of  courses,  primarily  involving  the  gastrointestinal  system  (1  5%).  skin  (0  6%)  and  central  nervous  sysi 
(0  4%). 

The  most  frequently  reported  events,  drug  related  or  not.  were  nausea  (5  2%)  diarrhea  (2  3%),  vomiting  (2  0 
abdominal  pain/discomfort  (1  7%),  headache  (1  2%),  restlessness  (1 1%)  and  rash  (11%) 

Additional  events  that  occurred  m less  than  1%  of  ciprofloxacin  courses  are  listed  below.  Those  typica 
quinolones  are  italicized 

GASTROINTESTINAL  (See  abovel.  painful  oral  mucosa,  oral  candidiasis,  dysphagia,  intestinal  perforali 
gastrointestinal  bleeding. 

CENTRAL  NERVOUS  SYSTEM  (See  abovel.  dizziness,  lightheadedness.  insomnia,  nightmares,  halluci] 
tions.  manic  reaction,  irritability,  tremor,  ataxia,  convulsive  seizures,  lethargy,  drowsiness,  wealm' 
malaise,  anorexia,  phobia,  depersonalization,  depression,  paresthesia. 

SKIN/HYPERSENSITIVITY  (See  above),  pruritus,  urticaria,  photosensitivity,  flushing,  fever,  chi 
angioedema.  edema  of  the  face.  neck.  lips,  conjunctivae  or  hands,  cutaneous  candidiasis,  hyperpigmer] 
tion.  erythema  nodosum 

Allergic  reactions  ranging  from  urticaria  to  anaphylactic  reactions  have  been  reported 

SPECIAL  SENSES  blurred  vision,  disturbed  vision,  (change  in  color  perception,  overbrightness  of  ligh 

decreased  visual  acuity,  diplopia,  eye  pain,  tinnitus,  bad  taste 

MUSCULOSKELETAL  joint  or  back  pain,  joint  stiffness,  achmess.  neck  or  chest  pain,  flare-up  of  gout. 
RENAL/UROGENITAL  interstitial  nephritis,  renal  failure,  polyuria,  urinary  retention,  urethral  bleedi 
vaginitis,  acidosis. 

CARDIOVASCULAR  palpitations,  atrial  flutter,  ventricular  eclopy,  syncope,  hypertension,  angina  pectc 
myocardial  infarction,  cardiopulmonary  arrest,  cerebral  thrombosis 

RESPIRATORY  epistaxts.  laryngeal  or  pulmonary  edema,  hiccough,  hemoptysis,  dyspnea,  bronchosp8| 
pulmonary  embolism 

Most  of  these  events  were  described  as  only  mild  or  moderate  in  severity,  abated  soon  after  the  drug  \ 
discontinued,  and  required  no  treatment. 

In  several  instances,  nausea,  vomiting,  tremor,  restlessness,  agitation,  or  palpitations  were  judged 
investigators  to  be  related  to  elevated  plasma  levels  of  theophylline  possibly  as  a result  of  a drug  mteractionv 
ciprofloxacm. 

Adverse  Laboratory  Changes:  Changes  in  laboratory  parameters  listed  as  adverse  events  without  regart 
drug  relationship 

Hepatic  - Elevations  of.  ALT  (SGPT)  (1  9%)  AST  (SGOT)  (1  7%)  alkaline  phosphatase  (0  8%)  LDH  (0.4 
serum  bilirubin  (0  3%) 

Hematologic  - eosinophilia  (0.6%),  leukopenia  (0  4%),  decreased  blood  platelets  (01%),  elevated  b|| 
platelets  (0 1%),  pancytopenia  (0 1%)  j 

Rena! -Elevations  of.  Serum  creatinine  (1 1%)  BUN  (0  9%)  i 

CRYSTALLURIA,  CYLINDRURIA.  AND  HEMATURIA  HAVE  BEEN  REPORTED 
Other  changes  occurring  m less  than  0.1%  of  courses  were.  Elevation  of  serum  gammaglutamyl  transfer?' 
elevation  of  serum  amylase,  reduction  in  blood  glucose,  elevated  uric  acid,  decrease  in  hemoglobin,  anenl 
bleeding  diathesis,  increase  in  blood  monocytes,  and  leukocytosis  ' 

OVERDOSAGE 

Information  on  overdosage  in  humans  is  not  available  In  the  event  of  acute  overdosage,  the  stomach  shoulijj 
emptied  by  inducing  vomiting  or  by  gastric  lavage  The  patient  should  be  carefully  observed  and  given  suppoPi 
treatment.  Adequate  hydration  must  be  maintained  In  the  event  of  serious  toxic  reactions  from  overdos^l 
hemodialysis  or  peritoneal  dialysis  may  aid  in  the  removal  of  ciprofloxacm  from  the  body,  particularly  if  n 
function  IS  compromised  i 

DDSAGE  AND  ADMINISTRATION 

The  usual  adult  dosage  for  patients  with  urinary  tract  infections  is  250  mg  every  12  hours  For  patients  y; 
complicated  infections  caused  by  organisms  not  highly  susceptible,  500  mg  may  be  administered  every  12  hot , 
Respiratory  tract  infections,  skin  and  skin  structure  infections,  and  bone  and  joint  infections  may  be  irea 
with  500  mg  every  12  hours  For  more  severe  or  complicated  infections,  a dosage  of  750  mg  may  be  given  ever 
hours  ^ 

The  recommended  dosage  for  infectious  diarrhea  is  500  mg  every  12  hours 
In  patients  with  renal  impairment,  some  modification  of  dosage  is  recommended  (SEE  DOSAGE  A 
ADMINISTRATION  SECTION  IN  FULL  PRESCRIBING  INFORMATION) 

HDW  SUPPLIED 

Cipro®  (ciprofloxacin  HCI/Miles)  is  available  as  tablets  of  250  mg.  500  mg.  and  750  mg  in  bottles  of  50,  am 
Unit-Oose  packages  of  100  (SEE  FULL  PRESCRIBING  INFORMATION  FOR  COMPLETE  INFORMATION) 


*Due  to  susceptible  strains  of  indicated  pathogens. 
See  indicated  organisms  in  Prescribing  Information. 


For  further  information,  contact  the  Miles  Information  Service: 
1-800-642-4776.  (In  VA,  coll  collect:  703-391-7888.) 

COMMIHED  TO  THERAPEUTIC  EFFICIENT 

Miles  Inc. 

Pharmaceutical  Divisi; 
400  Morgan  Lane 
West  Haven,  CT  06511 ' 
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DEATHS 


TOM  BARR,  SR,  MD,  Dallas  otorhinolar- 
yngologist.  Died  Oct  7,  1988;  age  81.  Dr 
Barr  received  his  medical  degree  in  1933 
from  The  University'  of  Texas  Medical 
Branch  at  Galveston.  He  served  intern- 
ships at  St  Mary’s  Hospital  in  Galveston. 
Parkland  Memorial  Hospital  in  Dallas,  and 
Long  Island  Hospital  in  Brooklyn.  He 
served  in  the  US  Air  Corps  in  1942.  Dr 
Barr  was  a life  member  of  Texas  Medical 
Association. 

JOSEPH  HENRY  COX,  MD,  retired  Pasa- 
dena general  practitioner.  Died  Oct  2, 
1988;  age  67.  In  1946,  Dr  Cox  received 
his  medical  degree  from  the  liniversity'  of 
Tennessee.  After  an  internship  at 
Shreveport  ( La ) Charity'  Hospital,  he 
served  a residency  at  Parkersbury  ( WV) 
Memorial  Hospital.  Dr  Cox  served  in  the 
US  Air  Force  from  1949  to  1951. 

JAMES  ADDISON  MARTIN,  MD,  Dallas  ra- 
diologist. Died  Sept  27,  1988;  age  67.  Dr 
Martin  graduated  in  1945  from  Harvard 
Medical  School  in  Boston.  He  serv  ed  an 
internship  and  residency'  at  Massachu- 
setts General  Hospital  in  Boston. 


Edith  Irby  Jones.  MD 


I EARLJ.  BREWER,  JR,  MD,  Houston,  was 
one  of  three  individuals  to  receive  the 
I Surgeon  General’s  Exemplary’  Serv'ice 
; Award.  “Earl  Brewer  has  been  a sage 
counselor,  a mover  and  a shaker,  and  a 
believer  in  community-based  health  ser- 
vices for  special  needs  children,”  said 
I C.  Everett  Koop,  MD,  US  Surgeon  General, 

! in  presenting  the  award.  Dr  Brewer  is 
project  director  of  the  Kelsey-Seybold 
Foundation’s  Coordinated  Care  Program. 

STEPHEN  S.  CLARK,  MD,  Austin,  was 
elected  to  his  second  consecutive  term 
as  president  of  the  American  Cancer  So- 
ciety, Texas  Division,  and  EDWIN  D.  SAV- 
LOV,  MD,  Amarillo,  was  reelected 
president-elect. 

B.J.  ESTES,  MD,  was  honored  recently  as 
“Family  Physician  of  the  Year”  by  the 
Texas  Academy  of  Family  Physicians.  Dr 
Estes  has  practiced  in  Abilene  for  more 
than  30  years. 

MELTON  J.  HORWITZ,  MD,  Houston,  has 
been  appointed  to  the  editorial  board  of 
Otolaryngology/Head  and  Neck  Surgery, 
the  official  publication  of  the  American 
Academy  of  Otolaryngology/Head  and 
Neck  Surgery. 


EDITH  IRBY  JONES,  MD,  the  first  black 
person  to  be  admitted  to  and  graduated 
from  a medical  school  below  the  Mason- 
Dixon  line,  was  named  “Distinguished  In- 
ternist of  1988”  by  the  American  Society' 
of  Internal  Medicine.  Dr  Jones,  a Houston 
internist,  was  commended  on  her  “vig- 
orous drive  to  forge  new  paths  and  reach 
new  heights  of  excellence  in  medicine, 
education,  and  community  service.” 

A.  EARL  MGEBROFF,  MD,  Yoakum,  has 
been  installed  as  president  of  the  Texas 
Academy  of  Family  Physicians  ( TAFP ). 
Other  newly-elected  TAFP  officers  are: 
JAMES  C.  MARTIN,  MD,  San  Antonio, 
president-elect;  C.  TIMOTILY  LAMBERT, 
MD,  El  Paso,  vice-president;  BOB  C. 
JONES,  MD,  Madisonville,  treasurer;  and 
KENNETH  G.  DAVIS,  MD,  Conroe, 
parliamentarian. 

BETTY  P.  STEPHENSON,  MD,  Sugar  Land, 
has  been  elected  first  vice-president  of 
the  American  Society  of  Anesthesiolo- 
gists. Dr  Stephenson,  treasurer  of  Texas 
Medical  Association,  also  has  recently 
been  named  a distinguished  alumna  of 
Baylor  College  of  Medicine. 


Pictured  left  to  right  are  US  Surgeon  General 
C Everett  Koop,  MD;  and  Exemplary  Service  Award 
recipients  Merle  McPherson,  MD,  director  of  the 
Division  of  Services  for  Children  with  Special 
Health  Needs,  Bureau  of  Maternal  and  Child  Health 
and  Resources  Development;  Earl  J.  Brewer,  Jr,  MD, 


and  Phyllis  McGrab,  PhD.  director  of  the  Georgetown 
University  Child  Development  Center.  Dr  McPherson 
holds  a Koop  puppet  used  by  the  Kelsey-Seybold 
Poundation  to  explain  family -focused  care  in 
Houston 
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WHAT  WE  MEAN  BY 


DISABILITY  INCOME 
INSURANCE 

If  the  Texas  Medical  Association  Disability  Income  Plan  terminated 
at  age  65  (like  many  disability  policies): 

• Approximately  24  percent  of  its  claimcints,  who  now  receive 
monthly  payments  for  toted  disabilities  which  commenced  at  age 
65  or  over,  would  have  never  received  a single  claim  payment. 

• Other  claimants  who  beceime  totally  disabled  at  ages  61  through 
64  would  receive  benefits  for  a lesser  number  of  years. 

There  is  a difference  in  termination  dates  and  benefit  periods — 
a big  dollar  difference,  that  is. 

SEE  FOR  YOURSELF . . 


Based  on  a $1,000  monthly  benefit j 


AGE  AT  ONSET 

OF  DISABILITY 

MAXIMUM  PAYABLE  UNDER 

TMA’S  AGE  75  TERMINATION 

^ 

MAXIMUM  PAYABLE  UNDER  POLICIE 
WHICH  TERMINATE  AT  AGE  65 

60 

YEARS 

AMOUNT 

Years* 

Amount 

5 

$60,000 

5 

$60,000 

61 

5 

60,000 

4 

48,000 

62 

5 

60,000 

3 

36,000  7 

63 

5 

60,000 

2 

24,000 

64 

5 

60,000 

2 

24,000 

65 

5 

60,000 

NONE 

NONE 

66 

5 

60,000 

NONE 

NONE 

67 

5 

60,000 

NONE 

NONE 

68 

4 

48,000 

NONE 

NONE 

69 

3 

36,000 

NONE 

NONE 

70-74 

1 

4,800*  * 

NONE 

NONE 

*Norm.  * ‘based  on  a $400  monthly  benefit 

If  you  do  not  have  TMA  Long  Term  Disability  Insurance, 
this  may  be  the  most  important  chart  you  read  today  . . . 

Call  1-800-252-9318  for  Brochure  and  application. 

TEXAS  MEDICAL  ASSOCIATION  INSURANCE  TRUST 

1901  N.  Lamar,  Austin,  Texas  78705 
Underwritten  by 

PRUCO  Life  Insurance  Company  of  Texas  • a Subsidiary  of  The  PnidBIltlBl 


THOMAS  KEITH  SAFTY,  MD,  Houston 
pediatrician.  Died  Oct  1 8,  1 988;  age  38. 
Dr  Safty  received  his  medical  degree  in 
1976  from  the  University  of  Oregon 
Health  Sciences  Center,  and  served  an  in- 
ternship and  residency  at  Baylor  College 
of  Medicine  affiliated  hospitals  in 
Houston. 

HAROLD  JOHN  WARKENTIN,  MD,  Ter- 
rell psychiatrist.  Reported  deceased.  Dr 
Warkentin  graduated  in  1952  from  The 
University  of  Texas  Southwestern  Medi- 
cal School  in  Dallas.  After  an  internship  at 
Methodist  Hospital  in  Dallas,  he  served 
residencies  at  Beverly  Hills  Sanatorium  in 
Dallas  and  the  VA  Hospital  in  Little  Rock, 
Ark.  During  World  War  II,  he  served  with 
the  US  Army  Air  Corps.  Dr  Warkentin 
was  an  honorary  member  of  Texas  Medi- 
cal Association. 

GEORGE  WERCKI,E,  JR,  MD,  San  Antonio 
obstetrician  and  gynecologist.  Died  Oct  5, 
1988;  age  47.  In  1967  Dr  Werckle  re- 
ceived his  medical  degree  from  The  Uni- 
versity of  Texas  Southwestern  Medical 
School  in  Dallas.  He  served  his  internship 
and  residency  at  Charity  Hospital  in  New 
Orleans.  Dr  Werckle  served  four  years 
with  the  US  Army. 


Group-practice 

positions 
are  available 

in  Minneapolis,  Des  Moines,  Iowa, 
and  Wisconsin  for  board- certified! 
board-eligible  physicians 


Family  Practice 
Occupational  Medicine 
Internal  Medicine 
Physical  Medicine  and 
Rehabilitation 


Emergency  Medicine 
Adult  Psychiatry 
Child  Psychiatry 
Obstetrics/Gynecology 
Pediatrics 


For  more  information,  please  contact: 

Scott  M.  Lindbiom,  Fairview  Physician  & Clinic  Services 
2312  South  Sixth  Street  • Minneapolis,  MN  55454 
612/371-6235 

outside  Minnesota,  call  toll  free:  1-800-328-4661,  ext.  6235 


Fairview 


Hospital  and  Healthcare  Services 

An  equal  opportunity  employer 


. . dedicated  to  the  physical,  mental 
and  spiritual  treatment  of  men  and 
women  suffering 
from  substance  abuse  . . . 


Located  in  the 
Texas  Hill  Country 
Near  Kerrville 


SUBSTANCE  ABUSE/PSYCHIATRIC 
GENERAL  MEDICAL 

Detoxification  • Rehabilitation  • Family  Program 
Aftercare  • Psychological  Testing 
AA  Oriented  Program 

Admissions  24  Hours  a Day 

JCAH  Accredited 

Approved  by  Medicare,  Champus,  Blue  Cross 
F.  E.  SEALE,  M.D.,  MEDICAL  DIRECTOR 

STARLITE  VILLAGE  HOSPITAL 

Elm  Pass  Road  — Center  Point,  Texas  78010  — (512)  634-2212 
1-800-292-0148 -Texas 
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IN  MEMORIAM 

RECENTLY  DECEASED  MEMBERS  OF  THE  TEXAS  MEDICAL  ASSOCIATION 


T.  BARR,  SR 
Dallas,  1907-1988 

J.H.  COX 

Pasadena,  1 92 1 - 1 988 

J.A.  MARTIN 
Dallas,  1921-1988 


T.K.  SAFTY 
Houston,  1 950- 1 988 

H.J.  WARKENTIN 
Terrell,  1921-1988 

G.  WERCKLE,JR 
San  Antonio,  1941-1988 


The  Memorial  Library  of  the  Texas  Medical 
Association  stands  as  a permanent  memorial 
to  physicians  who  have  served  their  patients, 
their  profession,  and  the  people  of  Texas. 

The  Friends  of  the  TMA  Memorial  Library 
is  an  organization  dedicated  to  enhancing  the 
Library  collection  through  support  by  individ- 
uals. Funds  for  this  organization  are  raised 
through  membership  recruitment  and  memo- 


rial donations  and  are  added  to  the  Texas  Me- 
morial Medical  Library  Fund. 

Contributions  to  the  Texas  Memorial  Medi- 
cal Library  Fund  provide  a valuable  support 
function  to  the  Memorial  Library  which  offers 
a full  range  of  medical  reference  and  audio- 
visual services  to  TMA  members  through- 
out the  state. 


22 


THE  FRIENDS  OF  THE  TMA  MEMORIAL  LIBRARY  FUND 
1801  N.  Lamar  Blvd.,  Austin,  Texas  78701 


ANNUAL  MEMBERSHIP  ENROLLMENT  HONOR  AND  MEMORIAL  GIFTS 

I wish  to  become  enrolled  as  a Friend.  □ In  memory  of  □ In  honor  of 

□ Student  $ 5.00  □ Patron  $ 100.00 

fsJ AMP  

□ Sustaining  $ 1 5.00  □ Life  $ 1 ,000.00 

□ Subscribing  $25.00  OCCASION 

NAME  PLEASE  NOTIFY: 

ADDRESS 

CITY/STATE/ZIP 


Texas  Medicine 


What  is  the  best  kept  secret  in  Austin? 


Every  hour,  every  day,  we  perform  vital  work  you  might 
not  be  aware  of.  We  help  people  with  traumatic  head  injuries 
turn  their  lives  around.  We  help  their  families  too.  We’re 
Healthcare  Rehabilitation  Center. 

To  health  professionals  nationwide,  we’re  no  secret.  As  a 
Brown  Schools  Hospital,  we’ve  been  helping  people  for 
nearly  a half-century. 

Healthcare  Rehabilitation  Center  is  one  of  Austin’s  largest 
employers.  We’re  over  600  doctors,  psychologists, 
therapists,  nurses,  teachers  and  social  workers.  Just  south 
of  William  Cannon.  Here  when  you  need  us. 


Healthcare 

Rehabilitation 

Center 


i 


A Brown  Schools 
Hospital 


1 106  W.  Dittmar  Lane 
Austin,  Texas  78745 
(512)  462-6686 

A facility  of  Healthcare  International 


Dx:  recurrent 

M cA'ivt  - 

^8  H\0H 

Tot^ 


HeRpecin-L^ 


herpes  labiolis 

“HERPECIN-L  is  my  treatment  of  choice  for 
perioral  herpes.”  GP,  NY 

“HERPECIN-L  appears  to  actually  prevent  the 
blisters  . . . used  soon  enough.”  DOS,  MN 

“HERPECIN-L'^.  . . a conservative  approach 
with  low  risk/high  benefits.”  MD,  FL 

“Used  at  prodromal  symptoms  . . . blisters 
never  formed  . . . remarkable.”  DH,  MA 

“(In  clinical  trials) . . . response  was  dramatic. 
HERPECIN-L  . .proven  far  superior.”  DOS,  PA 

“All  patients  claimed  shorter  duration  ...  at 
prodromal  symptoms  . . . HERPECIN-L 
averted  the  attacks.”  MD,  AK 


OTC.  See  P.D.R.  for  information.  For  samples  to  make 
your  own  clinical  evaluation,  write:  Campbell  Laboratories, 
Inc.,  P.O.  BOX  812-MD,  FDR  STATION,  NEW  YORK,  N.Y. 
10150 


In  Texas  HERPECIN-L  is  available  at  all  Eckerd, 
Revco  and  Walgreens  and  other  select  pharmacies. 


DCH 


DIAGNOSTIC  CLINIC  OF  HOUSTON 


6448  FANNIN 
HOUSTON,  TEXAS  77030 
(713)  797-9191 

TEXAS  MEDICAL  CENTER 


INTERNAL 

MEDICINE 


ALLERGY 

Arthur  T.  Pedersen,  Mp, 

CARDIOVASCULAR  PfSEAS^ 

Hugh  F.  Arnold,  MD 
Michael  B.  Paine,  jMD 
Michael  A.  Modelsiki,  MD 
Sigmund  W.  Friediand|- 
Boguslaw  Godlewkki,  MD 
John  W.  Kirk,  MD  ; 

Jackie  Mullins,  MD 

DERMATOLOGY! 

Samuel  F.  Bean,  MD 

ENDOCRINOLOGY 
METABOLIC  DISEAS^ 

Thomas  G.  Vandi\i'ier,  |MD 
R.  Frederick  Gregory,  MCT 
Thomas  J.  Hansotii,  M l — 
Richard  D.  Jablon^ki,  MD^ 
Brian  R.  Tulloch,  MD 

GASTROENTERpLOdY 

W.  Tom  Arnold,  Mp 
Belton  G.  Griffin,  MD  j 
Frederick  R.  Lumnfiis,  M_D 
Dean  C.  Solche^-MD 
MargaretjE  iBridges,  MD 
Daniel lE.iWhitrhori,  Mbc 

' ’ i • * 1 

geriatric^  i [ 

Eugene;  M;  Hd^t]  Md  t ' 


^::^^^^EMATiDLOdi 
^ ^^dmund  N.  Gooldin,  MD 
George  [T.  Copkiyirt^ 

fect|ous|4is^ 

ewie  LjTrav|s 
George  Purnalz|an, 

Penjami|i  L.  Ppl^oy,  MD>-v 

f^TERMAL  M 

Jeffrey  2ators|ci 
Paul  T.  forth, 

Bdnald  k Galtii> 

Slieve  Rosenb! 

Jdmes  V.  Ryai 
■fleresa  Vicrov, 

NEUROLOGY 

pbnald  d.  Russ 
orge  Isaacs 
nesto  Infant 3 
bert  W.  Fay 


Sjmon 
pieed  B 


j«uyiD 
Farrd^vrMD:::;:^ 
Young,  MD 


NIjclevr  MEiDteiN]^::^ 

iam  L Hinds,  MD  ^'T 
P.  Edridge,  ! 

4e  B.  Vj/ilson, 
ichardjj-  Fracfitman,  Md  f 


pNcOLpGY 


h I M 


paster  L 
J.jPeter 
Harry  R. 


Hoac  li^_MD 
SullivsriTHMl 
Price  K/ID 
Eiward  Middle 
i/lbrtin  Hrgovcc,  MtT'"' 
ESzabeth  W.  Rqgg,  MD 


ATHOLOGY 

P^ul  B.  Radelat,  MD 
Asnok  M.  Balsaver,  MD 

PULMp^RY  DISEASE 

Joef-iCMd,  MD 
GeiieH^  L idley,  MD 
Maltin  jC.  I ; apian,  MD 
Nelsb^fA.  ^ernandez,  MD 

RADIpLO  >Y 

WiliaolL.  Hinds,  MD 
C.  iC^ri  :ge,  MD 
Chsries  A.  Spain,  MD 
Joe  B:::^il:ion,  MD 
Ho\/ardJ.  ^ollock,  MD 
RiciatilJ.  -rachtman,  MD 

RH  EUSlA  OLOGY 

Joh|>&.  N(]rris,  MD 

ADi/ii^ST  I NATION 

RotefpB.  l all, 
A1ml|liis1iator 

Joa  >rijM(iClung, 
/^^ciatH  Administrator 
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American  Physicians  Insurance  Exchange 

MATPRACTTCR 

Ifs  an  allegation  that  can  happen  to  anyone. 


You  don’t  have  to  stand  alone! 


We  wrote  the  book  on  malpractice  insurance. 
We  started  writing  professional  liability 
insurance  over  12  years  ago,  when  the  other 
insurance  companies  were  looking  for  a way  out. 

Why?  Because  we’re  100%  owned  and 
controlled  by  dentists  and  physicians.  We 
know  you  can’t  operate  your  practice  without 
malpractice  insurance. 


We  know  a good  insurance  company  must 
insure  all  specialties.  And  we  have  never 
settled  a claim  without  an  insured’s  written 
consent.  We  believe  that  you  shouldn’t  have 
to  stand  alone.  If  you’re  concerned  about  your 
insurance  company’s  commitment  to  you, 
give  us  a call  today. 


1301  Capital  of  Texas  Highway,  Suite  #B-300 
Austin,  Texas  78746 
(512)  328-1520 


Nationwide  1-800-252-3628 
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In  San  Antonio: 

Bill  Sweet 
(512)  525-0152 


It  didn’t  take  a major  operation  to 
become  the  new  owner  of  EMC  EXPRESS. 

The  old  owner  was  GE  Information  Services.  The  new  owner  is  GTE  Health  Systems. 
It  was  a simple  procedure.  And  so  is  calling  for  more  information:  1-80O333-4EMC. 


JAMES  B.  YOUNCi,  MD 
LYNN  H.W.  BANOWSK\',  MD 


Solid  organ 
transplantation  today: 
problems  and 
possibilities 


Organ  transplantation  has  made  a dramatic  im- 
pact on  the  practice  of  medicine.  We  all  are 
affected  in  one  way  or  another.  Whether  we  care 
for  patients  who  might  benefit  from  these  proce- 
dures, identify  potential  donors  and  interact  with 
their  families  consider  signing  an  organ  donor 
card,  or  worry  about  the  high  cost  of  these  proce- 
dures, it  is  important  to  review  the  problems  and 
possibilities  of  this  technology  from  a Texas 
perspective. 

KEY  WORDS;  TRANSPLANTATION,  ORGAN  DONATION 


An  odd  juxtaposition  of  tragedies  can  occur 
during  organ  transplant  surgery.  On  the  one 
hand,  brain  death  allows  a fortuitously  beat- 
ing heart  to  supply  sustenance  that  can  maintain 
cellular  life  in  other  vital  organs  and  tissues.  Brain 
death  generally,  though,  is  an  unanticipated  tragedy 
occurring  in  healthy,  often  young,  persons — victims 
of  automobile  or  motorcycle  accident,  blunt  head 
trauma,  brain  tumor,  gunshot  wound,  cerebro- 
vascular catastrophe.  These  things  can  happen  to 
any  one  of  us,  unexpectedly,  anytime  ( 1 ).  But  on 
the  other  hand,  this  tragedy  can  dramatically  affect 
many  others  by  attenuating  some  diseases’  propen- 
sity for  premature  death  and  frustrating  morbidity. 
Transplant  surgery  also  plumbs  the  rich  depths  of 
humanism  when  gifts  are  given  and  accepted  dur- 
ing, for  example,  living-related  kidney  transplant 
surgery. 

Transplant  medicine  is,  indeed,  singular.  The 
uniqueness  emerges  from  a tripartite  covenant 
formed  between  ill  and  dying  patients,  skilled  medi- 
cos, and  our  community  at  large.  No  part  of  this 
troika  is  more  important  than  another.  Patients 
present  the  challenge  of  illness,  and  physicians  try 
to  heal  and  cure.  But  when  transplantation  is  the 
option,  an  unselfish  donation  from  family  or  the 
community  must  occur.  Often  steeped  with  grief 
wrought  from  tragedy,  loved  ones  entrust  rare,  pre- 
cious, living  jewels  to  physicians  who  can  now  use 
them  to  help  sick  patients.  A tripartite  covenant. 
Blood  donation.  Organ  donation.  Transplant  surgery. 
All  unique  because  of  this  covenant. 

But  as  scientific  medicine  progressed,  new  chal- 
lenges appeared.  As  one  organ  became  commonly 
transplanted  (kidney,  for  example),  another  became 
an  experiment  (such  as  bowel).  As  one  challenge 
slowly  dissipated  (rejection,  for  example),  others 
arose  (such  as  graft  atherosclerosis).  All  the  while, 
social  dilemmas  propagated:  finding  enough  donor 
organs  (convincing  the  public  and  community  phy- 
sicians to  enter  the  covenant),  making  these  proce- 
dures generally  available,  fairly  sharing  organs, 
paying  for  the  procedure.  This  Daedalean  maze 
grows  more  complex  and  challenging. 


The  concept  of  transplanting  organs  is  not  new. 
Ancient  Eastern  and  Western  mythologic  literature 
provide  colorful  references  to  transplantation  ( 2 ), 
including  xenographic  transplants,  and  one  can  find 
a direct  experimental  link  to  the  Renaissance  tri- 
umphs of  surgeons  who  attempted  to  transplant  a 
variety  of  limbs  and  facial  parts.  Interestingly,  the 
patron  saints  of  medicine,  Cosmas  and  Damian,  are 
depicted  in  a famous  painting  transplanting  the  leg 
of  a Moor  onto  a dying  white  man  ( 3 )■  These  fan- 
tastic images  and  dreams  were  fantasy,  however,  un- 
til the  subtle  but  extraordinarily  volatile  nature  of 
the  immune  system  was  better  understood  (4).  In- 
deed, many  Nobel  Prizes  have  been  awarded  for 
pioneering  work  intimately  related  to  challenges 
presented  by  organ  transplantation.  Elie  Metchnikoff 
was  awarded  the  1908  Nobel  Prize  in  medicine  for 
his  characterization  of  the  processes  of  leukocyte 
arousal.  In  1912,  Alexis  Carrel,  the  first  person  to  be 
awarded  the  Nobel  Prize  for  scientific  work  per- 
formed in  the  United  States,  was  recognized  for  pio- 
neering the  technique  of  suturing  blood  vessels  and 
early  work  in  transplant  medicine  (5).  In  1930,  Karl 
Landsteiner  received  the  Nobel  Prize  for  charac- 
terizing human  blood  groups,  and  in  I960,  Peter  B. 
Medawar  and  Sir  F.  MacFarlane  Burnet  shared  the 
award  for  their  more  precise  characterization  of  the 
immune  response  to  foreign  antigenic  stimulation 
(6).  Even  as  late  as  1980,  the  Nobel  Prize  was 
awarded  for  further  characterization  of  various  anti- 
genic groups. 

All  of  these  observations  laid  foundations  for  suc- 
cessful organ  transplantation.  Indeed,  this  therapeu- 
tic modality  became  extraordinarily  important 
when  care  of  patients  with  end-stage  renal  failure 
improved  and  dialysis  became  available.  The  ex- 
pense and  hassle  of  chronic  dialysis  forced  renal 
transplantation  to  become  the  focus  of  intense  re- 
search activity.  As  the  number  of  patients  eligible 
for  treatment  of  end-stage  renal  disease  burgeoned, 
it  was  apparent  that  the  solution  to  one  problem, 
prevention  of  death  with  dialysis,  brought  new  di- 
lemmas: Who  receives  dialysis?  Does  long-term  di- 
alysis therapy  allow  reasonable  quality  of  life?  Who 
pays  for  this  life-saving  procedure?  These  are  many 
of  the  same  questions  we  ask  today  about  heart 
transplantation  and  use  of  the  artificial  heart.  Renal 
transplantation  began,  clinically,  in  earnest  in  the 
1950s  (7).  Development  of  powerful  immunosup- 
pressive agents  including  6-mercaptopurine  and 
azathioprine  in  the  early  1 960s  saw  a new  era  dawn 
and  renal  transplantation  became  therapeutic  reality 
for  a lucky  few  (8).  Simultaneously,  liver  transplan- 
tation began.  This  procedure  was  more  complex 
and  research  progressed  in  a slower  fashion.  The 
first  attempt  to  replace  a human  liver  was  at  the 
University  of  Colorado  in  March,  1963,  by  Dr 
Thomas  Starzl  (9).  His  dedicated  work  has  now 
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been  recognized  and  approbation  given  worldwide. 
Cardiac  transplants  began  in  the  late  1960s  but  a 
moratorium  ensued  because  of  poor  results  (10). 
Also,  it  should  not  be  forgotten  that  many  of  these 
early  attempts  used  animal  parts  (primate  livers  and 
kidneys,  chimpanzee  and  ram  hearts)  and,  therefore, 
the  debate  centered  around  Baby  Fae  had  been  up- 
staged by  decades. 

The  fact  is  that  organ  transplantation  today  is 
quite  common.  Fig  1 lists  the  number  of  transplants 
performed  in  the  United  States  in  1 986  (11).  Almost 
1 3,000  solid  organs  were  transplanted.  This  number 
excludes  experimental  transplantation  of  pancreas 
and  isolated  lung  and  bowel  transplant  procedures. 
In  December  of  that  year,  9,675  patients  were 


1.  United  States  transplant  activity,  1986.  * 


Patients  Waiting 


Organ 

iranspiants 

Performed 

December  1986 

December  1987 

Kidney 

10.566 

9,000 

11,872 

Heart 

1,430 

300 

646 

Heart/ lung 

42 

75 

148 

Liver 

925 

300 

450 

Total 

12,963 

9,675 

13,116 

* Compiled  by  the  American  Council  on  Transplantation  (11). 


2.  Institutions  actively  performing  solid  organ  transplants  in  Texas  in  1988. 


City  and  Hospital 

Kidney 

Heart 

Liver 

Heart/ Lung 

Lung 

Austin: 

Brackenridge  Hospital 

+ 

+ 

Seton  Medical  Center 

+ 

+ 

Dallas: 

Baylor  University  Medical  Center 

+ 

+ 

+ 

Children’s  Medical  Center 

+ 

+ 

Methodist  Medical  Center 

+ 

Parkland  Memorial  Hospital 

+ 

El  Paso: 

Sierra  Medical  Center 

+ 

Galveston: 

John  Sealy  Hospital 

+ 

Houston: 

Hermann  Hospital 

+ 

St.  Luke's  Episcopal  Hospital 

+ 

+ 

+ 

Texas  Children’s  Hospital 

+ 

The  Methodist  Hospital 

+ 

+ 

Lubbock: 

Lubbock  General  Hospital 

+ 

San  Antonio: 

Humana  Hospital 

+ 

+ 

+ 

Medical  Center  Hospital 

+ 

+ 

+ 

Tyler: 

Medical  Center  Hospital 

+ 

awaiting  these  types  of  solid  organs  for  transplant, 
with  this  number  increasing  by  more  than  25%  one 
year  later  to  13,1 16.  Indeed,  in  December  1987, 

1 1,872  patients  were  awaiting  kidney  transplants, 
over  600  awaited  heart  transplants,  1 48  heart-lung, 
450  liver,  14  isolated  lung,  and  37  pancreas. 

Programs  throughout  the  state  of  Texas  have  de- 
veloped and  are  very  active  (Fig  2).  Though  the 
precise  number  of  transplants  performed  in  Texas  is 
unavailable,  it  certainly  accounts  for  a significant 
proportion  of  cases  done  in  the  United  States.  Still, 
some  large  metropolitan  areas  such  as  El  Paso  are 
served  by  only  living-related  renal  transplant  pro- 
grams and  must  send  patients  long  distances  for 
other  transplant  procedures.  Six  organ  procurement 
agencies  are  spread  throughout  the  state  (Fig  3)  and 
can  offer  immediate  assistance  with  donor  selection 
criteria  and  management  and  can  help  clarify  gen- 
eral points  of  concern.  Specially  trained  procure- 
ment coordinators  can  be  dispatched  quickly  to 
assist  with  grieving  family  members  and  with  the 
technicalities  of  organ  harvest.  All  types  of  solid 
organ  transplants  are  performed,  and  a variety  of 
historical  “firsts”  happened  in  Texas.  As  Texans,  we 
can  all  be  proud  of  these  pioneering  efforts,  includ- 
ing the  first  successful  heart  transplant  in  Aimerica 
(14),  the  first  use  of  a total  artificial  heart  ( 1 5 )( in- 
cluding its  use  as  a ventricular  assist  device  while 
the  patient  awaited  transplantation),  and  the  first 
double-lung  transplant  in  the  United  States.  Along 
with  these  activities  have  come  the  anticipated  chal- 
lenges and  problems:  How  does  one  optimize  organ 
procurement  and  create  equitable  distribution  in 
the  state?  How  do  we  support  transplant  technology 
in  indigent  patient  populations?  What  is  our  respon- 
sibility to  foreign  nationals?  What  groups  are  in  the 
best  position  to  provide  these  services?  Should  this 
technology  be  regulated?  These  challenges  may  ac- 
tually be  more  difficult  to  solve  than  the  remaining 
scientific  ones.  The  recently  formed  Texas  Trans- 
plant Society  was  a first  step  taken  by  Texas  physi- 
cians to  address  both  the  scientific  and  social  issues 
raised  by  this  technology.  It  was  our  belief  that  a 
strong  and  collegial  Texas  organization  focused  on 
the  provision  of  this  technology  in  a fair  and  human- 
istic fashion  with  cooperation  between  a variety  of 
programs  was  extraordinarily  important.  Texans 
have  again  become  pioneers  in  the  transplant  field 
since  few  other  organizations  of  this  sort  exist. 

Transplant  medicine  is  a unique  specialty,  not 
only  because  of  its  “high  tech,”  “high  cost”  image, 
but  also  because  it  entirely  depends  on  a national 
resource — organ  donors.  Transplantation,  therefore, 
cannot  be  viewed  in  a merely  proprietary  sense. 
Programs  must  cooperate  to  serve  patients’  best  in- 
terests. Programs  cannot  be  used  simply  as  “mar- 
keting tools”  for  an  institution.  Selfish  concerns 
must  be  put  aside  and  transplant  physicians  must 
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compromise  frequently.  No  other  place  demon- 
strates this  better  than  the  operating  room  during 
organ  recovery,  when  several  teams  of  surgeons 
from  disparate  programs  may  be  brought  together 
on  short  notice  without  prior  introduction.  High 
ego  and  rigid  protocol  may  have  to  be  abandoned 
so  that  optimum  organ  retrieval  can  occur.  Satisfac- 
tory resolution  of  these  issues  is  extremely  impor- 
tant so  that  we  can  gain  the  trust,  understanding, 
and  support  of  the  public  who  may  have  a distorted 
view  of  transplantation  based  on  exposure  to  our 
quibbles  (17). 

Today  transplant  surgery  saves  lives  and  improves 
many  patients’  well-being.  Tomorrow  even  more 
organs  will  be  replaced  and  innovative  solutions  to 
remaining  scientific  challenges  will  appear.  We  are 
guaranteed,  however,  that  social  dilemmas  are  ever 
present  and  these  must  be  approached  with  just  as 
much  vigor  and  creativity. 
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3-  Organ  procurement  organizations  in  Texas  in  1988. 


City  and  Organization 

Address 

Contacts 

Phone 

Austin: 

Central  Texas  Organ  Procurement 

Organization 

801  W 34th 

Austin,  TX  78705 

Gerald  Beathard,  MD 

Shirley  Williamson 

(512)459-1111 

Dallas: 

Southwest  Organ  Bank 

3310  Uve  Oak  #200 

DaUas,  TX  75204 

Martin  White,  MD 

Stephen  Haid 

(214)821-1931 

Fort  Worth: 

Tarrant  County  Organ  Donor  Program 

1301  Pennsylvania  Ave 

Fort  Worth,  TX  76104 

Charles  Andrews,  MD 
Howell  Warner 

(817)882-3323 

Houston: 

Gulf  Coast  Independent  Organ 

Procurement  Organization 

7505  S Main  St  #500 

Houston,  TX  77030 

O H Frazier,  MD 

Charles  Van  Buren,  MD 
James  Young,  MD 

Rebecca  Davis 

(713)799-9115 

Lubbock: 

Lubbock  General  Hospital  Center  for  Organ 
Retrieval  and  Transplant 

c/o  Texas  Tech  University 
Dept  of  Surgery 

Room  3A-159 

Lubbock,  TX  79430 

Neil  Glass,  MD 

Armand  Mackety 

(806)743-1000 

San  Antonio: 

South  Texas  Organ  Bank 

4241  Woodcock  Drive 

Suite  A-200 

San  Antonio,  TX  78228 

Lynn  Banowsky,  MD 

James  Hayes 

(512)732-9612 
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The  rapid  evolution  in  transplantation  has  been 
paralleled  by  evolution  in  legislative  attempts  to 
secure  organ  procurement  Inadequacy  of  tradi- 
tional voluntary  efforts  have  given  way  to  quasi- 
compulsion. Texas  was  the  third  state  to  promul- 
gate any  legislation  on  transplantation  in  1959 
and  the  30th  state  to  adopt  a “routine  inquiry” 
law,  legislatively  mandating  that  families  be  given 
the  opportunity  to  make  donations  of  organs  and 
tissues  in  appropriate  cases.  This  legislation  is  in 
line  with  federal  funding  and  JCAHO  (Joint  Com- 
mission on  the  Accreditation  of  Health  Organiza- 
tions) accreditation  requirements.  Other  state  laws 
are  discussed  and  potential  problem  areas  are 
addressed. 

KEY  WORDS:  TRANSPLANTATION,  ORGAN  DONATION,  ORGAN 
PROCUREMENT,  ROUTINE  INQUIRY,  REQUIRED  REQUEST,  ANA- 
TOMICAL GIFT  ACT,  LAW,  LEGISLATION,  MEDICOLEGAL 


On  April  22,  1987,  Gov  Bill  Clements  signed 
the  Texas  “routine  inquiry”  law,  requiring 
hospitals  in  appropriate  cases  to  approach 
families  for  organ  and  tissue  donation  (“anatomic 
gifts”)  ( 1 ),  The  effective  date  for  this  legislation  was 
Jan  1,  1988,  This  made  Texas  the  30th  state  to  man- 
date hospitals  and  their  staffs  to  engage  actively  in 
organ  procurement  activities,  Oregon  in  1985  was 
the  first  state  to  adopt  such  laws.  Forty-one  states 
now  have  statutes,  and  the  remaining  states  rely  on 
parallel  federal  legislation.  The  Oregon  Eye  Bank  re- 
ported a 135%  increase  in  donor  eye  procurement 
in  the  first  1 2 months  after  enactment  ( 2 ),  Caplan 
reported  that  while  data  on  the  number  of  potential 
donors  and  the  effect  of  legislation  on  organ  and 
tissue  procurement  are  not  good,  preliminary  evi- 
dence suggests  a mixed  response  ( 3 )-  In  general, 
however,  tissue  (eg,  corneas  and  skin)  donation  in- 
creased dramatically,  with  initial  increases  of  200% 
to  300%  commonly  reported,  while  vital  organ  do- 
nation has  increased  slightly,  if  at  all.  The  Division  of 
Organ  Transplantation  recently  commissioned  a 
study  on  the  effect  of  routine  inquiry  and  required 
request  legislation,  which  concluded  that  “state  re- 
quired request  laws  have  had  a positive  influence  on 
the  organ  and  transplant  procurement  process.  In 
general,  these  laws  were  found  to  be  an  effective 
method  for  improving  the  organizational  system  of 
procurement,  creating  changes  especially  at  the 
hospital  level  that  appear  beneficial.  However,  the 
procurement  data  for  1987,  so  far,  do  not  unam- 
biguously support  the  conclusion  that  state  re- 
quired request  laws  have  increased  donation”  (4), 

The  problem 

The  supply  of  organs  and  tissues  for  transplantation 
is  inadequate  (Fig  1)  (5).  In  1987,  approximately 
1 1,000  kidneys  were  transplanted;  however,  at  the 


end  of  1987,  nearly  1 1,200  people  were  awaiting 
the  availability  of  suitable  kidneys.  Over  1 ,000  liver 
transplants  were  performed  in  1987,  with  430 
people  remaining  on  waiting  lists  at  the  conclusion 
of  that  year.  Five  thousand  people  remained  on 
waiting  lists  for  corneas  after  35,000  transplanta- 
tions in  1 987.  Statewide  data  on  organ  procurement 
are  being  gathered  by  the  TMA  Council  on  Scientific 
Affairs,  chaired  by  William  T.  Hill,  MD.  Even  if  all 
viable  cadaveric  organs  and  tissues  were  obtained, 
the  demand  would  not  be  totally  met.  As  transplants 
become  increasingly  popular  with  physicians  and 
their  patients,  the  schism  between  supply  and  de- 
mand is  expected  to  grow  even  wider.  Clearly,  legis- 
lative promotion  of  organ  procurement,  although 
not  a total  answer,  is  appropriate  for  the  public 
good. 

Older  solutions 

The  law  on  organ  donation  has  emphasized  its  vol- 
untary nature,  such  that  consent  of  the  family  or  the 
previous  consent  of  the  deceased  is  the  touchstone 
for  the  present  system  of  organ  procurement. 

Initially  states  sporadically  enacted  legislation 
specifically  authorizing  organ  donation.  In  the  origi- 
nal common  law  of  England,  which  Texas  and  most 
states  adopt  in  the  absence  of  enacted  statutes  to 
the  contrary,  there  was  no  property  right  in  a dead 
body;  it  simply  belonged  to  nobody.  This  led  to  a 
confused  legal  situation  in  which  an  individual 
could  not  clearly  bequeath  his  or  her  body,  and 
heirs  could  nullify  or  overrule  the  bequest  so  that 
physicians  were  reluctant  to  carry  out  the  patient’s 
request. 

In  1959,  Texas  was  the  third  state  in  the  union  to 
adopt  legislation  on  transplantation;  only  Alabama 
(1958)  and  Arizona  (1956)  had  prior  laws  on  the 
subject  (6).  The  Texas  law  was  known  as  the  “tissue 
law,”  although  it  was  officially  entitled  “Bodies  and 
Organs — Donation  and  Bequest”  ( 7 ).  The  Texas 
tissue  law  created  a property  right  in  the  body  and 
allowed  a Texas  inhabitant  of  legal  age  and  sound 
mind  to  dispose  of  his  own  body  for  (and  only  for) 
the  advancement  of  medical  science  or  replacement 
or  rehabilitation  of  diseased  or  worn  out  organs, 
members,  or  parts  of  bodies  of  living  humans  (8). 

In  the  late  1960s  and  early  1970s,  all  50  states 
(many  with  minor  variations)  adopted  the  Uniform 
Anatomical  Gift  Act  (UAGA),  a very  well  considered 
and  artfully  drafted  model  legislation  which  autho- 
rizes persons  or  their  families  to  make  an  “anatomi- 
cal gift”  of  all  or  part  of  his  or  her  body  (9)-  The 
name  implies  that  the  original  statutory  source  for 
this  legislation  derives  from  state  “anatomical 
board ’’  laws  dealing  with  bodies  donated  to  science 
and  often  used  in  anatomy  classes.  This  law  con- 
tinues to  be  the  mainstay  of  organ  procurement  law 
in  the  United  States. 
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The  Texas  version  was  enacted  in  1 969  ( 10),  re- 
placing the  prior  “tissue  law,”  on  the  advice  of  the 
Interim  Committee  on  Organ  Transplantation  (11). 
Elements  of  this  legislation,  as  enumerated  by  the 
committee,  included  individual  authority  to  donate; 
authority  of  next-of-kin;  donees;  purposes;  gift  by 
will;  gift  by  other  written  document;  gift  by  tele- 
graph or  other  recorded  message;  deliver^'  of  instru- 
ments; revocation  of  organ  donation;  disposition  of 
body;  time  of  death;  liability’;  presumption  of  death; 
and  medical  examiner  jurisdiction. 

Public  awareness  and  administration  of  anatomi- 
cal gifts  were  facilitated  by  legislation  in  many  states 
during  the  mid-1970s,  allowing  for  a signature  on 
the  back  of  a driver’s  license  to  be  used  as  a state- 
ment of  the  gift.  This  was  enacted  in  Texas  in  1975 
as  a part  of  the  state’s  highway  laws  ( 12 ).  In  1985, 
this  was  amended.  Instead  of  signing  the  driver’s  li- 
cense to  indicate  willingness  to  donate  organs,  the 
driver’s  license  applicant  was  to  be  asked  if  he  or 
she  wanted  to  become  an  organ  donor.  If  so,  he  or 
she  would  be  given  materials  to  register  as  an  organ 
donor  with  a contracting  registry,  and  a sticker 
would  be  issued  to  be  applied  to  the  back  of  the 
license. 

In  Texas,  the  Living  Bank  is  the  central  donor  reg- 
istry, and  as  of  January  1988  it  listed  198,000  names 
of  persons  who  had  registered  ( with  good  ad- 
dresses ).  They  view  their  role  as  educational. 

Texas  Sen  Chet  Brooks  and  Sen  Cyndi  Krier  are 
drafting  legislation  that  would  require  the  Texas  De- 
partment of  Public  Safety  to  store  donor  status  and 
next-of-kin  information  to  ensure  data  collection 
and  to  allow  automatic  retrieval  when  a license  is 
“called  in”  for  victim  identification.  As  a general 
rule,  organ  procurement  agencies  and  transplant 
surgeons  will  not  accept  a mere  signature  or  sticker 
on  the  back  of  a driver’s  license  or  even  a listing 
with  the  registry,  but  rather  will,  in  any  event,  re- 
quire the  contemporaneous  consent  of  the  next-of- 
kin  (13). 

Then,  in  the  late  1970s,  nearly  all  states  enacted 
brain  death  statutes  allowing  a pronouncement  of 
death  based  on  brain  death  criteria.  These  statutes 
were  generally  patterned  after  the  Uniform  Deter- 
mination of  Death  Act  in  which  the  determination  is 
simply  made  “in  accordance  with  accepted  medical 
practice.”  Texas  enacted  such  legislation  in  1979 
( 1 4 ).  Despite  significant  concern  and  reservation  on 
the  part  of  physicians,  these  statutes  were  probably 
unnecessary  as  no  court  had  previously  ruled 
i against  a surgeon  based  on  a premature  organ  re- 
I moval  (15). 

Some  states  have  otherwise  limited  liability  for 
persons  involved  in  organ  and  tissue  transplantation 
and  thus  enhanced  procurement  activities.  These 
statutes  resulted  from  legislative  attempts  to  over- 
come a few  judicial  decisions  imposing  strict  lia- 


bility for  diseases  such  as  hepatitis  resulting  from 
transfusions  of  blood.  Texas  was  such  a state,  pass- 
ing a law  in  1971  stating  that  no  transplant  organi- 
zation, hospital,  physician,  or  any  other  person 
assisting  will  be  held  liable  in  the  procuring,  prepar- 
ing, or  transplanting  of  organs  or  tissues  except  for 
his  or  its  own  negligence  ( 1 6 ). 

Many  states  have  also  promulgated  laws  to  facili- 
tate cooperation  between  coroners  or  medical  ex- 
aminers and  organ  procurement  agencies.  A 1969 
Texas  law  requires  a medical  examiner  to  look  at  an 
organ  procured  for  transplantation  at  the  time  of 
harvest  where  necessary  ( 17).  A 1985  law  permits 
organ  donation  by  a medical  examiner  or  justice  of 
the  peace  in  the  case  of  vital  visceral  organs  upon 
consent  of  a specified  family  member,  or  in  the  case 
of  other  organs  and  tissues,  upon  the  consent  of  the 
person  if  known  and  available  within  four  hours. 
Otherwise,  consent  is  presumed  if  there  is  no  rea- 
sonable likelihood  of  contact  and  objection  by  the 
person  is  not  known  (18). 

Further  legislation  concerns  eye  donations.  A 
medical  examiner  or  justice  of  the  peace  may  per- 
mit eye  enucleation  if  there  is  no  known  objection 
by  specified  family  members  (19).  The  original 
1977  “implied  consent”  version  was  amended  in 
1985  to  require  notification  and  opportunity  to 
voice  objection  by  the  family  prior  to  removal  of 
the  corneas.  The  amendment  came  after  a family 
complained  that  corneas  were  removed  from  their 
young  son  without  their  notice.  The  final  amend- 
ment was  a compromise  between  Texas  Sen  Carlos 
Truan  and  the  eye  banks  in  which  notification  is 
only  required  in  cases  of  patients  hospitalized  for  at 

/.  Organ  tissue  supply  and  demand  ( US  data).  * 

Transplants  in  the  year  of 


1985 

1986 

1987t 

Supply: 

Kidneys 

7,695 

8,973 

11,000 

Heart 

731 

1 ,368 

1,512 

Heart/ lung 

30 

45 

43 

Liver 

605 

924 

1,182 

Pancreas 

133 

140 

127 

Corneas 

26,326 

31,000 

35,000 

Bone  marrow 

1,200 

1,160 

— 

1/1/86 

People  waiting  as  of 
1/1/87 

1/1/88 

Demand: 

Kidneys 

8,500 

9,000 

1 1,200 

Heart 

300 

300 

600 

Heart/lung 

— 

75 

120 

Liver 

400 

300 

430 

Pancreas 

— 

50 

50 

Corneas 

5,000 

5,000 

5,000 

Bone  marrow 

— 

— 

— 

*Data  from  the  American  Council  on  Transplantation 
1 1987  transplant  numbers  are  estimates 
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least  24  hours  with  next-of-kin  known  and  available 
within  two  hours.  Eye  enucleation  may  be  per- 
formed by  only  certain  persons  with  certain  training 
(20). 

Texas  also  has  a law  on  kidney  donations  by  men- 
tally incompetent  living  related  donors  (21).  Texas 
is  the  only  state  with  such  legislation.  It  was  en- 
acted after  a court  case  in  this  state  on  the  subject 
(22).  Kidneys  may  be  donated  by  mentally  retarded 
persons  only  if;  (a)  the  prospective  donor  is  at  least 
12  years  of  age,  (b)  the  prospective  donee  is  a nu- 
clear family  member  and  will  die  or  suffer  severe 
and  progressive  deterioration  without  the  kidney, 
(c)  the  donation  will  entail  minimal  risk  to  the 
donor  (including  psychological  risk)  and  is  in  his 
best  interest,  and  (d)  is  supported  after  a rigorous 
judicial  procedure  involving  an  adversarial  hearing 
and  an  in-chamber  interview  of  the  potential  donor. 
These  conditions  may  well  act  as  a barrier  to  dona- 
tion in  such  cases. 

The  federal  government  has  long  been  involved 
in  the  funding  of  transplantations,  but  only  rela- 
tively recently  has  begun  to  be  involved  in  organ 
procurement  regulation.  The  National  Organ  and 
Transplant  Act  (PL  98-507)  was  enacted  in  1984  to 
enhance  and  coordinate  private  initiatives  (23). 

This  act  included  provisions  for  the  temporary  crea- 
tion of  a special  advisory  task  force,  for  the  creation 
of  a national  organ  procurement  and  transplant  net- 
work (OPTN)  to  match  donor  organs  to  prospec- 
tive recipients,  for  the  distribution  of  grants  to 
establish  new  organ  procurement  organizations 
(OPOs)  and  to  expand  existing  organizations,  and 
for  prohibiting  the  sale  of  organs  and  tissues.  The 
task  force  rendered  its  final  report,  which  includes 
78  recommendations,  in  April  1986  (24).  The  na- 
tional OPTN  was  contracted  to  UNOS,  a previously 
existing  private  network.  Grant  funding  for  the 
OPOs  was  not  forthcoming  until  1986,  despite  great 
efforts  by  US  Sen  Albert  Gore  who  was  a prime  ar- 
chitect of  the  act.  Now,  the  federally-imposed  re- 
gional system  of  OPOs  is  in  place,  entrenching  some 
programs  to  the  exclusion  of  others. 

This  prior  legislation  based  on  voluntarism  has 
helped,  but  remains  insufficient.  Of  the  potential  cad- 
averic donor  pool  of  20,000  donors  per  year  in  the 
United  States,  less  than  20%  will  result  in  organ  har- 
vest (25).  Most  workers  in  the  field  believe  that  the 
primary  defect  in  the  system  is  the  failure  of  health 
care  workers  to  approach  families  for  donations.  It 
seems  that  some  form  of  compulsion  is  necessary  to 
increase  the  organ  and  tissue  supply. 

Newer  solutions 

In  Europe,  legal  systems  have  generally  adopted 
“implied  consent”  statutes  in  which  consent  is  pre- 
sumed in  the  absence  of  actual  knowledge  to  the 
contrary,  and  thus  organs  are  obtained  if  there  is  no 


notice  of  dissent  (26).  TTiis  has  not  been  a popular 
notion  in  the  United  States,  but  the  “required  re- 
quest” of  a family  to  consent  for  organ  and  tissue 
donation  has  been  more  favorably  entertained.  A re- 
cent Gallup  poll  showed  that  60%  of  those  polled 
agreed  that  hospitals  should  be  required  to  ask  fami- 
lies of  deceased  individuals  to  consider  organ  dona- 
tion ( 27 ).  The  survey  also  revealed  that  48%  would 
be  willing  to  donate  their  own  organs,  66%  would 
honor  a request  of  a loved  one  to  donate  their 
organs,  and  43%  would  be  very  likely  to  donate 
their  child’s  organ  if  he  or  she  died  accidentally. 
There  appear  to  be  no  real  ethical  barriers  to  organ 
donation,  according  to  the  task  force  report,  and  it 
appears  that  American  citizens  value  saving  life 
through  organ  donation  (24,  pp37-38). 

In  1986  the  federal  government,  based  on  the 
task  force  report,  passed  legislation  effective  Oct  1, 
1987,  requiring  hospitals  to  establish  protocols  for 
routine  inquiry  as  a qualifier  for  participation  in 
Medicaid  programs  (28).  Specifically,  the  Omni- 
bus Budget  Reconciliation  Act  (OBRA)  of  1986 
amended  the  Social  Security  Act  so  that  state  Medi- 
care and  Medicaid  funds  would  be  spent  only  on 
hospitals  that  are  members  of  the  national  OPTN 
(UNOS)  and  that  establish  written  protocols  that  in- 
form families  of  their  option  to  donate,  encourage 
discretion  with  respect  to  family  views,  and  that  no- 
tify a specified  organ  procurement  agency  of  poten- 
tial donors.  The  membership  in  UNOS  itself  entails 
adherence  to  its  rules,  and  thus  becomes  a signifi- 
cant regulatory  factor. 

Similarly,  the  Joint  Commission  on  the  Accredita- 
tion of  Health  Organizations  (JCAHO,  formerly  the 
JCAH)  adopted  new  standards,  effective  Jan  1,  1988, 
requiring  each  accredited  hospital  to  establish  pro- 
cedures to  identify  and  refer  potential  organ  and 
tissue  donors  to  appropriate  procurement  agencies 
(29). 

Texas 

Texas  Senators  Ray  Farabee  and  Carlos  Truan  au- 
thored Texas  Senate  Bill  No  16,  which  took  effect 
on  Jan  1,  1988  (companion  legislation  was  intro- 
duced in  the  House  by  Representative  Nancy  Mc- 
Donald). This  bill  amended  the  UAGA  and  mandated 
hospitals  to  inform  families  of  the  possibility  of  do- 
nation and  to  develop  a protocol  to  that  effect.  This 
bill  unanimously  passed  the  House  and  Senate  with- 
out amendment. 

Representatives  of  the  various  major  interested 
parties  had  been  gathered  (largely  at  the  urgings  of 
the  San  Antonio  children’s  transplant  program. 
Project  ABC)  before  the  bill  was  drafted  to  define 
issues  and  make  recommendations.*  This  not  only 


• A list  of  persons  in  attendance  may  be  obtained  from  the 
authors. 
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served  to  draft  a bill  that  met  the  needs  of  the  par- 
ties, but  also  prevented  major  opposition — in  fact, 
there  was  no  opposing  testimony.  The  major  issues 
discussed  and  decided  at  the  initial  meeting  on  Nov 
1,  1986,  and  at  a follow-up  meeting  on  Nov  7,  1986, 
included:  (a)  the  unanimous  decision  to  incorpo- 
rate routine  inquiry  rather  than  required  request; 
(b)  the  unanimous  decision  that  no  sanctions  be  in- 
corporated; (c)  the  unanimous  decision  that  the  bill 
should  incorporate  both  organs  and  tissue;  (d)  the 
unanimous  decision  that  the  bill  not  exempt  small 
hospitals;  (e)  the  decision  that  people  making  the 
inquiry  be  adequately  trained;  (f)  the  decision  that 
documentation  be  kept  to  a minimum  and  required 
only  on  medical  records,  not  on  a death  certificate; 
(g)  the  decision  that  the  bill  should  encourage  sen- 
sitivity to  families’  beliefs,  but  not  to  make  an  ex- 
ception for  religion,  to  avoid  systematic  exclusion 
of  inquiry  in  the  case  of  Hispanics  and  Orientals; 
and  (h)  the  decision  that  immunity  be  granted  for 
anyone  acting  in  good  faith  in  implementing  the 
statute. 

The  Texas  Legislature  favored  this  Senate  Bill  16 
over  the  rival  Senate  Bill  2,  authored  by  Sen  James  E. 
“Buster”  Brown,  which  made  the  hospital  admin- 
istrator responsible  for  the  completion  of  a “certifi- 
cate of  request”  for  an  anatomic  gift  and  gave  the 
Texas  Board  of  Health  responsibility  for  overview. 
This  version  was  specifically  opposed  by  the  Texas 
Hospital  Association. 

Routine  inquiry  legislation  had  been  introduced 
two  years  earlier  by  Sen  Truan,  but  it  died  in  com- 
mittee because  a fiscal  note  of  S 1 million  had  been 
erroneously  attached  (no  monies  at  all  would  have 
been  incurred  by  the  state  ).  If  it  had  passed  when 
introduced,  Texas  would  have  been  the  first  state  to 
enact  such  legislation.  This  bill  called  for  docu- 
mentation as  a part  of  death  certification.  The  impe- 
tus for  this  legislation  had  to  some  extent  been 
stimulated  by  Gov  Mark  White’s  Coordinating  Com- 
mittee to  Facilitate  Organ  Transplants,  which  itself 
was  a response  to  a highly  publicized  case  of  a child 
who  needed  a liver  transplant  (30). 

The  written  hospital  protocol  as  specified  in  the 
new  law  should  (a)  establish  guidelines  based  on 
accepted  medical  standards  for  determining  medical 
suitability  for  donation;  (b)  provide  that  certain 
family  members,  at  or  near  the  time  of  death,  be 
asked  if  the  decedent  is  a donor  and  if  not,  then  be 
informed  of  the  option  to  donate;  (c)  provide  docu- 
mentation of  the  inquiry  in  the  medical  record; 

(d)  provide  that  appropriately  trained  individuals 
make  the  inquiry;  (e)  encourage  sensitivity  to  fami- 
lies’ beliefs  and  circumstances;  (f)  provide  for  the 
notification  of  a potential  donation  to  a qualified 
organ  or  tissue  procurement  organization;  and 
(g)  be  available  to  the  public  during  normal  busi- 
ness hours. 


Inquiry  is  not  required  if  (a)  the  decedent  is 
medically  unsuitable;  ( b ) if  there  is  actual  notice  of 
objection  to  the  donation  by  the  decedent  or  the 
appropriate  family  members;  (c)  if  the  hospital  ad- 
ministrator has  not  been  notified  of  a current  need 
for  organs  or  tissues;  and  (d)  if  the  hospital  admin- 
istrator has  not  been  notified  that  the  procurement 
organization  is  available  for  retrieval. 

The  legislation  specifies  the  persons  to  be  ap- 
proached for  the  request  to  be  the  same  as  section 
3(b)  of  the  Anatomical  Gift  Act  authorizing  certain 
persons  to  make  an  anatomic  gift  on  behalf  of  a de- 
cedent. Section  3(b)  states  the  priority  of  classes  of 
persons  to  be  asked  for  consent  as  follows:  spouses; 
adult  children;  parents;  adult  siblings;  a guardian  at 
the  time  of  death;  and  other  persons  authorized  to 
dispose  of  the  body.  Consent  from  a lower  class  is 
allowed  only  if  the  prior  classed  persons  are  “not 
available  at  the  time  of  death”  and  there  is  no  known 
objection  by  the  decedent  or  prior  class  of  persons. 
The  situation  is  particularly  unclear  with  regard  to 
divorced  and  separated  spouses.  The  family  mem- 
bers to  be  approached  for  an  anatomic  gift  are  not 
necessarily  the  same  ones  who  will  be  asked  for  an 
autopsy  consent,  and  thus  it  may  be  possible  that 
different  family  members  may  have  to  be  ap- 
proached for  organ  and  tissue  requests  than  for  per- 
mission to  perform  an  autopsy. 

The  committee  members  involved  in  drafting  this 
legislation  specifically  did  not  want  sanctions  in- 
cluded in  the  bill,  because  they  felt  the  purpose  was 
to  provide  opportunities,  educate  people,  and  make 
a policy  statement.  Enforcement  of  this  law  would 
appear  to  be  by  civil  suit.  Persons  acting  in  good 
faith  in  accordance  with  the  statute  are  not  liable 
except  for  their  own  negligence.  Existing  medical 
examiner  and  justice  of  the  peace  laws  take  prece- 
dence over  this  law. 

This  Texas  statute  incorporates  the  elements  of 
the  federal  law  and  the  JCAHO  requirements,  ex- 
cept that  the  JCAHO  also  requires  a policy  on  brain 
death.  This  law  is  more  specific  and  goes  further 
than  the  other  regulatory  measures.  Its  most  striking 
additions  are  the  requirement  of  “appropriately 
trained”  personnel  to  make  the  inquiry  and  docu- 
mentation of  the  inquiry  and  its  disposition  in  the 
patient’s  medical  record. 

The  Texas  Hospital  Association  formed  an  Ad  Hoc 
Organ  Donation  Advisory  Council,  spearheaded  by 
attorney  Matthew  T.  Wall,  to  suggest  how  hospitals 
should  respond  to  this  legislation  (31).  This  re- 
sulted in  an  excellent  model  protocol  which  proba- 
bly provides  the  basis  for  most  hospital  protocols  in 
Texas.  It  not  only  incorporates  the  necessary  state 
and  federal  legislative  mandates,  but  also  many  of 
the  specifics  of  current  practice.  Minor  flaws  of  the 
suitability  guidelines  include  the  exclusion  of  “dis- 
eases of  unknown  etiology,”  instead  of  diseases  po- 
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tentially  affecting  function,  and  the  exclusion  of  all 
cancer,  instead  of  cancer  other  than  primary  non- 
metastasizing brain  and  skin  cancer. 

Other  states 

Of  the  4 1 state  laws  requiring  some  type  of  for- 
malized request  for  organ  and  tissue  donations,  no 
two  are  alike,  despite  the  recommendation  by  the 
National  Task  Force  on  Organ  Transplantation  for 
the  development  of  a uniform  act  (24,  p34).  (Fig  2 
summarizes  states’  laws  as  of  April  1,  1988.)  A pure 
“required  request”  law  would  have  every  patient 
admitted  to  a hospital  asked  if  he  or  she  would  do- 
nate their  organs  and  tissues  in  the  event  of  death. 
States,  however,  have  not  gone  that  far;  instead,  laws 
speak  of  approaching  the  family  once  a death  has 
occurred.  Generally  the  state  statutes  can  be  di- 
vided into  “required  request”  and  “routine  inquiry” 


(a  weak  form  of  required  request  legislation).  Eigh- 
teen states  fall  into  the  first  category,  “required  re- 
quest,” because  they  require  consent  to  be  requested 
of  appropriate  family  members.  Twenty -four  states, 
including  Texas,  and  the  District  of  Columbia  fall 
into  the  second  category  because  they  insist  on  a 
policy  of  routinely  approaching  family  members  to 
inform  them  of  the  option  to  donate.  Typically, 
these  latter  statutes  require  no  more  than  a hospital 
protocol  to  this  effect.  Only  one  state,  Kentucky,  has 
an  explicit  penalty  for  failure  to  comply. 

The  statutes  are  not  consistent  with  respect  to 
exceptions  to  the  requirement  of  approaching  the 
family.  Thirty-two  states  allow  exceptions  when  a 
donor  is  not  medically  suitable.  In  Alabama,  the  at- 
tending physician  in  his  sole  judgment  can  de- 
termine that  inquiry  shall  not  be  made,  and  in 
Massachusetts  exceptions  are  allowed  if  discussion 


2.  State  required  request /routine  inquiry  legislation  as  of  April  1.  1988. 


AL 

AZ 

AR 

CA 

CO 

CT 

DE 

DC 

FL 

GA 

HI 

IL 

IN 

KS 

KY 

LA 

MA 

ME 

MD 

MI 

MS 

Enactment  Date 

86 

86 

87 

85 

87 

86 

86 

86 

86 

86 

86 

86 

86 

86 

86 

86 

86 

85 

86 

86 

87 

Type  of  legislation: 

Required  request 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-F 

-F' 

-F 

Routine  inquiry,  required 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-F^ 

+ 

Application  of  legislation: 

Hospital  qualification 

-1-5 

+ > 

-F* 

4-5-^ 

-F» 

Exclusion,  medical  criteria 

+ 

+ 

-1- 

-1- 

+ 

-F 

-F 

+ 

-F 

-F 

+ 

-F 

+ 

Exclusion,  known  objection 

+ 

+ 

-1 

-F 

-F 

+ 

+ 

+ 

Exclusion,  judgment  of  attending 
Exclusion,  religious  ( required) 

+ 

+ 

+ 

-F 

-F 

+ 

+ 

Other  miscellaneous  exclusions 

+ 

+ 

+ 

Requestor: 

Hospital  administrator 

+ 

+ 

+ 

+ 

-F 

-F 

+ 

-F 

-F 

-F 

-F 

+ 

+ 

-F 

Organ  procurement  agency 
Attending  physician 

+ 

+ 

+ 

+ 

Training  required 

+ 

-t-'2 

-F'2 

-F>2 

-F>2 

+ 

Requestees: 

UAGA  classification 

Otherwise  specified 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-F 

-F 

-F 

-F 

-F 

+ 

+ 

+ 

+ 

+ 

Request: 

On  admission 

-F 

+ 

Upon  death 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-F 

-F 

•F 

-F 

+ 

-F 

-F 

Notify  OPO  if  no  request 

+ 

+ 

+ 

Required  by  hospital  protocol 

+ 

+ 

+ 

+ 

+ 

+ 

+ 

-F 

-F 

+ 

-F 

-F 

Documentation: 

Medical  record 

+ 

+ 

+ 

-F 

-F 

-F 

+ 

-F 

Central  registry 

Hospital  log  book 

Other 

+ 

+ 

+ 

+ 

•f 

-F 

Miscellaneous: 

Encourage  sensitivity 

+ 

+ 

+ 

+ 

+ 

Exculpatory  clause 

Penalties 

+ 

+ 

+ 

+ 

+ 

+ 
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S (icneral  acute  care  only  6 Verified  trauma  center  or  hospital  which  provides  emergency  or  acute  medical  care 
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would  cause  the  family  undue  emotional  distress. 
Lobbying  efforts  have  exempted  whole  hospitals  in 
several  states. 

Differences  in  approach  and  level  of  commitment 
to  organ  procurement  between  states  is  also  seen  in 
other  provisions.  Twenty  states  mandate  trained  re- 
questors. In  five  states  the  organ  procurement  orga- 
nization is  responsible  for  requests,  and  two  states 
specifically  allow  the  attending  physician  to  make 
the  request.  Twenty-four  states  require  documenta- 
tion of  the  inquiry  and  its  disposition;  in  1 3 of  these 
states  this  documentation  must  be  in  a log  book, 
central  registry,  or  place  other  than  the  medical 
record.  In  six  states,  the  person  to  be  approached 
for  consent  is  specified  other  than  by  reference  to 
the  UAGA.  Only  the  Florida  legislation  calls  for 
funding  of  implementation  and  education  efforts. 


Many  general  concerns  have  been  raised  by  hos- 
pitals over  this  legislation  (32).  Should  a hospital  re- 
quest bone  donations  when  no  bone  bank  currently 
exists?  Should  a hospital  grant  temporary  privileges 
to  the  visiting  organ  procurement  surgeon?  Clearly 
procedures  for  declaration  of  brain  death  must  be 
strictly  adhered  to  and  the  physician  pronouncing 
the  death  should  not  also  procure  an  organ.  Equally 
clear,  consent  of  the  appropriate  responsible  people 
for  a donation  must  be  obtained,  documented,  and 
kept  confidential.  Matt  Wall  of  the  Texas  Hospital 
Association  has  indicated  that  most  early  queries  on 
the  Texas  hospital  protocols  involved  the  definition 
of  “appropriate  training”  for  requestors,  and  he  ad- 
vised contact  with  the  local  organ  procurement  or- 
ganization (personal  communication.  May  9,  1988). 
In  the  survey  by  Arthur  Caplan,  the  primary  prob- 


2.  State  required  request /routine  inquiry  legislation  as  of  April  1,  1988  ( continued). 
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lem  since  the  enactment  of  routine  inquiry  legisla- 
tion cited  by  organ  procurement  officials  has  been 
the  inadequacy  of  educational  efforts  directed  to 
those  who  bear  the  obligation  of  the  request  ( 3, 
p35).  Sadly,  another  major  obstacle  has  been  the  re- 
sistance of  physicians  to  comply.  Caplan  notes  that 
in  many  states  compliance  does  not  exceed  50% . 

Conclusion 

Medicare/Medicaid  requirements  of  participation, 
JCAHO  standards  of  accreditation,  and  state  legisla- 
tion, in  Texas  as  well  as  in  most  other  states,  man- 
date active  attempts  to  procure  organs  and  tissues, 
because  pure  voluntary  efforts  have  been  insuffi- 
cient to  cope  with  the  ever-increasing  demand.  We 
should  listen  to  the  task  force  recommendation 
“that  all  health  professionals  involved  in  caring  for 
potential  organ  and  tissue  donors  [should]  volun- 
tarily accept  the  responsibility  for  identifying  these 
donors  and  for  referring  such  donors  to  appropriate 
organ  procurement  organizations”  (24,  p33),  but  if 
not,  we  can  expect  that  increasingly  stringent  man- 
dates and  penalties  will  be  promulgated  and  en- 
forced to  ensure  the  vital  organ  and  tissue  supply. 
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Organ  donation  affects  every  medical  specialty, 
and  primary  care  physicians  have  an  extraor- 
dinarily important  role  in  helping  identify  organ 
donors.  Most  often,  patients  who  die  can  provide 
cornea,  skin,  or  bone  for  donation,  but  it  is  crucial 
to  understand  as  well  the  differentiating  factors 
making  a variety  of  solid  organ  donations  pos- 
sible. The  ideal  solid-organ  donor  is  a relatively 
young  person  with  an  irreversible  head  injury  who 
is  medically  and  legally  brain  dead  but  has  ana- 
tomically and  functionally  intact  organs.  Identifi- 
cation of  a donor  is  a difficult  task  in  an  unpleas- 
ant circumstance.  However,  if  requests  are  done  in 
a sensitive  and  compassionate  fashion,  the  process 
can  be  therapeutic  to  loved  ones  of  organ  donors. 
Valuable  assistance  can  be  given  by  organ  pro- 
curement organizations.  This  article  reviews  the 
conditions  that  need  to  be  met  for  successful  organ 
and  tissue  donation  to  occur. 

KEY  WORDS:  ORGAN  TRANSPLANTATION,  ORGAN  DONATION, 
BRAIN  DEATH 


Clearly,  the  rate-limiting  factor  to  helping  pa- 
tients in  need  of  organ  transplantation  is  our 
ability  to  locate  suitable  donors  ( 1 ).  Today, 
one  can  expect  that  at  least  half  of  the  patients 
awaiting  organs  will  die  before  appropriate  organs 
are  found.  Our  ability  to  transplant  so  many  differ- 
ent solid  organs  and  to  use  a wide  spectrum  of 
tissue  has  also  forced  us  to  integrate  multi-organ  re- 
covery into  a smooth  and  collegial  process.  One, 
therefore,  must  be  attuned  to  the  type  of  individual 
that  could  be  considered  an  organ  donor.  Identify- 
ing these  circumstances  and  requesting  organ  dona- 
tion is  a responsibility  of  all  physicians  and,  indeed, 
can  be  a therapeutic  process  for  grieving  relatives  if 
the  request  is  made  in  a sensitive  and  compassion- 
ate fashion  (2  — 4).  Organ  donation  touches  every 
medical  practice,  regardless  of  specialty  or  location. 
Organ  donors  are  just  as  likely  to  appear  in  a small 
60-bed  community  hospital  in  West  Texas  as  in  a 
large  medical  center  in  San  Antonio  or  Dallas.  An 
organ  donor  may  be  under  the  care  of  a psychiatrist 
(as  in  the  case  of  a patient  with  anoxic  encepha- 
lopathy resulting  from  a drug  overdose  ),  or  under  a 
neurosurgeon’s  care  (as  in  the  case  of  a patient  with 
massive  head  trauma). 

Identification  of  organ  donors 

The  steps  that  are  important  to  ensure  organ  dona- 
tion in  any  circumstance — but  particularly  when 
brain  death  has  occurred  and  a patient  has  become 
a heart -beating  cadaver — include  donor  identifica- 
tion, donor  management,  organ  recovery,  and  donor/ 
recipient  matching.  These  tasks  are  multilayered,  re- 
quiring interaction  of  the  primary  care  physician 


with  an  organ  procurement  organization  and  subse- 
quently with  transplantation  programs  that  ulti- 
mately will  coordinate  implantation. 

Generally,  organ  donors  are  individuals  who  have 
had  massive  head  trauma,  an  intracranial  hemor- 
rhage, cerebral  anoxia,  or  a primary  brain  tumor.  As 
one  might  imagine,  many  of  these  individuals  are 
quite  healthy  prior  to  the  incident  causing  brain 
death.  This  is  one  of  the  reasons  organ  donation  is 
such  a sensitive  subject.  It  is  important  to  consider 
the  possibility  of  organ  donation  in  any  of  the  above 
clinical  situations,  to  review  a donor  criteria  chart 
(Figs  1,2),  and  to  assess  the  individual’s  central 
nervous  system  and  pronounce  brain  death  if 
appropriate. 

Questions  about  organ  donation  should  be  re- 
ferred to  the  organ  procurement  organization 
(OPO)  with  which  that  institution  has  chosen  to 
work.  Generally,  this  is  the  OPO  nearest  the  hospi- 
tal. The  available  organ  procurement  organizations 
in  Texas  have  been  listed  in  “Solid  Organ  Transplan- 
tation Today:  Problems  and  Possibilities”  (p  29  ) of 
this  issue  of  Texas  Medicine.  Donor  organ  procure- 
ment personnel  can  review  and  explain  the  donor 
selection  standards  required  for  transplantation 
therapy,  and  they  can  set  in  motion  the  activities  re- 
quired for  multi-organ  harvesting  and  for  implanta- 
tion of  organs  ( 5 ).  Since  donors  are  generally 
widely  separated  from  recipients,  the  organ  pro- 
curement organization  may  also  advise  and  assist  in 
the  maintenance  of  the  donor,  particularly  during 
the  interval  between  pronouncement  of  death  and 
removal  of  organs  and  tissues.  The  OPO  can  also  en- 
sure that  the  necessary  tests  related  to  transplanta- 
tion (ie,  tissue  typing,  cross-matching,  biochemical 
assessment  of  the  function,  arterial  blood  gas  deter- 
minations, and  viral  titer  analysis),  are  performed 
and  repeated  as  indicated.  Finally,  the  organ  pro- 
curement organization  can  ensure  that  the  donor 
hospital  is  reimbursed  for  all  additional  costs  occa- 
sioned by  the  organ  donation.  Organ  procurement 
organizations  are  also  able  to  provide  personnel 
skilled  in  family  counseling,  should  this  be 
appropriate. 

At  the  time  of  initial  contact,  the  coordinator  at 
the  procurement  organization  needs  to  have  the 
name  of  the  referring  hospital,  the  telephone  num- 
ber and  extension  of  the  hospital  unit  caring  for  the 
potential  donor,  the  caller’s  identification  and  rela- 
tion to  the  donor,  and  the  attending  physician’s 
name  and  telephone  number.  After  receiving  basic 
information,  procurement  coordinators  can  obtain 
further  detailed  information  and  begin  the  formal 
evaluation  of  the  potential  donor.  Occasionally,  the 
evaluation  can  be  completed  by  a brief  phone  call, 
particularly  if  some  medical  facts  exclude  the  pa- 
tient as  a donor.  In  most  instances,  however,  the  co- 
ordinator travels  to  the  referring  hospital  and  evalu- 
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ates  the  situation  personally  with  hospital  person- 
nel. Though  anyone  can  refer  a potential  donor,  the 
attending  physician  must  give  permission  for  the 
procurement  coordinator  to  evaluate  the  patient’s 
chart  or  to  obtain  the  family’s  consent  for  donation. 

Brain  death 

Bone,  skin,  and  the  cornea  can  be  obtained  from 
cadaveric  donors  with  no  solid  organs  intact,  pro- 
vided the  individual  has  been  dead  for  only  a few 
hours.  Solid  organs  for  transplantation,  however,  re- 
quire that  brain  death  has  occurred  with  the  for- 
tuitous perfusion  of  peripheral  tissues  by  a beating 
heart. 

Brain  death  occurs  when  the  brain  is  irreversibly 
destroyed,  resulting  in  persistent  coma  and  require- 
ments for  mechanical  ventilation,  parenteral  feed- 
ing, vasopressor  support,  and  possibly,  cardiac 
pacing,  to  maintain  temporarily  the  function  of 
other  organs.  This  situation  is  required  for  solid 
organ  donation  to  be  effected.  The  concept  of  brain 
death  and  criteria  to  identify  it  have  appeared  in  re- 
sponse to  medical  advances  that  allow  support  of 


bodily  functions  in  the  irreversible  comatose  state. 
In  1968,  an  ad  hoc  committee  of  the  Harvard  Medi- 
cal School  first  addressed  this  issue  and  established 
criteria  for  determining  total  and  irreversible  cessa- 
tion of  brain  function  when  respiration  and  heart 
beat  are  artificially  maintained.  This  was  one  of  the 
first  such  set  of  guidelines.  New  thoughts  and  tech- 
nology have  somewhat  changed  most  brain  death 
policy.  In  1 979,  our  state  legislature  passed  a brain 
death  law,  which  simply  states  that  a person  will  be 
considered  legally  dead  if,  based  on  ordinary  stan- 
dards of  medical  practice,  there  is  irreversible  cessa- 
tion of  spontaneous  respiratory  and  circulatory 
functions.  If,  however,  artificial  means  of  support 
preclude  a determination  that  spontaneous  respira- 
tory and  circulatory  functions  have  ceased,  a person 
will  be  considered  legally  dead  if,  in  the  opinion  of 
a physician  using  ordinary  standards  of  medical 
practice,  there  is  the  irreversible  cessation  of  all 
spontaneous  function.  Death  will  have  occurred  at 
the  time  when  the  relevant  functions  cease.  If  death 
is  to  be  pronounced  before  artificial  means  of  sup- 
porting respiratory  and  circulatory  function  are  ter- 


1.  Donor  criteria  chart  ( solid  organs). 


Parameter 

Kidney 

Heart  and 

Heart/ Lung 

Lung 

Liver 

Age 

<65 

<45 

<45 

<50 

Cardiac  arrest  and  resuscitation 

Probably  OK 

No 

No 

Probably  OK 

Chest/abdomen  trauma 

May  preclude 

May  preclude 

May  preclude 

May  preclude 

No  active  infection 

Mandatory 

Mandatory 

Mandatory 

Mandatory 

No  previous  disease  of  organs 

Mandatory 

Mandatory 

Mandatory 

Mandatory 

No  contagion  (AIDS,  hepatitis) 

Mandatory 

Mandatory 

Mandatory 

Mandatory 

Hypotension 

Avoid 

Avoid 

Avoid 

Avoid 

Vasopressor  ( ie,  dopamine  sensitive ) 

May  be  important 

Very  important 

Very  important 

Very  important 

Weight  important 

No 

Yes 

Very 

Yes 

Body  build  important 

No 

Yes 

Very 

Yes 

Blood  type 

Mandatory 

Mandatory 

Mandatory 

Mandatory 

Additional  laboratory  tests  needed 

Yes — kidney-specific 

Yes — heart-  or 
heart/lung-specific 

Yes — lung-specific 

Yes — liver-specific 

Time  needed  to  set  up  additional  teams 

No 

Yes 

Yes 

Yes 

2.  Donor  criteria  chart  ( tissue). 

Parameter 

Bone 

Skin 

Comea/Eye 

Age 

<55 

17—75  generally 

Any  age 

Cardiac  arrest  and  resuscitation 

Cadaveric  OK 

Cadaveric  OK 

Cadaveric  OK 

Chest/abdomen  trauma 

Cadaveric  OK 

Cadaveric  OK 

Cadaveric  OK 

No  active  infection 

Mandatory 

Mandatory 

Mandatory 

No  previous  disease  of  organs 

Mandatory 

Mandatory 

Mandatory 

No  contagion  (AIDS,  hepatitis) 

Mandatory 

Mandatory 

Mandatory 

Hypotension 

NA* 

NA* 

NA* 

Vasopressor  ( ie,  dopamine  sensitive) 

NA* 

NA* 

NA* 

Weight  important 

No 

No 

No 

Body  build  important 

No 

No 

No 

Blood  type 

Mandatory 

No 

No 

Additional  laboratory  tests  needed 

No 

No 

No 

Time  needed  to  set  up  additional  teams 

No 

Possible 

No 

*Not  applicable 
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minated,  physicians  or  persons  acting  in  good  faith 
in  reliance  upon  a determination  of  death  by  a phy- 
sician will  not  be  held  liable  for  damages  in  any  civil 
action  or  subjected  to  prosecution  in  any  criminal 
proceeding. 

Many  hospitals  have  established  individual  poli- 
cies and  guidelines  specific  to  the  declaration  of 
brain  death.  The  guidelines  and  criteria  assist  physi- 
cians in  determining  brain  death.  They  are  based  on 
the  statute  summarized  above  and  on  a recent  re- 
port of  the  Medical  Consultants  on  the  Diagnosis  of 
Death  to  the  President’s  Commission  on  the  Study 
of  Ethical  Problems  in  Medicine  and  Biomedical  and 
Behavioral  Research  (6). 

All  of  the  criteria  listed  in  Fig  3 should  be  met 
and  remain  present  for  at  least  six  hours  in  an  adult. 
Cerebral  unresponsiveness  manifested  by  deep 
coma  with  no  evidence  of  withdrawal  or  posturing 
to  painful  stimuli  must  be  present  for  at  least  six 
hours.  Spinal  level  movements,  such  as  the  flexor 
toe  response  or  isolated  triple  flexation,  do  not  pre- 
clude the  diagnosis  of  brain  death.  Brain  stem  unre- 
sponsiveness is  confirmed  by  apnea  in  the  face  of  a 
PACO2  greater  than  60  torr  and  a pH  below  7 35.  To 
correctly  perform  an  apnea  test,  vital  functions  are 
supported  by  diffusion  oxygenation.  This  may  be  ac- 
complished by  preoxygenation  of  the  patient  for 
five  minutes  with  100%  FiO^.  One  can  also  use  a tra- 
cheal oxygen  cannula  supplying  8 to  12  Dmin  of 
oxygen  through  the  endotracheal  tube  while  the  pa- 
tient has  been  disconnected  from  the  respirator.  A 
significant  change  in  pulse  or  blood  pressure  or  the 
appearance  of  cyanosis  requires  termination  of  the 
apnea  test.  If  possible,  oxygen  saturation  or  blood 
gases  should  be  monitored  while  the  test  is  per- 


3-  Criteria  for  declaration  of  brain  death  in  an  adult 


Clinical  observations:* 

Coma 

Complete  loss  of  consciousness 
No  spontaneous  movement 
No  vocalization 

Absence  of  brain  stem  function 
Fixed,  dilated,  unreactive  pupils 

No  eye  movement  after  oculocephalic  or  caloric  testing 
No  bulbar  muscle  (facial,  oropharyngeal)  movement 
No  corneal,  gag,  cough,  sucking,  or  rooting  reflexes 

No  spontaneous  respiratory  effort  despite  apnea  challenge 
Ventilate  patient  10  min  with  Fi02  100% 

Disconnect  respirator  and  allow  PACOj  to  reach  60  torr  (8  kPa) 
(10  min  period  of  apnea  is  usually  sufficient  if  blood  gases 
unavailable;  but  cardiovascular  function  and,  if  possible, 
oxygen  saturation  should  be  carefully  observed  to  prevent 
cardiac  arrest) 


* Present  at  least  six  hours  in  the  absence  of  hypotension  ( <90 
torr),  extreme  hypothermia  <32.2°C  ( <90°F)  or  neurotropic 
medication  use 


formed.  Absence 'of  other  brain  function  is  required; 
this  includes  fixed,  dilated,  unreactive  pupils,  absent 
eye  movement  (including  occulovestibular  motion 
after  ice  water  irrigation  of  each  ear),  and  no  evi- 
dence of  other  cranial  nerve  function.  As  mentioned 
above,  the  presence  of  deep  tendon  or  other  spinal- 
mediated  reflexes  does  not  necessarily  preclude  the 
diagnosis  of  brain  death.  Decerebrate  or  decorticate 
posturing,  however,  does. 

Most  protocols  now  do  not  require  laboratory 
confirmatory  tests  (electroencephalography,  radio- 
nuclide or  angiographic  cerebral  blood-flow  stud- 
ies) when  adults  meet  the  above  criteria  for  at  least 
six  hours  and  are  not  significantly  hypothermic  or 
receiving  neurotropic  medications.  This  is  particu- 
larly true  in  the  presence  of  obvious  and  massive 
brain  injury. 

An  observation  period  of  at  least  six  to  24  hours 
without  clinical  neurologic  change  is  recommended 
if  brain  hypoxemia  or  ischemia  have  occurred.  Toxi- 
cologic screening  for  psychotropic  drugs  is  recom- 
mended in  all  cases  where  these  may  play  a role.  If 
the  cause  of  coma  is  known  with  certainty  (as  in  the 
presence  of  obvious  and  massive  traumatic  brain 
damage  ),  and  drug  or  metabolic  causes  have  been 
excluded,  a six-hour  observation  period  with  no 
change  in  clinical  status  is  adequate. 

There  are  several  special  cases,  where  brain  death 
criteria  must  be  modified.  Generally,  the  aforemen- 
tioned brain  death  criteria  can  be  applied  to  chil- 
dren down  to  the  age  of  one  year  (7).  For  children 
from  two  months  to  one  year  old,  two  examinations 
in  conjunction  with  electroencephalography,  sepa- 
rated by  24  hours,  are  recommended.  For  infants 
seven  days  to  two  months  old,  recommendations 
suggest  that  two  examinations  in  conjunction  with 
electroencephalography  should  be  performed  48 
hours  apart.  The  electroencephalograms  should  be 
isoelectric.  The  neonate  (less  than  seven  days  of 
age)  is  difficult  to  evaluate  clinically  and  these  crite- 
ria do  not  extend  to  this  group. 

As  mentioned,  hypothermia  (below  32°C,  or 
90°F),  hypotension  (systolic  blood  pressure  below 
90  mm  Hg ) and  neurotropic  drug  treatment  should 
be  excluded  prior  to  assessment  of  individuals  for 
brain  death.  Pronouncement  of  death  is  made  after 
these  criteria  have  been  observed  and  recorded  by 
a physician  unrelated  to  a transplant  program.  After 
death  has  been  pronounced,  the  respirator  and  all 
other  supportive  measures  are  continued  to  enable 
optimum  perfusion  and  preservation  of  the  donated 
organs  until  they  are  removed  in  the  operating  room. 
For  donations  of  cornea,  skin,  or  bones  or  joints, 
supportive  measures  can  be  withdrawn  after  the  de- 
termination of  death  since  an  intact  circulation  is 
not  required  for  these  types  of  donation.  The  physi- 
cian who  makes  the  pronouncement  of  death  lists  in 
the  medical  records  the  findings  establishing  brain 
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death,  as  defined  in  that  hospital,  and  notes  the  time 
of  his  examination.  No  physician  who  certifies  the 
patient’s  death  participates  in  the  removal  or  trans- 
plantation of  an  organ.  This  avoids  any  conflict  of  in- 
terest on  the  part  of  the  physician  attending  the 
donor  and  protects  the  donor’s  interests.  Since  indi- 
vidual hospitals  may  have  slightly  different  require- 
ments regarding  declaration  of  brain  death,  these 
should  be  met  at  each  individual  institution. 

Occasionally  the  consent  of  a local  medical  exam- 
iner is  required  before  organ  donation  can  occur.  In 
cases  in  which  the  medical  examiner’s  clearance  is 
necessary,  this  must  be  obtained  before  organs  are 
removed,  and  OPO  coordinators  can  help  with  this 
task.  In  order  to  facilitate  the  request  to  retrieve 
organs  from  a patient  that  is  under  his  or  her  juris- 
diction, the  medical  examiner’s  office  is  contacted 
when  a brain  death  pronouncement  is  imminent 
and  organ  donation  is  being  considered.  This  alerts 
the  medical  examiner’s  office,  gives  an  opportunity 
for  a tentative  ruling  and  administrative  appeals  to 
high  authorities,  and  makes  some  provision  for  the 
delayed  response  time  sometimes  encountered.  In 
any  event,  final  permission  must  be  sought  and  re- 
ceived after  death  has  been  pronounced.  The  date, 
time,  and  name  of  the  person  at  the  medical  exam- 
iner’s office  granting  release  should  be  recorded  in 
the  donor’s  chart.  Circumstances  at  death  that  re- 
quire the  medical  examiner’s  consent  for  organ  do- 
nation vary  somewhat  across  the  state,  but  generally 
include  patients  who  die  within  24  hours  of  hospital 
admission;  patients  who  die  of  unnatural  causes 
(suicide  and  homicide);  cases  in  which  the  circum- 
stances of  death  are  unknown;  or  cases  in  which 
there  is  suspicion  that  death  resulted  from  unlawful 
acts.  Additionally,  patients  attended  by  a private 
physician  who  is  unable  to  determine  with  certainty 
the  cause  of  death,  and  patients  who  have  not  been 
attended  by  a physician  and  for  whom  the  cause  of 
death  is  unknown,  also  may  fall  under  the  jurisdic- 
tion of  the  medical  examiner.  These  issues  are  clari- 
fied more  by  the  amended  Medical  Examiner’s 
Organ  Transplant  Operations  and  Attendance  Act 
(Section  6A  [1969],  Article  49.25,  Texas  Code  of 
Criminal  Procedure,  1965). 

Consent  for  donation  of  organs  and  tissues 
The  Uniform  Anatomical  Gift  Act  allows  potential 
donors  to  express  in  advance  their  interest  in  organ 
donation  at  the  time  of  death  in  a manner  that  is 
generally  recognized  by  hospital  personnel  and  fam- 
ily and  that  expedites  the  urgent,  necessary  prepara- 
tions required  before  death  to  enable  a successful 
donation.  Despite  this  individual  authorization,  it  is 
still  customary  to  obtain  consent  from  the  legal 
next  of  kin  at  the  time  of  death.  This  precaution  is 
observed  by  virtually  all  hospitals  because  of  their 
understandable  reluctance  to  go  against  a family’s 


wishes  during  a terminal  illness.  Controversy  could 
lead  to  undesirable  publicity,  legal  actions,  and  di- 
minished interests  in  future  organ  donations  by  the 
public  and  hospital  staff  alike.  The  Uniform  Ana- 
tomical Gift  Act  (Texas  Anatomical  Gift  Act,  4590-2, 
Paragraph  3 [B],  Supplement  1969),  states  that  con- 
sent may  be  granted  by  the  following  persons  in 
order  of  priority,  when  persons  of  a prior  class  are 
not  available  at  the  time  of  death,  and  in  the  ab- 
sence of  actual  notice  of  contrary  indications  by  the 
decedent  or  actual  notice  of  opposition  by  a mem- 
ber of  the  same  prior  class;  (a)  the  surviving  spouse, 
(b)  an  adult  son  or  daughter,  (c)  either  parent, 

(d)  an  adult  brother  or  sister,  (e)  a guardian  of  the 
decedent  at  the  time  of  death,  (f)  any  other  person 
authorized  or  under  an  obligation  to  dispose  of  the 
body.  If  the  legal  next  of  kin  is  not  immediately 
available  or  cannot  come  to  the  hospital,  consent 
may  be  given  by  telephone  message  or  telegram. 

Organ  donation  is  an  opportunity  to  make  a posi- 
tive contribution  and  is  truly  a living  memorial  to 
the  deceased.  It  is  comforting  for  the  donor’s  family 
to  realize  that  others  can  be  given  the  gift  of  sight, 
or  even  life  itself,  through  their  compassionate  deci- 
sion to  donate.  In  counseling  families  it  is  important 
to  be  certain  that  they  understand  and  accept  brain 
death  as  true  death  before  organ  donation  is  dis- 
cussed. Though  it  is  important  to  offer  the  family  an 
opportunity  to  donate  organs  of  the  deceased,  it  is 
also  important  to  convey  to  them  the  acceptance  of 
whatever  decision  they  make.  One  should  avoid  ma- 
nipulation and  coercion.  Obviously,  families  can  be 
emotionally  and  physically  devastated  by  a critical 
illness  or  injury,  but  the  knowledge  that  their  loss 
could  save  another  life  often  influences  them  to  se- 
riously consider  or  approve  donation.  Indeed,  the 
decision  to  donate  organs  has  sustained  many  fami- 
lies through  their  grief  Even  when  permission  to 
donate  is  obtained  by  the  attending  physician  or 
other  hospital  staff,  it  often  is  helpful  for  the  family 
to  meet  the  procurement  coordinator  from  the 
OPO  who  can  explain  exactly  what  will  take  place 
and  who  will  also  follow  up  with  the  family  after  the 
donation.  Most  families  want  to  talk  with  someone 
after  the  death  of  a loved  one,  and  a procurement 
coordinator  can  provide  support  for  these  families. 
Any  person  discussing  donation  with  the  family 
should  be  knowledgeable  about  the  basic  issues  of 
organ  donation,  including  the  critical  need  for 
organs,  what  is  involved  in  organ  donation,  and 
brain  death  criteria. 

Medical  criteria  for  screening  donors  of 
specific  organs  and  tissues 
Fig  1 is  a donor  criteria  chart  for  a variety  of  solid 
organs,  and  Fig  2 summarizes  criteria  for  tissue  do- 
nation. For  cardiac  donation,  an  intact  circulation  in 
a cadaveric  donor  is  required  without  high  doses  of 
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vasopressors.  Patients  can  be  considered  donors  of 
heart  or  heart/lung  preparation  when  their  age  is  45 
years  or  less.  Obviously,  a history  of  cardiovascular 
disease  or  significant  pulmonary  disease  or  cardiac 
arrest  or  trauma  might  preclude  any  individual  from 
being  a good  heart  donor,  since,  at  times,  one  might 
wish  to  risk  use  of  an  otherwise  unstable  donor  if 
one  has  a recipient  in  extraordinarily  critical  condi- 
tion. Cardiac  donors  should  have  no  history  of  exist- 
ing or  past  malignant  neoplasia,  with  the  exception 
of  primary  intracranial  tumors  and  basal  cell  or 
squamous  cell  skin  carcinomas.  The  ideal  lung 
donor  and  heart/lung  donor  should  have  no  pulmo- 
nary disease  of  any  kind,  clear  chest  roentgenogram, 
and  a short  period  of  intubation.  There  should  be 
normal  blood  gases  with  the  PAO2  rising  above  300 
torr  (40  kPa)  after  100%  FiOj  for  ten  minutes. 

Kidney  donors  should  be  65  years  old  or  younger. 
A history  of  hypertension  or  diabetes  mellitus  re- 
quiring drug  treatment  is  individually  evaluated,  and 
not  all  donors  having  these  problems  are  excluded 
ipso  facto.  These  patients  should  also  have  no  his- 
tory of  disseminated  malignancy  or  evidence  of  in- 
fection. Chronic  systemic  illness  such  as  multiple 
sclerosis  or  cystic  fibrosis  does  not  necessarily  ex- 
clude a patient  from  donation,  and  the  extent  and 
involvement  of  these  diseases  should  be  evaluated 
on  an  individual  basis.  Infections  are  of  major  con- 
cern in  patients  who  might  be  organ  donors,  and 
the  donor  should  be  screened  carefully  for  cyto- 
megalovirus, herpesvirus,  hepatitis,  and  HTLV-III 
positivity. 

Liver  donors  are  also  required  to  have  an  intact 
circulation.  These  patients  should  have  no  history  of 
liver  disease  or  diabetes  and  otherwise  should  be  in 
the  same  general  condition  described  for  kidney 
donors. 

Many  other  tissues  can  be  obtained  from  organ 
donors.  These  include  fascia  lata  used  in  reconstruc- 
tive surgery,  orthopedics,  and  ophthalmology;  dura 
mata  used  as  a graft  in  dural  defects  in  neurology 
and  gynecologic  surgery;  cartilage;  ear  tissue;  veins; 
heart  valves;  bone  marrow;  pancreatic  islet  cells; 
and  pituitary  glands.  In  addition,  there  is  ongoing 
research  into  the  causes  of  and  cures  for  many  dis- 
eases. Research  on  neurological  disease  such  as  mul- 
tiple sclerosis,  muscular  dystrophy,  Alzheimer’s 
disease,  amyotrophic  lateral  sclerosis,  and  related 
diseases  requires  the  donation  of  brain  tissue  from 
victims  of  these  maladies.  Organ  procurement  orga- 
nizations can  assist  in  distribution  of  these  tissues  to 
appropriate  research  institutions. 

Laboratory  tests  for  screening  donors 
Generally,  tests  ordinarily  performed  in  the  routine 
care  of  patients  are  used  when  a potential  donor  is 
identified.  If,  however,  certain  additional  tests  are 
required,  these  generally  are  paid  for  by  the  pro- 


curement agency.  A donor,  however,  should  have 
complete  blood  counts,  urinalysis,  indicated  cul- 
tures, renal  and  hepatic  function  tests,  HTLV-III 
titers,  cytomegalovirus  titers,  hepatitis  B surface 
antigen  titers,  arterial  blood  gases,  and  measure- 
ments of  his  or  her  size.  The  height  and  weight  of  a 
donor  is  important  in  matching  certain  organs  to  ap- 
propriate recipients.  In  addition,  heart  donors 
should  have  electrocardiograms  performed  and  oc- 
casionally echocardiography  if  there  is  a question 
about  the  integrity  of  the  organ  to  be  donated.  Rea- 
sonable hourly  urine  output  should  be  maintained 
in  these  patients,  and  any  additional  tests  based  on 
the  clinical  circumstance  should  be  obtained.  Again, 
guidance  can  be  obtained  by  contacting  an  organ 
procurement  organization. 

Guidelines  for  donor  management 
Ideal  parameters  for  adult  organ  donors  vary.  Guide- 
lines, however,  can  be  established  that  have  been 
helpful  in  the  past  and  provide  ranges  to  physicians 
managing  donors.  Systolic  blood  pressure  should  be 
kept  between  90  and  1 40  mm  Hg,  central  venous 
pressure  between  8 and  10  cm  of  water,  and  urine 
output  greater  than  30  cc/hr.  In  the  past  there  has 
been  a tendency  to  hydrate  organ  donors  vigorously 
to  keep  their  urine  output  around  100  cc/hr.  Cur- 
rently, however,  this  is  being  discouraged  because 
of  the  edema  that  forms  in  the  liver,  heart,  and 
lungs,  making  these  organs  more  difficult  to  care  for 
in  the  postoperative  period.  A normal  urine  output 
is  what  seems  most  important.  The  pulse  rate 
should  be  maintained  between  60  and  100  beats 
per  minute  and  acceptable  blood  gases  include  a pH 
of  about  7.40,  PO2  of  approximately  80  torr  ( 10.7 
kPa),  and  PCO2  of  approximately  40  torr  (5.3  kPa). 
Serum  sodium  should  be  kept  between  135  ( 135 
mmol/L)  and  145  mEq/L  (145  mmol/L),  serum  chlo- 
ride between  88  (88  mmol/L)  and  108  mEq/L  (108 
mmol/L),  and  potassium  between  3 5 (3  5 mmol/L) 
and  5.0  mEq/L  (5.0  mmol/L).  Body  temperature 
should  be  maintained  at  35°C  (95°F)  to  38.9°C 
(102°F),  with  thermal  blankets  if  necessary. 

Hypovolemia  and  hypotension  are  frequent  prob- 
lems in  the  organ  donor,  particularly  if  diabetes  in- 
sipidus occurs.  Diabetes  insipidus  may  cause  hyper- 
natremia, and  therefore  observation  of  the  serum 
sodium  is  critical.  If  diabetes  insipidus  is  diagnosed, 
it  may  be  treated  by  giving  large  volumes  of  hypo- 
tonic solution  (dextrose  in  water),  and  administer- 
ing a vasopressin  injection  of  5 to  15  units  subcuta- 
neously or  intravenously.  Isotonic  volume-expanding 
fluids  such  as  Ringer’s  lactate  or  normal  saline  can 
be  administered  and  potassium  given  if  indicated. 
Intravenous  solution  can  be  administered  at  a rate 
equal  to  the  previous  hour’s  urine  output,  plus  50 
mL.  Twenty  to  40  mEq  of  potassium  chloride  can  be 
added  to  each  liter  of  intravenous  solution  to  cor- 
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reel  hypokalemia  if  the  serum  potassium  is  less  than 
3-5  mEq/L  (3-3  mmol/L). 

If  the  donor  is  hypotensive  despite  normal  hydra- 
tion or  despite  slight  overcorrection  of  hydration, 
dopamine  may  be  administered  at  a rate  and  con- 
centration necessary  to  correct  the  hypotension.  It 
should  be  emphasized  again  that  help  can  always  be 
obtained  through  the  organ  procurement  organiza- 
tion servicing  one’s  hospital.  All  hospitals  in  Texas 
fall  within  the  jurisdiction  of  an  organ  procurement 
organization. 

Organ  retrieval 

Multiple  organ  donations  are  unfamiliar  procedures 
but  can  be  performed  at  most  local  institutions 
since  guest  surgeons  can  provide  the  majority  of 
materials  necessary.  Procurement  coordinators  are 
available  to  plan  and  coordinate  all  activities,  in- 
cluding arrival  and  dispersal  of  various  surgical 
teams. 

To  perform  the  postmortem  surgery,  the  procure- 
ment team  needs  an  operating  room  and  the  assis- 
tance of  a scrub  nurse  and  a circulating  nurse.  The 
procurement  coordinator  schedules  mutually  con- 
venient arrangements  with  the  operating  room  staff 
when  the  following  details  have  been  completed  or 
are  near  completion:  (a)  declaration  of  brain  death 
and  pronouncement  of  death  recorded  in  the  chart; 
(b)  permission  form  for  organ  donation  signed  by 
legal  next  of  kin;  (c)  permission  granted  by  the 
medical  examiner,  if  necessary. 

Summary 

The  vital  link  to  successful  transplantation  is  the 
community-based  physician  who  can  identify  an 
organ  donor  and  help  the  transition  from  identifica- 
tion and  management  to  ultimate  harvest  of  organs. 
All  activities  can  be  coordinated  and  effected  by 
representatives  of  an  OPO. 
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Organ  transplantation  requires  organ  procure- 
ment, and  hospitals  performing  transplantations 
must  develop  active  education  programs  in  their 
hospitals  to  obtain  necessary  tissue.  Since  most 
transplant  centers  do  not  provide  enough  organs 
to  service  their  needs,  they  must  cooperate  with 
other  institutions.  This  collaboration  between  in- 
stitutions can  be  managed  locally,  by  the  trans- 
plant institution,  or  by  liaison  with  an  existing 
efficiently  run,  independent  organ  procurement 
agency. 
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Patients  needing  life-sustaining  organ  trans- 
plants depend  on  a complex  system  to  meet 
their  needs.  Factors  that  affect  the  likelihood 
of  transplantation  for  a patient  include  the  avail- 
ability of  organs,  immunologic  factors,  and  the  num- 
ber of  patients  already  awaiting  transplant.  Immu- 
nologic factors  may  result  in  a high  degree  of 
reactivity  to  the  donor  tissue  thereby  reducing  the 
chance  for  transplant.  There  are  other  constraints 
for  the  utilization  of  some  organs.  Size  match,  for 
example,  is  critical  in  heart,  liver,  and  lung  trans- 
plantation. Geographic  location  of  donor  in  relation 
to  that  of  the  potential  recipient  plays  a dramatic 
role  in  liver,  lung,  and  heart  transplantation  because 
of  the  limitations  of  organ  preservation.  On  the 
other  hand,  multi-organ  harvest  has  increased  the 
yield  by  optimizing  the  number  of  donor  organs 
available  for  transplant. 

The  Southwest  Organ  Bank  provides  organs  for 
transplant  to  a number  of  Texas  transplant  centers 
(Fig  1 ) in  Dallas  and  Galveston.  Other  organ  pro- 
curement organizations  (OPOs)  in  Texas  are  lo- 
cated in  Austin,  Fort  Worth,  Houston,  Lubbock,  and 
San  Antonio.  While  each  organ  procurement  organi- 
zation principally  services  transplant  hospitals  in  its 
service  area,  the  OPOs  interchange  organs  regularly, 
supporting  transplantation  in  the  state  and  the  na- 
tion. In  an  effort  to  explain  better  the  dynamics  of 
organ  procurement  and  distribution,  this  article  de- 
scribes the  manner  in  which  the  transplant  centers 
interact  with  OPOs. 

Guidelines  for  organ  sharing  throughout  this  re- 
gion were  initially  based  on  historical  distribution 
factors  and  varied  from  organ  to  organ.  The  system 
of  organ  sharing  within  this  group  of  hospitals  is  de- 
termined by  the  Advisory  Committee  to  the  South- 
west, a group  of  professional  and  lay  members  from 
throughout  the  state.  The  committee  meets  regu- 
larly to  review  policies  of  organ  sharing  and  distri- 
bution and  periodically  adjusts  the  distribution 
scheme.  Kidneys  that  were  cross-matched  negative 
to  highly  reactive  patients  were  directed  to  these 
recipients  anywhere  in  the  OPO  system.  Kidneys  re- 
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covered  by  the  Galveston  program  were  generally 
first  used  in  Galveston;  if  not  used  there,  then  they 
were  used  within  the  system.  Kidneys  recovered  at 
a Dallas  transplant  hospital  remained  at  the  hospital 
more  than  50%  of  the  time  for  transplant;  but  if  not 
used,  the  kidney  was  placed  in  a rotation  offering 
the  organ  to  the  transplant  centers  in  turn.  Kidneys 
recovered  outside  the  transplant  hospital  were  also 
included  in  this  rotation.  If  not  used  in  Dallas,  they 
were  first  offered  to  Galveston;  if  not  used  there, 
then  they  were  offered  to  other  programs  in  Texas; 
if  not  used  in  Texas,  they  were  offered  to  other  pro- 
grams throughout  the  country,  using  a nationwide 
database. 

Other  solid  organ  tissue  is  distributed  in  a differ- 
ent manner.  Potential  liver  donors  from  throughout 
the  OPO  service  area  were  first  accepted  or  re- 
jected by  the  Dallas  adult  or  pediatric  liver  trans- 
plant program.  If  the  donor  was  satisfactory,  the 
programs  had  the  option  of  using  the  organ  in  Dal- 
las, or  noting  its  availability  on  a nationwide  data- 
base. Heart  tissue  was  also  distributed  via  that  data- 
base. However,  many  hearts  remained  in  Texas,  as 
these  programs  were  closest  to  the  donation  site. 

The  data  reported  in  Fig  1 summarize  activity 
during  1 986,  the  last  year  from  which  full  reports 
are  available,  and  represents  cadaveric  tissue.  The 
“Other”  category  represents  liver,  heart,  and  pan- 
creas transplantation.  The  number  of  emergency 
room  visits  was  supplied  by  the  hospitals.  Not  all  of 
these  organs  were  used  at  the  transplant  hospital. 
The  most  common  reasons  for  not  using  recovered 
organs  at  the  local  hospital  included  sharing  agree- 
ments with  other  institutions,  no  satisfactory  local 
recipient,  or  sharing  for  a highly  reactive  recipient. 
Fig  1 also  shows  the  number  of  organs  recovered  in 
the  service  area,  which  were  subsequently  used  for 
transplant  at  one  of  the  five  transplant  hospitals. 
These  were  organs  recovered  at  sites  other  than  the 
transplant  hospital  and  shared  among  the  transplant 
hospitals  by  a rotating  system.  Finally,  each  institu- 
tion was  asked  to  estimate  the  length  of  time  on  the 
waiting  list  for  kidney  and  other  organs.  Two  institu- 
tions did  only  kidney  transplants.  The  combined 
listing  of  heart,  liver,  and  pancreas  recipients  creates 
a false  impression,  as  the  allowable  waiting  time  for 
heart  and  sometimes  for  liver  is  very  short,  and 
death  may  occur  before  an  organ  is  available.  The 
hospitals  have  not  been  specifically  identified  in 
order  to  focus  on  the  relation  between  the  indepen- 
dent organ  procurement  agency  and  the  harvesting 
institution.  A broad  description  of  the  hospital  pro- 
grams follows. 

Hospital  A’s  program  has  a strong  in-house  organ 
donor  program.  The  staff  in  the  emergency  room 
and  intensive  care  unit  are  well  informed  about 
organ  donation  and  transplantation.  The  surgical  di- 
rector of  the  transplant  program  plays  an  active  role 
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in  all  aspects  of  the  donor  and  transplant  programs. 
The  positive  attitude,  the  well-trained  staff,  and  sup- 
port by  the  chaplaincy'  and  the  administration  com- 
bine to  create  a functional  system.  Trauma  victims 
are  brought  in  by  ambulance  and  helicopter.  In  part 
because  of  this  activity,  this  group’s  kidney  trans- 
plant program  was  very'  active  in  1 986,  ranking 
sixth  ( 1 ) in  the  United  States  in  number  of  trans- 
plantations performed.  Heart  and  pancreas  trans- 
plantations were  also  performed.  Further,  the 
availability  of  “fresh”  organs  for  transplantation  has 
enhanced  the  results  of  the  program  with  improved 
kidney  graft  survival  for  those  recipients  receiving 
an  in-house  harvested  organ  ( 2 ).  The  number  of 
emergency  room  visits  was  the  second  lowest,  yet 
the  number  of  organs  recovered  was  the  highest.  A 
large  number  of  renal  and  extra-renal  organs  were 
provided  to  other  programs  as  a consequence  of 
this  donor  activity.  The  length  of  time  on  the  wait- 
ing list  was  estimated  to  be  five  months,  the  second 
longest,  reflecting  the  large  number  of  waiting 
patients. 

Hospital  B serves  as  the  trauma  center  for  the 
local  area.  An  effective  interface  between  the  neu- 
rosurgical staff  and  the  transplant  program  resulted 
in  a significant  number  of  donors  from  the  hospital 
in  1986.  The  program  also  benefited  from  organ  do- 
nation occurring  at  a number  of  community  hospi- 
tals in  its  service  area.  The  number  of  emergency' 
room  visits  was  second  highest,  as  was  the  number 
of  total  organs  recovered. 

Hospital  C is  a major  city-county  hospital.  Its 
long-standing  kidney  transplant  program  is  highly 
regarded.  The  emergency  room  had  the  most  visits 
of  the  five  hospitals.  Despite  this  factor,  the  number 
of  donated  organs  is  third.  This  hospital  was  very’  de- 
pendent on  the  pool  to  supply  organs  for  its  trans- 
plant program.  The  lack  of  expected  donors  is  a 
complex  issue  and  reflects  the  complexity  of  a large 
teaching  institution  and  differences  in  focus  of  indi- 
viduals and  department.  However,  this  was  the 
largest  number  of  donated  organs  coming  from  this 


hospital  than  at  any  time  in  the  past  and  represents 
a great  deal  of  individual  efforts  on  the  part  of  the 
transplant  surgeons  and  continued  education  of  the 
staff.  Despite  the  low  level  of  donation,  the  program 
achieved  a record  number  of  transplants  in  1 986. 

Hospital  D is  a large  tertiary  referral  community 
hospital,  w hich  began  performing  transplantation  in 
1985.  The  principal  areas  of  interest  were  in  liver 
and  kidney  transplantation  with  a newly  developing 
heart  transplantation  program.  Its  emergency'  room, 
while  the  fourth  busiest,  was  not  a major  referral 
site  for  trauma  at  that  time.  Liver  procurement  re- 
quires a large  area  to  serve  as  a source  for  organs.  A 
significant  number  of  livers  were  procured  outside 
of  Texas  in  1986.  This  occurred  because  of  an  inad- 
equate supply  of  livers  within  Texas,  and  the  consid- 
erable challenge  of  matching  body  size  between 
donor  and  recipient.  The  major  source  of  kidney 
and  liver  material  was  outside  this  transplant  hospi- 
tal. The  hospital  has  begun  a major  program  to  edu- 
cate medical  and  surgical  staff,  nurses,  paramedical 
personnel,  and  others  in  hopes  of  increasing  the 
number  of  organ  donors.  The  neurosurgical  staff 
was  identified  as  an  area  where  intense  education 
was  required.  Furthermore,  systems  of  procurement 
were  established.  This  hospital’s  transplant  program 
grew  during  the  year  in  spite  of  these  negative  fac- 
tors. The  waiting  time  for  kidney  transplant  was 
short  because  the  list  was  short.  The  waiting  time 
for  a liver  transplant  was  low  because  the  severity 
of  illness  of  the  liver  recipient  did  not  permit  a 
lengthy  wait. 

Hospital  E is  exclusively  a pediatric  center.  The 
transplant  program  is  committed  to  liver  and  kid- 
ney. Pediatric  organ  donors  are  infrequent.  Even  a 
tertiary  referral  hospital  has  few  donors.  Such  a pro- 
gram is  potentially'  extremely  dependent  on  the  re- 
ferral of  tissue  from  distant  hospitals.  This  urgent 
need  requires  that  the  possibility  of  donation  from 
young,  dy'ing  patients  be  a consideration  throughout 
the  country.  In  this  instance,  a strong  program  led 
by  the  pediatric  transplant  surgeon  and  well  sup- 


I.  Impact  of  organ  procurement  on  transplantation  at  five  transplant  hospitals  in  Texas 


Hospital* 

Number  of  Transplants 

Number  of 
ER  Visits 

Number  of  Organs 
Recovered  at 

Transplant  Hospital 

Number  of  Organs 

Recovered  in  Service 

Area,  Used  in  Hospital 

Length  of  Waiting 
Period  (Months) 

Kidney 

Othert 

Total 

Kidney 

Othert 

Total 

Kidney 

Othert 

Total 

Kidney 

Othert 

A 

158 

7 

165 

26,333 

72 

31 

109 

128 

6 

133 

5 

1.5 

B 

81 

0 

81 

62,000 

46 

14 

60 

76 

0 

76 

4.2 

NAt 

C 

75 

0 

75 

159,^12 

18 

7 

25 

67 

0 

67 

6 

NAt 

D 

26 

45 

■'1 

41,380 

10 

4 

14 

20 

13 

33 

15 

1 

E 

26 

27 

53 

18,843 

10 

7 

17 

8 

11 

19 

2.5 

3 

* Hospitals:  Baylor  University  Medical  Center,  Dallas;  Children’s  Medical  Center,  Dallas;  John  Sealy  Hospital,  Galveston;  Methodist  Medical  Center,  Dallas;  Parkland 
Memorial  Hospital.  Dallas, 
t Other  organs:  liver,  heart,  and  pancreas 
:j:Not  applicable 
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ported  by  the  administration  and  staff  requires  a 
considerable  amount  of  outside  donor  support  to 
function. 

This  review  of  procurement  activities  at  five 
major  Texas  transplant  centers  coordinated  by  one 
organ  procurement  organization  in  1 986  empha- 
sizes the  importance  of  an  adequate  organ  donor 
source  to  provide  tissue  for  life-saving  transplanta- 
tion and  to  shorten  the  length  of  time  a patient 
must  wait  for  a transplant.  Dialysis  lends  time  to 
candidates  for  kidney  transplants,  while  those  await- 
ing a heart  or  liver  transplant  have  little  remaining 
time. 

As  can  be  seen  from  this  information,  a hospital 
with  a strong  organ  donor  program  within  the  in- 
stitution has  the  best  opportunity  to  offer  trans- 
plants to  patients  efficiently  and  successfully.  Such  a 
hospital  serves  as  a source  of  organs  for  other  pro- 
grams and  thereby  becomes  a regional  and  national 
resource. 

The  act  of  organ  donation  on  the  part  of  an  indi- 
vidual, through  the  permission  of  the  family,  creates 
a public  resource.  The  distribution  of  organs  to  pa- 
tients must  be  done  in  a fair  and  equitable  manner. 
By  and  large,  a transplant  program  is  dependent  on 
a population  base  and  effective  regional  organ-shar- 
ing system  to  have  an  adequate  supply  of  transplant- 
able tissue.  The  newly  formed  Texas  Transplant 
Society  hopes  to  provide  a forum  to  deal  with  the 
complex  issues  of  supply  and  demand  of  a scarce  re- 
source. Transplant  centers  should  be  expected  to 
support  their  own  programs  as  much  as  possible 
and,  in  addition,  supply  organs  to  other  programs. 

Finally,  it  is  evident  that  hospitals  are  best  served 
when  affiliating  with  either  strong,  efficient,  well- 
managed  hospital-based  or  independent  organ  pro- 
curement agencies. 
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Crisis  in  black  and  white. 


Your  personal  crisis  may  be  waiting  in  the 
morning  mail.  If  so,  you’ll  want  the  best 
professional  help.  You’ll  want  a Medical 
Protective  General  Agent. 

Professional  liability  coverage  is  our  only 
business.  And  we’ve  been  providing  it  for 
almost  100  years.  Our  agents  live  in  the 
territories  they  serve  so  they  understand  the 
local  legal  climate.  And  with  the  extensive 


resources  of  the  home  office  Law  Depart- 
ment to  draw  from,  they’re  always  ready  to 
answer  your  questions  or  give  advice. 
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The  therapeutic  benefit  of  cardiac  transplantation 
is  emphasized  by  the  high  quality  of  life  that  re- 
cipient patients  demonstrate.  Furthermore,  20 
years  after  the  initial  faltering  attempts  at  human 
heart  transplantation,  survival  rates  have  dra- 
matically improved.  In  patients  otherwise  faced 
with  a 90%  probability  of  death  within  one  year, 
transplantation  often  results  in  survival  of  more 
than  80%.  Reasons  for  this  progress  include  better 
cardiovascular  surgical  technique,  more  sophisti- 
cated immunosuppressive  drugs,  and  increased 
urulerstanding  of  rejection  dynamics.  Additionally, 
we  have  more  therapeutic  agents  to  treat  com- 
plications after  transplantation,  and  we  have  a 
better  idea  of  which  patients  are  likely  to  benefit 
We  review  the  development  of  the  concept  and  sci- 
ence of  heart  transplantation,  putting  our  present 
knowledge  into  perspective. 

KEY  WORDS.  CARDIAC  TRANSPLANTATION,  HEART  FAILURE, 
CARDIOMYOPATHY,  IMMUNOSUPPRESSION 


Cardiac  transplantation  is  now  a therapeutic 
option  for  patients  with  end-stage  heart  dis- 
ease. Indeed,  hospitals  in  Austin,  Dallas, 
Houston  and  San  Antonio  perform  this  procedure, 
and  there  may  be  over  100  heart  transplant  “cen- 
ters” in  the  United  States  ( 1 ).  Solid  organ  transplan- 
tation in  general  is  quite  frequent.  In  1 986,  more 
than  1 1 ,000  solid  organs  were  transplanted,  includ- 
ing 1,430  hearts  ( 1 ).  Improved  graft  and  patient  sur- 
vival associated  with  these  transplants  relates  to 
new  antirejection  medications  (including  cyclospo- 
rine and  OKT3),  the  ability  to  diagnose  organ  rejec- 
tion early,  lower  maintenance  steroid  doses,  and 
improved  diagnostic  techniques  and  treatment  pro- 
tocols for  infection.  Additionally,  patient  selection 
has  become  sophisticated  with  well-defined  criteria 
predicting  success.  Development  of  cardiac  trans- 
plantation as  a therapeutic  option,  in  many  respects, 
resembled  the  progress  of  renal  transplantation,  but 
occurred  decades  later.  The  earliest  heterotopic 
transplant  of  a cadaveric  kidney,  for  example,  oc- 
curred in  1947.  This  was  done  in  an  anuric  preg- 
nant woman  who  was  in  severe  shock  and  uremic 
coma  ( 2 ).  The  transplanted  kidney  produced  urine 
and  was  removed  48  hours  later.  The  patient  re- 
covered. Renal  transplantation,  however,  brought 
much  social  and  legal  debate  that  spilled  over  into 
the  early  years  of  heart  transplantation  as  well. 
Common  problems  included  patient  selection,  find- 
ing suitable  organ  donors,  creating  new  definitions 
of  death,  and  handling  problems  of  immuno- 
suppression. 

Cardiac  transplantation  evolved  from  a highly 
theoretical  and  experimental  concept  to  a proce- 
dure of  proven  therapeutic  benefit.  Much  of  the 


basic  groundwork  for  heart  transplantation  was  laid 
in  the  early  part  of  this  century  when  Carrel  pub- 
lished his  protocols  for  heterotopic  canine  heart 
transplants  (3,4).  These  studies  actually  were  de- 
signed to  pioneer  vascular  anastomotic  technique, 
so  important  to  cardiovascular  surgery  in  general, 
but  also  demonstrated  the  feasibility  of  placing  an 
explanted  heart  in  heterotopic  position  (the  ani- 
mal’s neck).  The  problem  of  cell-mediated  rejection 
of  transplanted  hearts  was  recognized  in  1933  by 
Mann  and  associates  ( 5 ),  and  Luisada’s  group  in 
1951  first  speculated  seriously  about  the  therapeu- 
tic potential  of  heart  transplantation  in  humans  (6): 
“A  transplanted  heart  or  heart-lung  transplantation 
might  be  used  for  replacement  of  the  diseased 
organ.  The  latter  must  be  considered,  at  present,  a 
fantastic  dream  and  does  not  fall  within  the  scope  of 
present  considerations.” 

Downie  in  1953(7)  demonstrated  that  heart 
transplantation  in  experimental  animal  preparations 
was  possible  with  simple  techniques.  Between  1957 
and  1959,  Webb  et  al  (8)  demonstrated  the  effec- 
tiveness of  hypothermic  myocardial  preservation  by 
completing  the  first  orthotopic  canine  heart  trans- 
plantations from  which  the  recipient  animals  awoke 
(9).  In  1958,  Goldberg  did  the  first  orthotopic  ca- 
nine transplant  utilizing  cardiopulmonary  bypass 
( 10,1 1 ),  and  in  1959  Cass  and  Brock  refined  the  im- 
plantation technique  using  methods  that  were  ulti- 
mately extrapolated  to  human  heart  transplants 
(12).  Lower  and  Shumway  in  the  1960s  reported 
their  technique  for  canine  heterotopic  transplants 
that  allowed  animals  to  return,  for  the  first  time,  to 
normal  function  (13,14).  It  was  their  observation  in 
1961  that  control  of  transplant  organ  rejection  was 
now  the  most  important  challenge  (15).  They 
noted:  “Observations  in  [our]  animals  suggest  that,  if 
the  immunologic  mechanisms  of  the  host  were  pre- 
vented from  destroying  the  graft,  in  all  likelihood  it 
would  continue  to  function  adequately  for  the  nor- 
mal lifespan  of  the  animal.”  This  was  a seminal  ob- 
servation, appropriately  directing  research  toward 
control  of  the  rejection  problem. 

Subsequent  efforts  in  the  1960s  were  focused  to- 
ward technique  development,  with  Reemtsma  (16) 
and  Demikhov  (17)  refining  heterotopic  (parallel  or 
“piggyback”)  transplants.  In  1965,  Kondo  demon- 
strated long-term  orthotopic  transplant  survival  in 
immunologically  immature  puppies  (18),  and 
Lower  showed  that  exogenous  immune  suppression 
allowed  long-term  survival  in  his  canine  transplant 
model  (19).  It  was  during  these  experiments  that  a 
decrease  in  electrocardiographic  QRS  voltage  was 
correlated  with  significant  rejection. 

It  is  apparent  that  a cadre  of  investigative  infor- 
mation, produced  over  a 60-year  period,  was  re- 
sponsible for  setting  the  stage  for  the  first  clinical 
trials  of  human  heart  transplantation.  Early  ventures 
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into  human  heart  transplantation  were  controver- 
sial. Hardy  et  al  actually  reported  the  first  human 
heart  transplant  (20).  In  January  1964,  they  im- 
planted a xenographic  transplant  (a  chimpanzee 
heart ) in  a patient  in  Jackson,  Miss.  The  small  pri- 
mate heart  was  unable  to  support  the  patient’s  cir- 
culation, however,  and  cardiopulmonary'  bypass 
could  never  be  terminated.  In  1966,  it  was  shown 
that  one  could  remove  a human  heart  from  a cada- 
veric renal  donor,  and  then  successfully  reimplant 
the  organ  and  establish  an  appropriate  rhythm.  A 
human  heart  was  also  successfully  transplanted  into 
a baboon  (21). 

The  first  orthotopic  allograft  heart  transplant  was 
performed  by  Barnard  on  Dec  3,  1967,  in  Cape- 
town, South  Africa  (22).  The  patient  survived  18 
days,  dying  of  pneumonia  and  sepsis.  The  first  hu- 
man orthotopic  heart  transplant  in  America  was 
done  two  weeks  later  in  Brooklyn,  New  York,  when 
Kantrowitz  placed  an  anencephalic  infant’s  heart 
into  an  18-day-old  patient  with  a terminal  congeni- 
tal cardiac  anomaly  (23).  The  recipient  infant  only 
lived  several  hours.  It  is  interesting  that  the  socio- 
logic debate  about  use  of  anencephalic  infants  as 
organ  donors  is  just  now  beginning  to  peak,  20 
years  after  this  situation  was  first  described.  Subse- 
quently, between  1968  and  1970,  approximately 
1 00  heart  transplant  procedures  were  performed  in 
17  countries,  with  almost  one  third  of  these  opera- 
tions done  in  Texas  (The  Methodist  Hospital  and  St 
Luke’s  Episcopal  Hospital  in  Houston  )(  24  ). 

The  initial  attempts  at  cardiac  transplantation  in 
the  late  1 960s  met  multiple  and,  most  of  the  time, 
overwhelming  problems,  usually  surrounding  organ 
rejection  and  host  infection.  New  and  better  ap- 
proaches to  the  management  of  these  challenges 
were  necessary  before  this  procedure  could  be  ac- 
cepted as  therapeutic  and  not  experimental.  As 
mentioned,  the  1 2 patients  receiving  transplants  in 
1968  and  1969  at  The  Methodist  Hospital  and  Bay- 
lor College  of  Medicine  were  an  important  part  of 
this  early  experience  (25).  Interestingly,  two  sur- 
vived a significant  period  of  time  (four  and  six 
years).  The  majority  of  deaths  in  this  group,  how- 
ever, happened  early  and  were  caused  either  by 
acute  rejection  of  the  transplanted  organ  or  by 
overwhelming  infection.  Because  of  these  problems, 
most  centers  abandoned  the  procedure  in  the  early 
1970s  and  established  a moratorium  on  cardiac 
transplantation  (26).  With  new  drugs  (particularly 
cyclosporine ) available  to  modulate  rejection,  re- 
emergence  of  heart  transplant  programs  began  in 
the  early  1 980s.  Heart  transplantation  was  re- 
established in  1982  at  the  Texas  Heart  Institute,  St 
Luke’s  Episcopal  Hospital  (27),  and  in  1984  at  The 
Methodist  Hospital  and  Baylor  College  of  Medicine 
( 28  ).  Programs  are  now  established  in  Austin,  Dal- 
las, and  San  Antonio  as  well. 


Recent  advances  in  transplantation,  particularly 
the  commercial  availability  of  cyclosporine,  have 
led  to  new  and  impressive  results.  We  can  now  ex- 
pect longer  graft  survival  and  virtually  normal  life- 
styles in  carefully  selected  patients.  TTie  experience 
reported  by  the  International  Registry  of  Heart 
Transplantation  suggests  that  the  one-year  survival 
rate  in  patients  receiving  orthotopic  cardiac  trans- 
plantation is  approximately  80%  and  the  five-year 
survival  rate  is  over  60%  (29).  Patients  who  live 
past  the  first  year  are  very  likely  to  live  at  least  five 
years.  It  is  of  interest  to  note  that  a recent  report 
described  a 43-year-old  Italian  heart  transplant  pa- 
tient who  successfully  completed  the  New  York 
marathon  ( 30 ).  Currently  the  longest  surviving 
heart  transplant  recipient  has  lived  with  his  trans- 
plant for  1 5 years  and  continues  to  do  quite  well 
(31).  Previously,  the  longest  living  heart  transplant 
recipient  had  a relatively  normally  functioning  heart 
for  18  years  and  died  of  a pulmonary  complication. 
This  individual  was  quoted  on  the  1 5th  anniversary 
of  his  operation  as  saying  he  would  probably  “die  at 
100,  shot  by  a jealous  husband”  (32). 

The  therapeutic  benefit  of  cardiac  transplantation 
is  again  emphasized  when  death  rates  are  analyzed 
for  patients  with  end-stage  heart  disease  who  are  se- 
lected for  cardiac  transplantation  but  receive  no  ap- 
propriate donor-matched  organ  (33).  In  some 
programs,  there  has  been  a 100%  mortality  in  this 
group  within  several  months.  Indeed  even  in  pa- 
tients who  were  not  thought  to  be  “sick  enough” 
for  heart  transplantation,  the  mortality  has  been  ex- 
traordinarily high  (34).  Statistics,  generally,  for  pa- 
tients with  severe  congestive  cardiomyopathy  spell 
doom,  with  a life  expectancy  ranging  from  six 
months  to  two  years  (35).  Additionally,  these  pa- 
tients have  a miserable  existence  with  continuous 
and  sometimes  profound  weakness,  fatigue,  dysp- 
nea, and  orthopnea.  TTiey  are,  frequently,  com- 
pletely bedridden  and,  often,  terminally  hospital- 
ized. Transplantation,  therefore,  in  individuals 
having  no  pharmacotherapeutic  regimen  to  which 
they  would  respond,  obviously  provides  hope  and, 
if  successful,  dramatic  relief 

Selection  of  candidates  for  cardiac 
transplantation 

Consideration  of  cardiac  transplantation  should  be 
limited  to  those  individuals  who  have  intractable 
congestive  heart  failure  and  are  seriously  disabled 
but  have  no  significant  damage  to  other  vital  organs. 
Patients  are  generally  classed  as  New  York  Heart  As- 
sociation clinical  classification  III  or  fV.  This  means 
that  patients  are  symptomatic  with  weakness,  fa- 
tigue, and  dyspnea  at  rest  or  with  minimal  exertion. 
They  are  generally  unable  to  work  and  confined  to 
relatively  sedentary  activity  levels.  This  results  from 
end-stage  cardiac  disease  caused  by  idiopathic  di- 
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lated  cardiomyopathy,  coronary  artery  disease  with 
ischemic  left  ventricular  dysfunction,  or  end-stage 
valvular  and  hypertensive  heart  disease.  Patients 
with  infiltrative  cardiomyopathies  causing  end-stage 
symptoms  (sarcoidosis,  hemochromatosis,  and 
amyloidosis)  may  not  be  suitable  for  transplantation 
since  these  difficulties  may  recur  in  the  transplanted 
heart.  Recurrent  amyloid  is  seen  in  renal  transplant 
patients,  for  example  (36).  Heart  transplantation 
has,  however,  been  performed  in  a few  individuals 
with  these  disease  processes,  and  short-term  at- 
tenuation of  difficulties  have  been  documented 
( 37 ).  Since  these  diseases  do  recur  in  the  trans- 
planted heart,  patients  of  this  sort  should  be  given  a 
low  priority  when  compared  to  those  with  other 
forms  of  end-stage  heart  disease.  Patients  with  acute 
myocarditis  and  heart  failure  have  traditionally  been 
given  a therapeutic  course  of  immunosuppressive 
agents  before  consideration  of  heart  transplantation 
because  of  the  possibility  of  improving  their  left 
ventricular  function.  Unfortunately,  treatment  pro- 
tocols are  not  well  established.  Indeed,  there  even 
is  controversy  about  whether  treating  these  patients 
is  effective.  Individualized  judgment  seems  appro- 
priate. An  additional  interesting  arena  is  transplanta- 
tion for  patients  with  untreatable  malignant 
ventricular  arrhythmias.  Individuals  with  episodes 
of  recurrent  sudden  cardiac  death  uncontrolled  by 
standard  therapeutic  intervention,  including  phar- 
macotherapeutic  manipulation  and  surgical  therapy, 
might  be  cured  with  treatment  by  cardiac  transplan- 
tation. Anthracycline-induced  cardiomyopathy  may 
also  be  an  indication  for  transplantation,  but  the  un- 
derlying disease  precipitating  the  need  for  these 
drugs  must  have  been  resolved. 

All  patients  considered  for  heart  transplantation 
should  meet  several  physiologic  and  psychosocial 
criteria.  Additionally,  certain  financial  obligations 
may  have  to  be  met  by  the  patient.  A pretransplanta- 
tion evaluation  should  be  designed  to  identify  un- 
derlying systemic  illnesses  that  might  hamper  even- 
tual recuperation  following  cardiac  transplantation. 
There  must  be  no  irreversible  damage  to  the  central 
nervous  system,  liver,  or  kidneys.  It  is  important 
that  a thorough  review  of  the  patient’s  medical  his- 
tory and  a complete  physical  examination  be  per- 
formed. Particular  attention  is  paid  to  the  possibility 
of  occult  active  infection,  the  presence  of  fixed  pul- 
monary hypertension,  recent  pulmonary  embolus, 
concurrent  malignancy,  or  diabetes  mellitus  requir- 
ing insulin  therapy.  Though  some  programs  have 
allowed  insulin-dependent  diabetics  to  receive 
heart  transplants,  we  do  not  (38). 

Routine  laboratory  tests  are  undertaken  as  part  of 
the  preoperative  evaluation.  These  include  com- 
plete blood  count,  urinalysis,  electrocardiogram; 
chest  roentgenogram;  panorex  view  of  the  teeth; 
pulmonary  function  studies;  determinations  of  lev- 


els of  blood  urea  nitrogen,  creatinine,  electrolytes, 
bilirubin,  alkaline  phosphatase,  serum  glutamic- 
oxaloacetic  transaminase  (SGOT),  serum  glutamic 
pyruvate  transaminase  (SGPT),  lactate  dehydro- 
genase ( LDH  ),  two-hour  postprandial  blood  sugar; 
24-hour  urine  testing  for  creatinine  clearance;  ABO 
and  RH  blood  typing,  and  HLA  tissue  typing.  Pa- 
tients are  also  screened  for  previous  exposure  to 
Epstein-Barr  virus,  herpes,  cytomegalovirus,  as 
well  as  tuberculosis,  fungal  disease,  hepatitis,  and 
toxoplasmosis.  These  studies  are  of  particular  im- 
portance postoperatively  when  there  may  be  reac- 
tivation of  latent  viral  infection  or  transmission  of 
one  of  these  agents  from  a donor  to  the  recipient. 

Candidates  for  cardiac  transplantation  should  also 
undergo  a complete  riglit  and  left  heart  catheteriza- 
tion study,  and  in  some  cases,  endomyocardial  bi- 
opsy. This  is  done  to  determine  the  etiology  of 
congestive  heart  failure,  selecting  individuals  that 
may  benefit  from  alternative  therapeutic  adventures. 
For  example,  some  patients  may  clinically  improve 
with  coronary  artery  bypass  grafting,  resection  of 
left  ventricular  aneurysm,  correction  of  valvular  or 
architectural  abnormalities,  immunosuppressive 
therapy  of  inflammatory  myocarditis,  or  the  use  of 
new  or  experimental  vasodilators  and  inotropic 
agents. 

In  addition  to  these  studies,  it  is  important  to  as- 
sess the  patient’s  psychosocial  support  system.  The 
patient  should  demonstrate  an  ability  to  cooperate 
and  understand  medical  treatment  programs.  He  or 
she  must  be  willing  to  accept  the  risks  of  cardiac 
transplantation  and  be  committed  to  long-term 
follow-up,  as  well  as  a long  and  stressful  pre- 
operative wait.  A strong  supportive  family  unit  of 
one  sort  or  another  is  critical  in  assisting  the  medi- 
cal personnel  during  the  stresses  and  rigors  of  the 
preoperative  and  postoperative  periods.  Of  addi- 
tional importance,  the  patient  must  have  sufficient 
financial  resources  to  pay  for  expenses  (such  as 
travel  and  lodging  before  and  after  transplantation) 
not  covered  by  insurance  or  other  health  care 
beneficiaries. 

Fig  1 summarizes  the  major  criteria  for  recipient 
selection.  The  select  patients,  once  chosen  for  car- 
diac transplantation,  have  a median  survival  of  less 
than  one  year  without  transplantation.  It  is  esti- 
mated, however,  that  there  are  approximately  1 ,000 

I.  Criteria  for  acceptable  cardiac  transplant  recipient 

Terminal  heart  disease  otherwise  untreatable 
Absence  of  compromising  systemic  disease  process 
Reasonable  physiologic  age 
Normal  hepatic  and  renal  function 
Absence  of  active  infection 

No  pulmonary  infarction  in  preceding  two  months 
No  insulin-dependent  diabetes  mellitus 
Psychologic  stability  and  supportive  social  milieu 
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to  8,000  individuals  per  year  in  the  United  States 
who  would  be  suitable  eandidates  for  cardiac  trans- 
plantation but  there  may  only  be  1,000  to  3,000 
donor  hearts  available  each  year  (39).  These  figures 
highlight  the  critical  importance  of  choosing  the 
best  available  candidate  and  indicate  the  reason 
why  a large  percentage  of  patients  die  prior  to 
transplantation.  Additionally,  early  identification  and 
evaluation  of  candidates  for  cardiac  transplantation 
are  important,  so  that  one  is  not  faced  with  the 
problem  of  trying  to  evaluate  and  prepare  for  trans- 
plant a desperately  ill  patient  requiring  maximum 
cardiovascular  support  in  a short  period  of  time. 

The  screening  criteria  listed  above  are  designed 
to  identify  patients  with  the  greatest  opportunity  for 
survival  and  rehabilitation  following  cardiac  trans- 
plantation. Programs  should,  however,  be  willing  to 
evaluate  patients  on  an  individual  basis  and  have  cri- 
teria with  some  flexibility. 

Active  infection  must  be  excluded  because  of  the 
necessity  for  postoperative  immunosuppressive 
therapy  for  the  rest  of  the  patient’s  life.  Similarly,  pa- 
tients with  recent  pulmonary  infarction  are  particu- 
larly predisposed  to  the  development  of  cavitary 
lung  abscesses.  High-dose  steroids  used  for  immuno- 
suppression may  make  control  of  diabetes  difficult, 
and  in  our  opinion,  insulin  dependence  becomes  an 
exclusionary  factor.  The  normal  right  ventricle  of 
the  transplanted  heart  cannot  acutely  adapt  to  a 
fixed  increase  in  pulmonary  vascular  resistance,  and 
acute  right  heart  failure  of  the  transplanted  heart  ac- 
counts for  postoperative  mortality  in  5%  of  patients 
dying.  Since  active  peptic  ulcer  disease  may  be  ex- 
acerbated by  postoperative  stress  and  corticoster- 
oids, these  individuals  should  be  excluded.  Active 
drug  addiction  and  excessive  alcohol  consumption 
are  psychological  factors  that,  in  our  opinion,  man- 
date exclusion  since  these  problems  can  have  an 
adverse  effect  on  patients’  long-term  outcome.  Be- 
cause prior  thoracotomy  may  create  substantial  me- 
diastinal fibrosis  causing  difficulty  with  heart 
amputation,  patients  with  multiple  prior  surgical 
procedures  within  the  chest  must  be  carefully  con- 
sidered. Preexisting  malignancy  and  bronchitis  with 
obstructive  pulmonary  disease  (and  their  predispo- 
sition to  infection  ) are  two  common  examples  of 
coexisting  diseases  that  might  limit  life  expectancy 

2.  Absolute  contraindications  to  cardiac  transplantation 

Fixed  pulmonary  hypertension  ( resistance  > 600  dynes  cm  ^ sec ) 
Significant  peripheral  or  cerebrovascular  disease 
Active  peptic  ulcer  disease 
Unresolved  pre-existing  malignancy 

Significant  chronic  bronchitis  or  chronic  obstructive  pulmonary 

disease 

Co-existing  illness  limiting  life  expectancy 

Disease  likely  to  recur  in  the  graft  (amyloid,  hemochromatosis) 

ABO  incompatibility  between  recipient  and  donor 


and  compromise  recovery  from  cardiac  transplanta- 
tion. Contraindications  to  cardiac  transplantation 
are  listed  in  Fig  2.  Age  is  only  a relatively  important 
factor.  Individuals  must  have,  physiologically  speak- 
ing, end-organs  that  are  .stable  and  not  likely  to  fail 
in  the  face  of  major  operative  interventions  or  im- 
munosuppressive therapy,  and  age  alone  may  not 
predict  this.  There  is  some  suggestion  that  older  pa- 
tients may  have  a blunted  immunologic  response  to 
organ  transplantation  and  these  individuals,  ipso 
facto,  should  not  be  excluded  from  consideration 
(40).  Indeed,  we  have  had  increasing  experience  in 
transplanting  organs  in  patients  over  the  age  of  60. 
Of  1 2 patients  transplanted  in  that  decade  of  life 
(the  oldest  transplanted  at  age  68),  there  has  been 
only  one  death. 

Because  patients  with  severe  end-stage  heart  fail- 
ure frequently  require  aggressive  hemodynamic 
support,  including  total  artificial  heart  or  ventricular 
bypass  systems,  these  patients  are  not  necessarily 
eliminated  as  candidates  for  transplantation.  Indeed, 
not  infrequently  patients  require  parenteral  admin- 
istration of  inotropic  drugs  to  maintain  an  adequate 
blood  pressure  and  enhance  renal  perfusion  prior  to 
cardiac  transplantation  and  intra  aortic  balloon 
counterpulsation.  Reports  emphasize  that  these  pa- 
tients can  successfully  receive  transplants  as  long  as 
infection  is  not  present  and  end-organ  damage  has 
not  occurred  (41).  One  of  the  most  difficult  deci- 
sions to  make,  however,  is  when  to  begin  mechani- 
cal support.  Survival  clearly  is  not  as  great 
“bridging-to-transplantation”  with  the  artificial 
heart,  but  even  this  aggressive  intervention  can 
produce  positive  results  (42). 

Selection  of  patients  for  a second  or  third  cardiac- 
transplant  may  be  required.  Severe  and  irreversible 
rejection  can  necessitate  consideration  of  re- 
transplantation shortly  after  the  first  operation.  In 
other  patients,  chronic  rejection  or  the  develop- 
ment of  accelerated  obliterative  coronary  artery  dis- 
ease seems  to  result  in  graft  failure.  Guidelines  for 
selecting  patients  for  repetitive  cardiac  transplanta- 
tion should  be  the  same  as  for  the  initial  procedure. 
Survival  statistics,  however,  for  repeat  heart  trans- 
plantation suggest  that  only  one  third  of  the  patients 
survive  an  additional  two  years  (43)-  The  number  of 
sequential  cardiac  transplantation  procedures 
should  be  limited  to  extraordinarily  carefully  se- 
lected individuals. 

Operative  approaches 

Successful  heart  transplantation  is  dependent  upon 
donor  organ  referral  and  adequate  medical  manage- 
ment of  these  cases.  Successful  amputation  of  the 
donor  heart  is  performed  with  appropriate  car- 
dioplegic  technique,  and  the  recipient  patient  must 
be  stabilized  preoperatively,  sometimes  with  ag- 
gressive measures  that  include  intravenous  vasodila- 
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tor  and  inotropic  support  or  a variety  of  perfusion 
assist  devices.  Immediately  before  surgery,  we  rou- 
tinely perform  right  heart  catheterization  of  the  re- 
cipient so  that  we  can  monitor  and  aggressively 
treat  pulmonary  hypertension,  since  this  is  one  of 
the  major  problems  limiting  early  success  of  heart 
transplantation.  If  pulmonary  dynamics  can  be  ame- 
liorated, with  systolic  pressures  brought  below  60 
mm  Hg  and  pulmonary'  resistance  less  than  8 Wood 
units  (approximately  600  dynes  cm^  sec  ^),  acute 
right  heart  failure  occurs  less  often. 

Amputation  of  the  donor  heart  is  done  at  the  time 
of  carefully  orchestrated  multi-organ  harvesting,  and 
a variety  of  surgical  techniques  are  available.  At 
times,  organ  harvesting  is  performed  with  patients 
placed  on  hypothermic  cardiopulmonary  bypass 
support  allowing  removal  of  kidneys,  liver,  heart, 
and  lungs  without  compromise.  An  appropriately 
cardiopleged,  cooled,  amputated  donor  heart  is 
placed  in  a 4°C  (39.2°F)  ice  bath  and  transported  to 
the  site  of  the  recipient  who  has  been  prepared  in 
standard  fashion  for  open  heart  surgery  with  pump 
support.  Obviously,  the  longer  the  cold  ischemic 
time,  the  greater  the  likelihood  of  myocardial  cell 
damage.  It  is  optimal,  therefore,  to  transplant  pa- 
tients as  rapidly  as  possible  after  amputation  of  the 
donor  heart,  and  it  makes  sense  to  regionalize  organ 
distribution  for  cardiac  donors.  Four  hours  is  gener- 
ally the  upper  limit  of  cold  ischemic  time  that  the 
amputated  heart  can  tolerate;  however,  some  hearts 
cooled  for  up  to  six  hours  functioned  satisfactorily 
after  implantation. 

Implantation  of  the  heart  is  done  using  either  an 
orthotopic  or  heterotopic  (“piggyback”)  technique 
(44  — 46).  Orthotopic  heart  transplantation,  where 
the  native  heart  is  completely  removed  and  the 
donor  heart  placed  in  the  normal  mediastinal  posi- 
tion, is  generally  the  preferred  approach.  Survival, 
indeed,  is  much  better  with  orthotopic  transplants 
than  with  the  piggyback  technique.  It  may  be,  how- 
ever, that  the  latter  procedure  is  more  often  per- 
formed in  extraordinarily  ill  patients  or  when  the 
donor  heart  is  considered  marginal,  skewing  the 
data.  When  one  has  an  appropriate  size  match 
(body  weight,  height,  and  surface  areas  within  10% 
to  20%  of  the  donor)  and  the  donor  heart  is  with- 
out question  in  good  shape  (young  donor  without 
any  abnormal  cardiac  findings),  orthotopic  implan- 
tation is  our  choice.  If,  however,  there  is  a donor/ 
recipient  size  mismatch  with  the  donor  heart  being 
substantially  smaller,  or  more  recipient  pulmonary 
hypertension  is  present  than  one  ordinarily  would 
be  comfortable  with,  heterotopic  implantation 
might  be  considered.  Also,  if  there  is  any  likelihood 
at  all  that  the  native  heart  might  improve  (such  as  if 
myocarditis  were  the  reason  for  heart  failure),  or  if 
profound  rejection  occurred  in  the  graft,  hetero- 
topic transplantation  would  allow  eventual  removal 


of  the  piggyback  implant.  Disadvantages  of  this  type 
of  transplantation,  however,  include  difficulty  in  ob- 
taining endomyocardial  biopsy  specimens  during 
long-term  follow-up,  the  problem  of  eventual  cessa- 
tion of  heartbeat  in  the  native  heart  with  subse- 
quent thrombosis  of  its  chambers,  arrhythmias 
occurring  in  the  native  heart  with  marked  decre- 
ment in  augmentation  of  its  part  of  circulatory  flow, 
and  the  more  complicated  surgical  procedure  re- 
quired. Furthermore,  if  heterotopic  transplantation 
is  done  in  patients  with  ischemic  heart  disease, 
these  individuals  may  still  have  symptomatic  angina 
pectoris.  Heterotopic  heart  transplantation  can  also 
be  plagued  by  difficulties  associated  with  squeezing 
two  hearts  into  the  same  mediastinum.  Tamponade 
of  either  heart  might  result,  kinking  of  a great  vessel 
might  develop,  and  atelectasis  of  adjacent  lung  can 
occur.  For  all  of  these  reasons,  we  believe  ortho- 
topic heart  transplantation  is  the  preferential  route, 
though  certainly  in  some  individuals  use  of  the  het- 
erotopic  approach  seems  warranted  (Fig  3). 

Postoperative  patient  management 
Postoperative  management  of  patients  is  focused  on 
three  areas;  (a)  ensuring  hemodynamic  integrity  of 
the  transplanted  heart  in  the  early  period;  (b)  pre- 
venting rejection  of  the  heart  during  the  lifetime  of 
the  recipient;  and  (c)  managing  complications  that 
develop  from  immunosuppressive  therapy,  includ- 
ing hypertension,  renal  and  hepatic  insufficiency, 
and  infection. 

Though  operating  at  a remarkable  level  of  func- 
tion, the  transplanted  heart  is  not  normal.  Indeed, 
early  in  the  postoperative  period  there  seems  to  be 
rather  significant  right  ventricular  dysfunction  with 
subsequent  tricuspid  insufficiency  and,  at  times, 
atrial  inactivity  (47,48).  Still,  however,  with  time 
and  gentle  coaxing,  systolic  function  of  the  heart  is 
well  preserved  with  ejection  fraction  usually  above 
the  50%  range.  Rejection,  however,  can  cause  sig- 
nificant reduction  in  diastolic  dysfunction  because 
of  cellular  destruction  with  subsequent  fibrosis.  Di- 
astolic dysfunction  develops  in  virtually  all  trans- 
plant patients  and  may  progressively  worsen  with 
time.  This  may  be  exacerbated  by  hypertension,  but 
even  without  this,  most  hearts  hypertrophy  (49). 
Still,  however,  patients  have  remarkable  levels  of 


3.  Advantages  and  disadvantages  of  heterotopic  ("piggyback") 
heart  transptant 


Advantages 

Disadvantages 

Can  use  smaller  grafts 

May  overcome  high 
pulmonary  pressures 

May  remove  graft 

Technically  difficult  procedure 
May  cause  tamponade 

Great  vessels  may  kink 

Difficult  to  perform  biopsy 

May  cause  atelectasis 

Native  heart  may  stop 

Angina  still  a problem 
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compensation  and  are  capable  of  doing  extraordi- 
nary workloads. 

Rejection  is  one  great  fear.  Generally,  patients  sur- 
vive the  early  postoperative  period.  It  is  rare  for  an 
implanted  heart  that  has  been  harvested  with  care 
and  not  damaged  previously  to  not  function  at  the 
time  of  implantation.  Occasionally,  acute  fulminant 
non-cell-mediated  rejection  occurs,  with  hearts 
stopping  virtually  immediately  after  perfusion  with 
the  recipient’s  blood.  Problems  with  cell-mediated 
rejection  usually  begin  several  days  after  heart 
transplantation,  and  the  only  reliable  method  of  as- 
sessing this  is  with  endomyocardial  biopsy.  Biopsies 
are  generally  performed  on  a weekly  basis  for  the 
first  four  to  six  weeks,  and  then  at  subsequent  in- 
creasing intervals  for  the  lifetime  of  a patient.  A 
stable  patient  followed  for  six  to  12  months  after 
surgery  may  have  biopsies  scheduled  only  at  yearly 
intervals.  Unfortunately,  one  cannot  predict  rejec- 
tion by  electrocardiographic  analysis,  echocardio- 
graphic  study,  or  radionuclide  tests  with  enough 
accuracy  to  not  have  to  perform  routine  biopsy. 
These  ancillary  tests,  however,  are  extraordinarily 
helpful  in  putting  biopsy  findings  into  perspective.  A 
tremendous  amount  of  research  is  currently  focused 
on  methods  to  monitor,  in  a noninvasive  fashion,  re- 
jection of  transplanted  hearts. 

The  majority  of  immunomodulation  protocols  to- 
day include  cyclosporine.  Generally,  patients  re- 
ceive either  loading  doses  intravenously,  orally,  or 
by  continuous  intravenous  infusion  early  in  the 
postoperative  period.  Patients  also  receive  high- 
dose  steroids  and,  frequently,  azathioprine.  Re- 
cently, OKT3,  a new  humoral  immunomodulating 
drug,  has  been  used  to  attenuate  rejection  early  in 
the  post-transplant  period. 

Complications  must  be  sought  aggressively. 
Cyclosporine’s  major  difficulties  are  the  hyper- 
tension it  causes  and  the  renal  and  hepatic  insuffi- 
ciency that  can  develop.  Also  lipids  seem  to  rise  in 
the  post-transplant  period,  possibly  due  to  altered 
hemodynamics  and  hepatic  blood  flow  as  well  as  to 
intrinsic  effects  of  cyclosporine  itself.  Patients  are 
aggressively  counseled  about  low-salt,  low-fat  diets 
and  given  vasodilating,  diuretic,  and  alpha-blocking 
compounds  to  control  their  blood  pressure.  Beta- 
blockers  are  avoided  since  these  patients  operate 
with  a denervated  heart  and  respond  to  exercise  by 
recruiting  catecholamine  drive.  Though  beta-block- 
ers  can  be  used,  it  is  generally  felt  they  might  pre- 
cipitate difficulties  during  long-term  therapy. 

Hepatic  and  renal  dysfunction  can  usually  be  man- 
aged by  lowering  the  cyclosporine  dose,  of  course, 
at  the  risk  of  allowing  rejection  to  occur. 

Physicians  must  be  vigilant  about  the  develop- 
ment of  infection  in  these  patients,  and  any  com- 
plaint that  raises  one’s  suspicion  about  either  an 
acute  or  a chronic  infection  should  be  vigorously 


pursued  so  that  early  antimicrobial  therapeutics  can 
be  begun. 

Other  long-term  problems  include  the  develop- 
ment of  graft  atherosclerosis.  Once  the  one-year 
survival  point  has  been  reached,  the  most  common 
cause  of  death  in  the  heart  transplant  patient  today 
seems  to  be  myocardial  infarction  with  sudden 
death  precipitated  by  arrhythmias  related  to  myo- 
cardial necrosis.  Patients  with  heart  transplants  and 
obliterative  coronary  artery  disease  may  have 
asymptomatic  myocardial  ischemia  develop  because 
of  the  denervated  implant.  They  do  not  present 
with  symptoms  of  angina  pectoris.  Cardiac  ar- 
rhythmias, syncope,  sudden  death,  and  heart  failure 
can  be  the  first  signs  of  this  difficulty,  but  all  of  these 
problems  can  also  develop  in  the  rejecting  heart. 

Postoperative  lymphoproliferative  disorders  and 
malignancies  have  also  been  reported  in  patients 
chronically  immunosuppressed,  particularly  when 
cyclosporine  and  antilymphocyte  globulin  have 
been  added  to  the  regimen.  It  seems,  though,  that 
the  majority  of  lymphoproliferative  disorders  seen 
(lymphoma),  have  been  in  patients  whose  initial 
problem  was  idiopathic  dilated  cardiomyopathy, 
suggesting  that  some  subtle  immune  defect  may  ac- 
count for  both  the  initial  disease  and  the  late  com- 
plication. Most  of  these  tumors  are  radiosensitive 
lymphomas  and  unicentric.  Lesions  tend  to  occur 
within  one  year  after  transplantation,  and  frequently 
involve  the  gastrointestinal  tract  or  peripheral 
lymph  nodes.  Both  polyclonal  and  monoclonal  tu- 
mors exist,  and  there  is  also  an  association  between 
tumor  production  and  Epstein-Barr  virus  exposure. 
If  complications  such  as  bowel  rupture  can  be  sur- 
mounted or  avoided,  tumors  generally  respond  to  a 
combination  of  radiotherapy,  resection,  and  reduc- 
tion in  immunosuppressive  regimen.  It  should  be 
emphasized  that  these  disorders  are  very  responsive 
to  radiotherapy  and  that  treating  these  individu- 
als with  antineoplastic  drugs  might  actually  be 
dangerous. 

Long-term  follow-up 

Most  heart  transplant  recipients  can  look  forward  to 
leading  relatively  normal  lives.  Reports  suggest  that 
the  vast  majority  of  surviving  cardiac  transplant  pa- 
tients are  New  York  Heart  Association  Functional 
Class  I,  and  their  only  restrictions  are  generally 
those  dictated  by  common  sense.  Patients  should 
pursue  good  health  habits  including  regular,  vig- 
orous activity,  maintenance  of  ideal  body  weight,  at- 
tention to  cholesterol  and  saturated  fat  intake,  and 
avoidance  of  cigarette  smoking.  The  latter  is  of  par- 
ticular importance  given  that  the  lungs  are  the  most 
frequent  site  of  infectious  complications  and  that 
the  patients  are  at  risk,  already,  for  the  development 
of  graft  atherosclerosis. 
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Second  frontiers  of  cardiac  transplantation 

Unlike  20  years  ago,  when  the  major  impediment  to 
successful  heart  transplant  was  control  of  the  rejec- 
tion process,  challenges  today  relate  more  to  making 
enough  donor  organs  available  for  all  patients  cur- 
rently on  the  waiting  list  ( 800  patients  in  December 
1987),  attenuating  the  complications  of  cyclospo- 
rine (particularly  hypertension  and  renal  and 
hepatic  insufficiency ),  and  elucidating  the  cause  and 
natural  history  of  the  obliterative  coronary  artery 
disease  that  develops.  We  are  certain  that  these 
problems,  like  others,  will  be  minimized. 
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Total  artificial  hearts 
and  ventricular  assist 
devices  as  bridges  to 
heart  transplantation 


With  the  increase  in  the  number  of  cardiac  trans- 
plant centers  throughout  the  world  and  the  im- 
proved results  of  cardiac  transplantation,  donor 
availability  has  become  a major  problem.  Ap- 
proximately 50%  of  the  candidates  die  while 
awaiting  a donor  heart  A cardiac  assist  device, 
however,  may  allow  survival  of  a patient  until  a 
proper  donor  heart  becomes  available.  This  article 
discusses  this  problem  and  describes  the  various 
cardiac  assist  devices  now  being  used  as  bridges  to 
transplantation. 

KEY  WORDS:  CARDIOGENIC  SHOCK,  TOTAL  ARTIFICIAL  HEART, 
HEART  TRANSPLANTATION,  CARDIAC  ASSIST  DEVICES, 
CARDIOMYOPATHY 


According  to  everyday  parlance,  a bridge  is  a 
device  that  provides  connection,  contact,  or 
transition  ( 1 ).  In  treating  end-stage  cardiac 
disease,  the  term  “bridge”  refers  to  a mechanical  de- 
vice that  holds  a patient  suspended  over  the  abyss 
of  death. 

Since  the  early  1980s,  when  heart  transplantation 
became  a well-accepted  therapeutic  option,  the 
number  of  transplant  centers  and  procedures  has  in- 
creased to  such  an  extent  that  donor  availability  has 
become  a problem.  Each  year  in  the  United  States, 
nearly  1,500  patients  are  evaluated  for  cardiac  trans- 
plantation; approximately  1 ,400  such  procedures 
were  performed  in  1986.  In  that  year,  the  waiting 
period  (which  was  less  than  five  days  in  1980,  when 
only  five  centers  were  performing  transplants ) ex- 
tended to  more  than  40  days,  and  the  procedure 
was  being  performed  in  more  than  60  centers  ( 2 ). 
Because  the  number  of  patients  who  currently 
qualify  for  transplantation  far  exceeds  the  supply  of 
matching  donor  grafts,  approximately  30%  of  those 
on  a waiting  list  die  before  a donor  heart  can  be 
found  ( 3 ).  This  mortality  rate  exceeds  the  one-year 
mortality  associated  with  transplantation  itself. 

Thus,  18  years  after  Cooley  (4)  initially  used  the 
total  artificial  heart  as  a first  step  to  transplantation, 
the  concept  of  “bridging  to  transplantation”  has  be- 
come a focus  of  renewed  interest. 

The  decision  to  use  this  approach  is  complex. 
Ideally  candidates  should  be  identified  and  the  de- 
vice implanted  before  deterioration  of  end-organ 
function  becomes  so  pronounced  that  it  prohibits 
recovery.  This  consideration  is  counterbalanced, 
however,  by  the  risk  and  expense  of  implantation 
(this  expense  is  calculated  not  only  in  terms  of  dol- 
lars but  also  in  terms  of  the  man-hours  necessary  to 
treat  a patient  who  might  have  been  effectively  sup- 
ported by  conventional  pharmacologic  means). 

Three  different  groups  may  benefit  from  the  use 
of  mechanical  assist  devices:  (a)  patients  who  can- 
not be  weaned  from  cardiopulmonary  bypass  de- 
spite successful  surgery;  (b)  those  awaiting 
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transplantation,  whose  cardiac  condition  deterio 
rates;  (c)  those  who  incur  cardiogenic  shock  after 
an  acute  myocardial  infarction.  In  all  of  these  cases, 
mechanical  assist  can  help  to  sustain  the  patient  un- 
til either  the  heart  undergoes  further  recovery  or  a 
donor  heart  becomes  available.  Once  the  surgeon 
has  decided  that  a mechanical  device  is  necessary, 
the  options  include  an  intra  aortic  balloon  pump,  a 
left  and/or  right  ventricular  assist  pump,  and  the 
total  artificial  heart. 

Intra-aortic  balloon  pump  counterpulsation 

The  intra  aortic  balloon  pump  (lABP),  developed  in 
1961  (5)  and  first  implanted  clinically  for  left  ven- 
tricular assist  in  1967  (6),  was  initially  used  as  a 
bridge  to  transplantation  by  Reemstma  in  1978  (7). 
It  is  currently  the  most  common  form  of  left  ven- 
tricular assist  and  is  used  in  approximately  3%  of  all 
adult  cardiotomy  patients  at  the  Texas  Heart  Insti- 
tute (8). 

In  this  method  of  circulatory  assist,  a balloon 
catheter  is  percutaneously  inserted  (9)  through  ei- 
ther a 10.5F  or  an  8.5F  sheath,  into  the  femoral  ar- 
tery and  is  passed  retrograde  into  the  descending 
thoracic  aorta.  In  patients  with  severe  peripheral 
vascular  disease,  the  surgeon  can  use  a transthoracic 
approach,  advancing  the  balloon  directly  through 
the  ascending  aorta  into  the  descending  aorta  (10). 
The  pump  is  synchronized  with  the  patient’s  elec- 
trocardiogram: inflation  of  the  balloon  during  early 
diastole  causes  the  diastolic  pressure  to  increase 
and  thus  enhances  coronary  arterial  perfusion.  De- 
flation of  the  balloon  immediately  before  ventricular 
systole  reduces  the  intra  aortic  pressure,  allowing 
the  left  ventricle  to  eject  its  contents  against  re- 
duced resistance  (a  decreased  afterload).  To  offer  a 
substantial  benefit,  however,  the  lABP  requires  a 
certain  amount  of  help  from  the  patient’s  own  ven- 
tricles. Typically,  the  lABP  can  increase  the  cardiac 
output  by  as  much  as  10% , or  from  550  to  800  miy 
min  (11).  The  device  is  probably  most  effective  in 
patients  in  whom  afterload  reduction  and  increased 
coronary  blood  flow  can  temporarily  improve  the 
cardiac  function  (ie,  patients  with  ischemic  dysfunc- 
tion). To  assess  the  clinical  progress  of  patients  re- 
ceiving lABP  support,  a system  of  scoring  has  been 
devised,  based  on  the  relationship  between  the  car- 
diac index  (Cl)  and  the  systemic  vascular  resistance 
(SVR)  (12).  According  to  this  system,  patients  in 
class  “C”  (with  an  elevated  SVR  and  a low  Cl)  have 
higher  mortality  rates  than  those  in  class  “A”  (whose 
Cl  and  SVR  are  normal). 

Ventricular  assist  devices  (VADS) 

Despite  an  optimal  preload  level,  inotropic  support, 
vasodilator  therapy,  and  LABP  counterpulsation, 
some  patients  continue  to  have  severe  left  ven- 
tricular failure,  manifested  by:  (a)  a cardiac  index  of 
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less  than  1.8  lymin/m^;  (b)  a systolic  aortic  pressure 
of  less  than  90  mm  Hg;  (c)  a left  atrial  pressure 
greater  than  20  to  25  mm  Hg.  These  patients  re- 
quire an  even  more  aggressive  means  of  mechanical 
assistance — either  univentricular  or  biventricular 
support.  So  far,  none  of  the  currently  available  car- 
diac assist  devices  is  sufficiently  flexible  to  be  ap- 
plied in  all  clinical  situations.  When  a left  ventricu- 
lar assist  device  (LVAD)  is  implanted,  the  most 
important  factors  that  determine  the  outcome  are; 
(a)  the  patient’s  condition  at  the  time  of  LVAD  in- 
sertion; (b)  the  function  of  the  right  ventricle  (poor 
right  ventricular  function  will  prevent  an  LVAD 
fi'om  providing  an  adequate  flow  rate  )(13);(c)  the 
extent  of  ventricular  scarring  and/or  necrosis, 
which  can  lead  to  device-related  complications  (eg, 
infection  and  thromboembolism ),  which  themselves 
are  contraindications  to  subsequent  transplantation. 

During  profound  left  ventricular  failure,  LVADs 
are  hemodynamically  more  effective  than  the  lABP, 
because  they  can  capture  the  entire  cardiac  output 
without  necessitating  removal  of  the  biologic  heart; 
they  can  also  be  activated  either  synchronously  or 
asynchronously,  thus  remaining  independent  of  the 
native  heart’s  function.  Moreover,  an  LVAD  can 
function  in  the  absence  of  an  intact  electrocardio- 
graphic signal,  as  well  as  during  ventricular  fibrilla- 
tion or  asystole. 

Hemodynamically,  LVAD  actuation  results  in: 

(a)  increased  coronary  perfusion  pressures  during 
diastole;  (b)  a reduced  left  ventricular  volume  and 
filling  pressure;  (c)  decreased  left  ventricular  wall 
tension  and  oxygen  consumption;  (d)  reduced  left 
ventricular  outflow  impedance;  and  (e)  a possible 
improvement  in  right-sided  performance  secondary' 
to  decreased  left-sided  filling  pressure. 

With  LVAD  use,  right  ventricular  failure  is  a major 
concern.  During  such  failure,  pulmonary  blood  flow 
provides  an  insufficient  preload  to  the  left  side  of 
tlie  heart,  thus  decreasing  the  LVAD’s  effectiveness. 
Limited  information  based  on  catheterization  stud- 
ies during  acute  infarction  and  cardiogenic  shock 
indicates  that  in  20%  to  30%  of  the  patients  with 
congestive  heart  failure,  right  ventricular  failure  co- 
exists with  left  ventricular  failure  or  is  the  sole 
cause  of  the  overall  failure  ( 1 4 ).  Medical  treatment 
of  right  ventricular  failure  includes  the  correction 
of  hypercarbia,  hypoxia,  and  acidosis,  as  well  as  the 
infusion  of  isoproterenol  to  lower  the  pulmonary 
vascular  resistance  and  to  provide  inotropic  support 
for  the  right  ventricle.  Infusion  of  prostaglandin  E 
has  been  shown  to  be  beneficial  in  this  clinical  set- 
ting (15).  If  right  ventricular  failure  persists,  despite 
medical  therapy  and  the  use  of  an  LVAD,  insertion 
of  a biventricular  assist  device  (BVAD)  or  a total  ar- 
tificial heart  ( TAH ) may  be  considered.  The  choice 
between  these  two  devices  depends  on  many  fac- 
tors, including  the  surgeon’s  personal  preference. 


the  availability  of  the  device,  the  clinical  setting, 
and  the  presence  of  anatomic  constraints. 

One  group  that  may  require  biventricular  support 
consists  of  patients  who  cannot  be  weaned  from 
cardiopulmonary  bypass.  In  this  situation,  the  possi- 
bility of  myocardial  recovery  and  the  return  of  ade- 
quate ventricular  function  cannot  always  be  pre- 
cluded. If  the  patient  is  subjected  to  a cardiectomy, 
followed  by  the  implantation  of  a TAH,  the  surgeon 
has  no  choice  but  to  proceed  with  a subsequent 
cardiac  transplantation,  in  which  case  the  patient 
will  require  lifelong  follow-up  including  regular  en- 
domyocardial biopsies  and  the  use  of  immunosup- 
pressive agents.  If  such  a patient  were  to  receive  a 
biventricular  support  system,  however,  the  device 
could  be  removed  if  the  heart  regained  adequate 
function.  In  patients  who  have  undergone  a pre- 
transplant work-up  and  who  are  mentally  prepared 
for  a transplant,  the  TAH  may  be  an  appropriate  al- 
ternative if  cardiac  decompensation  occurs.  Never- 
theless, only  a few  medical  institutions  have  both 
federal  approval  and  the  capability  to  implant  a 
TAH.  Furthermore,  a TAH  will  not  fit  in  patients 
with  small  anteroposterior  chest  diameters. 

Once  the  decision  has  been  made  to  use  a ven- 
tricular assist  device,  the  surgeon  can  choose 
among  several  systems  that  offer  a variety  of  op- 
tions, including  continuous  or  pulsatile  pumping,  in- 
tracorporeal  or  extracorporeal  positioning,  and 
pneumatic  or  electric  power.  In  centrifugal  pumps 
such  as  the  Bio-Medicus  model  ( Bio-Medicus  Inc, 
15307  Industrial  Rd,  Minneapolis,  MN  55343), 
blood  is  moved  by  means  of  centrifugal  force.  With 
this  pump,  cannulation  is  from  the  right  atrium  to 
the  pulmonary  arteiy’  for  right-heart  assist  and  from 
the  left  atrium  ( either  through  the  pulmonary  veins 
or  via  the  apex  of  the  left  ventricle  through  the 
mitral  valve)  to  the  aorta  for  left-heart  assist  (Fig  1 ). 
The  possible  advantages  of  nonpulsatile  systems  in- 
clude the  absence  of  artificial  valves,  the  avoidance 
of  problems  with  sac  membranes,  and  the  mainte- 
nance of  blood  supply  to  the  coronary  arteries  dur- 
ing the  entire  cardiac  cycle. 

Moreover,  there  is  no  trauma  related  to  the  trans- 
mission of  pneumatic  force  through  the  tubes.  In 
other  systems,  such  trauma  may  contribute  to  infec- 
tious complications. 

The  Thermedics  pump  (Thermedics  Inc,  470  Wil- 
wood  St,  Woburn,  MA  0 1 888 ) is  an  intracorporeal 
pneumatic  pulsatile  pump  that  has  been  used  as  a 
bridge  to  transplantation.  This  device,  which  is 
placed  within  the  abdominal  cavity,  consists  of  a 
pulsatile  pusher-plate  pump  that  fills  via  a conduit 
from  the  left  ventricular  apex  (inflow)  and  that 
ejects  blood  through  a 22-mm  Dacron  graft  into  the 
ascending  aorta  (outflow).  Rotatable  joints,  contain- 
ing porcine  xenograft  valves,  are  attached  to  the  in- 
let and  outlet  portions  to  allow  for  anatomic 
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variations.  The  pump  can  achieve  a maximum 
stroke  volume  of  90  mL,  and  its  blood-contracting 
surfaces  are  textured  to  promote  pseudointimal 
deposition. 

Many  recipients  of  assist  devices  develop  coagula- 
tion abnormalities,  either  during  insertion  of  the 
device  or  during  the  perioperative  period.  This 
complication  can  result  from  prolonged  cardiopul- 
monary bypass,  as  well  as  hypothermia,  hemolysis, 
and  multiple  blood-product  transfusions.  Therefore, 
we  usually  do  not  give  these  patients  anticoagulants 
until  we  reduce  the  blood  flow  in  order  to  wean  the 
patient  from  the  assist  device.  At  that  time,  heparin 
is  given  to  obtain  an  activated  clotting  time  twice 
normal,  and  the  patient  is  returned  to  the  operating 
room  for  removal  of  the  device. 

/.  Schematic  illustration  of  cannulation  techniques  for 
biventricular  cardiac  assist  using  extracorporeal  centrifugal 
blood  pumps.  Right  heart  bypass  was  from  the  right  atrium  ( RA) 
to  the  proximal  pulmonary  artery  (PA).  Left  heart  bypass 
was  from  the  right  superior  pulmonary  vein  (RSPV),  with 
advancement  of  the  catheter  into  the  body  of  the  left  atrium,  to 
the  ascending  aorta  (Ao).  Inflow  reservoirs  were  not  used 
Electromagnetic  flow  probes  ( not  shown ) were  placed  in  the 
pump  outflow  tubing. 


The  first  use  of  an  artificial  heart  as  a bridge  to 
cardiac  transplantation  was  achieved  by  Cooley,  in 
1969,  in  a patient  who  could  not  be  weaned  from 
cardiopulmonary  bypass  ( 4 ).  The  TAH  remained  in 
place  for  64  hours,  and  the  patient  subsequently  un- 
derwent transplantation  (Fig  2).  Thirteen  years 
later,  DeVries  ( I6)  implanted  a Jarvik-7  artificial 
heart  in  a 6 1 -year-old  patient  who  survived  for  112 
days  before  succumbing  to  renal  failure,  infection, 
and  pseudomembranous  colitis. 

Two  well-defined  patient  groups  are  candidates 
for  artificial  heart  implantation.  The  first  consists  of 
patients  with  end-stage  cardiac  disease  who  do  not 
meet  the  selection  criteria  for  cardiac  allograft 
transplantation  (Fig  3).  The  second  group  com- 
prises patients  who  have  been  accepted  as  trans- 
plant candidates  but  whose  condition  is  so  desper- 
ate that  their  anticipated  survival  is  less  than  48 
hours  and  whose  search  for  a donor  heart  has  been 
unsuccessful.  In  this  second  group,  however,  pa- 
tients with  a peripheral  vascular  resistance  greater 
than  5 Wood  units  cannot  be  considered  candidates 
for  a TAH,  since  they  would  require  a heterotopic 
transplant;  therefore,  in  these  cases,  a biventricular 
assist  device  would  be  the  best  option.  Some  physi- 
cians have  argued  against  using  an  artificial  heart  as 
a bridge  to  transplantation  (17).  They  feel  that,  be- 
cause a patient  who  receives  a TAH  is  placed  in  a 
“stat”  category  for  allograft  transplantation,  this  may 
prevent  a more  stable  patient  in  a less  urgent  cate- 
gory from  obtaining  a heart.  In  many  centers,  how- 
ever, patients  who  have  received  a TAH  are  not 
placed  in  a “stat”  category  but  are  given  time  to 
allow  for  possible  recovery  from  cardiac-induced 
renal  and  hepatic  failure. 

The  TAH  with  the  most  clinical  experience  is  the 
Jarvik-7,  a pneumatically  powered  device  that  repre- 
sents the  culmination  of  work  of  Kolff,  Jarvik,  and 
DeVries  (16,18).  The  regular  Jarvik-7  heart  which 
has  a 100-mL  pumping  chamber,  is  limited  to  pa- 
tients who  weigh  more  than  75  kg  (about  167  lbs) 
and  who  have  an  anterior  vertebral-to-posterior 
sternal  distance  of  at  least  1 3 cm.  The  mini-Jarvik-7 
has  a 70-mL  pumping  chamber  and  can  be  used  in 
patients  who  weigh  as  little  as  50  kg  (about  111 
lbs)  and  who  have  a vertebral-to-sternal  dimension 
of  10  cm. 

Pneumatically  powered  systems  feature  two  im- 
plantable prosthetic  ventricles,  which  are  powered 
by  two  external  pneumatic  units.  The  prosthetic 
ventricles  consist  of  a smooth,  flexible,  elastomer 
bladder  within  a rigid  housing.  The  pump’s  atrial 
cuffs  are  anastomosed  to  the  native  cuffs;  a Dacron 
graft  connects  each  ventricle  to  its  appropriate 
great  vessel.  The  pumping  action  results  from  the 
introduction  of  air  pulses  between  the  flexible  blad- 
der and  the  rigid  housing.  Two  large-bore  per- 
cutaneous tubes  transmit  air  from  the  externally 
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positioned  pneumatic  power  unit  and  control  sys- 
tem. A separate  pneumatic  unit  is  used  to  drive  each 
ventricle,  thus  allowing  independent  control  of 
both  the  systolic  pressure  and  the  diastolic  vacuum, 
in  addition  to  systolic  and  diastolic  duration.  A prac- 
tical problem  associated  with  long-term  use  of  this 
device  is  the  bulkiness  of  the  external  power  source 
and  control  system.  As  of  March  31,  1987,  the  pneu- 
matically powered  TAH  had  been  used  in  68  pa- 
tients, 63  of  whom  were  cardiac  transplant  candi- 
dates; 49  (78%  ) of  the  63  eventually  underwent 
transplantation.  Thirty -four  ( 55%  ) of  these  63  who 
received  donor  hearts  were  alive  as  of  that  date. 

This  is  a lower  survival  rate  than  would  be  expected 
for  routine  cardiac  transplant  patients,  since  most 
centers  have  an  80%  to  85%  one-year  survival  rate 
for  such  patients. 

Electrically  powered  artificial  hearts  are  presently 
being  designed  to  have  totally  implantable  energy 
converters.  In  contrast  to  air-driven  systems,  which 
require  bulky  external  power  sources  and  large- 
diameter  percutaneous  connecting  tubes,  electric 
hearts  have  only  one  external  component — a small 
battery  pack,  connected  to  a small-diameter  per- 
cutaneous power  cable.  These  hearts’  blood  sacs  are 
periodically  compressed,  either  by  pusher  plates  or 
by  pressurized  hydraulic  fluid.  Unlike  pneumatic  ar- 
tificial hearts,  in  which  each  ventricle  has  its  own 
drive  unit,  electric  hearts  are  limited  by  size  con- 
straints to  a single  drive  unit  that  powers  both  ven- 
tricles. Small-bore  percutaneous  cables  transmit 
energy  from  the  power  source  to  the  TAH’s  electric 
motor.  An  alternative  form  of  energy  transmission 
uses  inductive  coupling  techniques:  a primary  coil 

2.  Milestones  in  the  dei’elopment  of  the  total  artificial  heart  and 
heart  transplantation. 


1907  Carrel  experimented  with  heart  transplantation  in 
animals. 

1935  Carrel  designed  the  first  pump  oxygenator. 

1957  Kolff  implanted  the  artificial  heart  in  dogs. 

1967  Barnard  performed  the  first  human  heart  transplant. 

1 969  Cooley  first  used  the  artificial  heart  as  a bridge  to 
transplantation. 

1982  DeVries  implanted  the  Jarvik-7  total  artificial  heart 
in  Barney  Clark  who  survived  for  1 1 2 days. 


3-  Criteria  for  candidates  for  orthotopic  cardiac  allograft 
transplantation 


Age  <60  years  (depending  on  the  transplant  center) 
Normal  renal  function 

Normal  hepatic  function  ( absence  of  cirrhosis,  hepatitis ) 

Absence  of  infection 

Absence  of  recent  pulmonary  infarction 

Absence  of  malignancy 

Stable  psychological  profile 

Absence  of  insulin-dependent  diabetes  ( depending  on  the 
transplant  center) 

Pulmonary  vascular  resistance  <5  Wood  units 


is  worn  on  the  patient’s  waist  and  a secondary  coil 
is  implanted  subcutaneously,  thus  allowing  the  skin 
to  remain  intact.  Electrically  powered  internal  de- 
vices hold  out  the  most  promise  toward  attaining 
the  researchers’  goal — a permanently  implantable 
mechanical  assist  device  that  would  leave  the  pa 
tient  completely  untethered. 

Comments 

The  simplest,  most  accessible,  and  most  inexpensive 
support  system  at  present  seems  to  be  the  commer- 
cially available  Bio-Medicus  centrifugal  force  pump. 
The  ideal  candidates  for  bridging  procedures  are  pa- 
tients who  have  been  evaluated  for  a heart  trans- 
plant, since  the  social,  economic,  and  psychological 
aspects  of  their  cases  have  already  been  reviewed. 
Furthermore,  these  patients  have  met  all  the  neces- 
sary medical  criteria. 

Selection  of  the  appropriate  support  system  to 
use  as  a bridge  for  cardiac  transplantation  depends 
on  many  factors.  In  patients  with  mild-to-moderate 
ventricular  failure,  the  lABP  is  the  device  of  choice. 
Severe  isolated  left  ventricular  failure  is  usually  best 
treated  with  an  LVAD,  and  most  patients  with  bi- 
ventricular failure  can  also  be  supported  with  this 
device.  Exceptions  include  patients  with  moder- 
ately elevated  peripheral  vascular  resistance  (more 
than  5 Wood  units  ) and  those  with  acute  right  ven- 
tricular failure  resulting  from  a myocardial  infarc- 
tion. Cases  that  involve  acute  rejection  of  a trans- 
planted heart  or  progressive  deterioration  owing  to 
congestive  cardiomyopathy  usually  require  bi- 
ventricular support,  because  of  the  global  nature  of 
the  disease.  In  patients  who  do  require  such  sup- 
port, a biventricular  assist  device  is  normally  used. 

If  a single  effective,  universally  applicable  method 
of  cardiac  assistance  is  ever  devised,  bridging  to 
transplantation  may  become  obsolete.  Meanwhile, 
research  efforts  are  centered  around  the  following 
goals: 

(a)  development  of  a control  system  capable  of 
simulating  the  neurohumoral  mechanism  that  sub- 
serves the  cardiovascular  system, 

( b ) creation  of  a nontraumatic  blood  interface 
that  would  prevent  the  formation  of  thromboem- 
bolism and  the  destruction  of  red  blood  cells, 

(c)  design  of  an  implantable  power  source, 

(d)  development  of  an  efficient  means  of  heat 
dissipation,  and 

(e)  creation  of  a system  that  fits  the  mediastinal 
space  of  patients  of  all  sizes. 

Until  these  criteria  are  met  or  until  new  weapons 
become  available  in  the  fight  against  heart  disease, 
the  use  of  mechanical  assist  devices  will  remain  an 
appropriate  option. 
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“What  price 
breathing?” 

JOHN  BRYSON/SYGMA 


Shortly  before  his  death  from 
emphysema,  John  Huston  made 
the  following  statement  for  the 
American  Lung  Association: 


“All  my  films,  from  “The 
Maltese  Falcon”  on,  have  been 
about  courage-one  kind  or 
another.  Since  I acquired  em- 
physema, I’ve  discovered  a very 
special  brand-the  courage  of 
those  fighting  diseases  of  the 
lung,  '^at  price  breathing? 
Anyone  can  get  lung  disease. 
Even  babies.  Help  the  Amer- 
ican Lung  Association  fight 
lung  disease.  Take  care  of  your 
lungs.  It’s  a matter  of  life  and 
breathf  It  really  is.” 
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Lung  transplantation: 
an  emerging 
technology 


Lung  and  heart-lung  transplantation  are  viable 
treatment  options  for  selected  cases  of  pulmonary 
vascular  or  parenchymal  lung  disease.  Combined 
heart-lung  transplantation  is  more  appropriate  for 
primary  pulmonary’  hypertension  or  Eisenmenger’s 
complex.  The  efficacy  of  single  lung  transplanta- 
tion for  fibrotic  lung  disease  has  been  proven  both 
in  Canada  and  Texas.  Double  lung  transplanta- 
tion for  obstructive  lung  disease  is  a newer  proce- 
dure providing  greater  donor  access,  but  may 
provide  less  vascularity  to  the  tracheobronchial 
tree,  even  with  omental  wrapping  than  combined 
heart-lung  transplantation. 

KFi'  WORDS:  LLFNG,  HEART-LUNG,  TRANSPLANTATION,  REJEC- 
TION, INFECTION,  SEPSIS,  INTERLEUKIN-2  RECEPTOR. 


A common  misconception  among  both  the  lay 
public  and  some  members  of  the  medical 
community  is  that  lung  transplantation  is  not 
feasible  for  end-stage  lung  disease.  In  fact,  either 
single  lung,  double  lung,  or  combined  heart-lung 
transplantation  are  effective  treatment  modalities 
for  selected  patients.  One  or  more  of  these  lung- 
related  transplantation  procedures  are  currently 
offered  at  major  transplantation  centers  in  North 
America  and  Europe.  All  three  procedures  are  per- 
formed at  The  Methodist  Hospital/Baylor  College  of 
Medicine  Multi-Organ  Transplant  Center  in  Hous- 
ton. The  purpose  of  this  paper  is  to  review  the  his- 
tory and  current  status  of  lung-related  transplants 
and  to  provide  guidelines  for  selecting  patients  for 
these  procedures. 

History 

Human  lung  transplantation  actually  pre  dated  heart 
transplantation,  beginning  with  a single  lung  trans- 
plant in  a patient  with  lung  cancer,  performed  by  Dr 
Hardy  in  Jackson,  Miss,  in  1963  ( 1 ).  The  patient  sur- 
vived 1 8 days,  succumbing  to  infectious  complica- 
tions associated  with  dehiscence  of  the  bronchial 
anastomosis.  There  followed  a surge  of  single  lung 
transplants  at  centers  around  the  globe  with  roughly 
40  procedures  performed  over  the  next  decade. 
However,  only  one  patient  (with  a fibrotic  lung  dis- 
ease, silicosis  ) lived  to  leave  the  hospital  briefly, 
with  a ten-month  survival  (2).  During  that  period, 
two  single  lung  transplants  were  performed  at  our 
institution  in  patients  with  obstructive  lung  disease, 
with  similar  poor  outcome  (3).  Because  of  the  uni- 
form poor  results  with  single  lung  transplants,  en- 
thusiasm for  the  procedure  soon  waned  and  it  was 
abandoned  by  the  early  1970s. 

Experiments  in  animals  suggested  that  transplant- 
ing both  lungs  and  heart  en  bloc  provided  better 
vascularization  of  the  tracheobronchial  tree  (4,5). 

In  1968,  the  first  human  heart-lung  transplant  was 


performed  at  the  Texas  Medical  Center  (6).  Al- 
though the  patient  survived  only  a few  hours,  sev- 
eral other  heart-lung  transplants  were  attempted  at 
other  transplant  centers  during  the  next  several 
years.  However,  rejection  complicated  by  infection 
were  unsolvable  problems  in  that  era.  A moratorium 
on  both  heart  and  heart-lung  transplants  in  humans 
ensued  by  the  1970s. 

Dr  Norman  E.  Shumway  and  his  group  at  Stanford 
University  School  of  Medicine  persisted  in  their 
laboratory  efforts  to  overcome  the  rejection  prob- 
lem. Animal  studies  indicated  that  cyclosporin  A 
(CyA)  could  control  rejection  sufficiently  to  allow 
reduction  or  elimination  of  other  toxic  immunosup- 
pressants, particularly  corticosteroids,  to  more  tol- 
erable levels  (7).  This  major  change  in  immunosup- 
pression allowed  successful  heart  transplantation  in 
humans  in  late  1980,  followed  by  the  first  successful 
heart-lung  transplant  in  early  1981  (8). 

The  Stanford  group’s  successes  prompted  a re- 
surgence in  clinical  heart  transplantation,  and  there 
are  more  than  1,000  procedures  performed  an- 
nually in  North  America  (9).  Additionally,  heart- 
lung  transplants  have  become  an  accepted  treat- 
ment modality  for  pulmonary  hypertension  and 
other  lung  diseases,  with  more  than  250  procedures 
performed  worldwide.  Recently,  the  Toronto  Lung 
Transplant  Group  has  reintroduced  single  lung 
transplantation  for  pulmonary  fibrosis  (10)  and 
modified  the  heart-lung  procedure  to  a “double 
lung”  transplant  for  obstructive  lung  disease  (11). 
Our  institution  believes  that  the  lung-related  trans- 
plant should  be  tailored  to  the  individual  patients. 
Currently,  all  three  procedures  (heart-lung,  double 
lung,  and  single  lung  transplants)  are  offered  by  our 
program.  A summary  of  our  experience  to  date  is 
presented  in  Fig  1. 
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Recipient  selection 

Theoretically,  lung  or  heart-lung  transplantation 
could  be  used  to  treat  a variety  of  disorders  (Fig  2). 
In  reality,  however,  the  lack  of  suitable  lung  donors 
limits  the  number  of  procedures  that  can  be  per- 
formed. It  seems  prudent  that  the  available  organs 


1.  Lung  and  heart- lung  transplantation  at  The  Methodist  Hospital  Houston 


Year 

Event 

Outcome 

1968 

Isolated  lung  transplants 
in  2 patients 

Both  died  within 

30  days 

1985-88 

Heart-lung  transplants 
in  7 patients 

Survival  in  4 of 

patients  ( > 36  months ) 

1987-1988 

Single-lung  transplants 
in  5 patients 

Survival  in  3 of 

5 patients  ( > 18  months) 

1987-1988 

Double-lung  transplants 
in  2 patients 

Both  died  within 

30  days 
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be  allocated  to  patients  with  the  greater  likelihood 
of  survival.  The  success  of  the  Stanford  program  is 
somewhat  related  to  that  group’s  philosophy  of  lim- 
iting heart-lung  transplantation  to  young  patients 
suffering  from  either  primary  or  secondary  pulmo- 
nary hypertension,  but  with  no  other  major  medical 
or  psychosocial  problems.  As  further  experience  has 
accumulated  at  other  transplantation  centers,  the 
criteria  for  recipient  selection  and  contraindications 
for  lung  or  heart-lung  transplantation  have  been 
gradually  defined.  A consensus  of  the  medical  in- 
dications for,  as  well  as  contraindications  to,  lung  or 
heart-lung  transplantation  is  presented  in  Fig  3- 
In  our  institution,  certain  recipient  conditions  (ie, 
evidence  for  infection  with  the  human  immunodefi- 
ciency virus,  steroid  dependence,  tracheostomy 
and/or  ventilator  dependence,  etc),  are  considered 
absolute  contraindications  for  transplantation. 

Other  conditions,  such  as  a history  of  prior  thoracot- 
omies, bleeding  diathesis,  or  pre-existing  malignancy 
are  considered  more  relative  contraindications 
which  increase  the  risk  of  postoperative  complica- 
tions and  death.  However,  patients  who  initially  fail 
to  meet  our  acceptance  criteria  may  qualify  later. 
For  example,  patients  who  are  successfully  weaned 
from  corticosteroids  or  who  no  longer  require  ven- 
tilatory support  and/or  tracheostomy  may  be  recon- 
sidered. Transtracheal  oxygen  therapy  does  not 
exclude  patients  from  consideration.  Indeed,  one  of 
our  successful  single  lung  transplant  recipients  had 
a transtracheal  oxygen  catheter  in  place  at  the  time 
of  transplantation. 

Donor  selection 

Equally  important  to  successful  transplantation  as 
careful  recipient  selection  is  appropriate  selection 
of  lung  and  heart-lung  donors.  Our  program’s  crite- 
ria for  donors  are  listed  in  Fig  4,  and  are  similar  to 
those  of  other  major  transplantation  centers.  Unfor- 
tunately, it  is  extremely  difficult  to  find  donors  who 
meet  all  of  these  criteria.  For  reasons  not  well  de- 
fined, the  lungs  are  the  most  fragile  of  transplanta- 
tion organs,  often  becoming  unusable  within  1 2 to 
24  hours  of  clinical  brain  death.  Factors  that  may 
contribute  to  deterioration  in  lung  function  include 


neurogenic  pulmonary  edema,  hydrostatic  pulmo- 
nary edema  from  overzealous  volume  replacement 
in  unstable  donors,  and  bacterial  infection.  The  im- 
pact of  loss  of  donor  lungs  is  apparent  from  the  fact 
that  roughly  1 ,400  heart  transplants  were  per- 
formed in  the  United  States  in  1987,  while  less  than 
50  lung  or  heart-lung  transplants  were  accom- 
plished. In  our  institution,  one  third  of  our  lung  or 
heart-lung  transplant  candidates  die  before  a suit- 
able donor  is  found,  emphasizing  lack  of  donor 
lungs  as  the  critical  factor  limiting  the  number  of 
lung-related  transplants  which  can  be  performed. 

Heart-lung  transplantation 

The  technique  of  combined  heart-lung  transplanta- 
tion has  been  described  previously  (8,12).  As  a 
modification  of  the  procedure,  a pedicle  of  omen- 
tum is  mobilized  and  brought  into  the  chest  to  wrap 
the  trachea  anastomosis.  Use  of  the  omentum  may 
provide  additional  vascularization  of  the  donor  tra- 
chea and  has  been  employed  in  the  past  several 

,i  Indications  and  contraindications  for  lung  or  heart-lung 
transplantation. 


Indications: 

End-stage  lung  disease  or  pulmonary  vascular  disease  with  poor 
6-  to  1 2-month  prognosis  for  survival 
Age  <45  years  ( < 60  for  single  lung ) 

In  good  health  other  than  end-stage  lung  or  pulmonary  vascular 
disease 

Normal  ( or  reversible ) renal  and  hepatic  function 
Absence  of  active  infection 
No  corticosteroids  within  preceding  4 weeks 

Contraindications: 

Ventilator  dependence  > 72  hours  and/or  tracheostomy 
Steroid  dependence 

Significant  peripheral  vascular  disease  or  cerebral  vascular  disease 
Active  peptic  ulcer  disease 

Active  or  past  history  of  drug  addiction,  alcohol  abuse,  or  mental 
illness 

Severe  morbid  obesity 
Insulin-dependent  diabetes  mellitus 
Severe  intrinsic  renal  or  hepatic  disease 
Bleeding  diathesis 
Pre-existing  malignancy 
Prior  thoracotomies  ( relative  ) 

Positive  serology  for  human  immunodeficiency  virus  ( HfV) 


2.  Diseases  that  could  possibly  be  treated  by  lung  or  heart-lung 
transplantation. 


Primary  pulmonary  diseases: 

Primary  pulmonary  hypertension 

Severe  chronic  obstructive  pulmonary  disease  ( COPD ) 
Pulmonary  fibrosis 
Cystic  fibrosis 
Bronchiectasis 

Associated  pulmonary  diseases: 

Congenital  heart  disease  with  pulmonary  hypertension 
( Eisenmenger’s  complex) 

Acquired  heart  disease  with  unrelated  lung  disease  (COPD,  etc) 


4.  Selection  criteria  for  lung  or  heart- lung  donor. 


Age  under  35  years  (55  for  lung  only) 

No  severe  chest  trauma 
No  prolonged  cardiac  arrest 
No  infection 
Clear  chest  x-ray 

POj  >100  mm  on  40%  O2  and  > 350  mm  on  100%  O2 
Minimal  pulmonary  secretions  ( by  bronchoscopy) 

Negative  HIV  screen 
ABO  compatible 

Negative  cross-match  against  recipient  serum  (retrospective) 
Similar  chest  size  and  tracheal/bronchial  diameter  as  recipient 


Texas  Medicine 


heart-lung  transplants  performed  at  our  center. 
However,  the  majority  of  heart-lung  transplants 
worldwide  have  been  performed  without  omental 
wrapping  with  equally  good  results. 

Since  Dr  Shumway’s  group  successfully  re- 
introduced heart-lung  transplantation  in  1981,  more 
than  250  procedures  have  been  performed  world- 
wide. Pulmonary  hypertension,  either  primary  or 
secondary  to  congenital  heart  disease  (Eisenmen- 
ger’s  syndrome),  has  been  the  most  common  indica- 
tion for  the  procedure  and  has  been  associated  with 
the  greatest  success.  The  one-year  survival  in  highly 
selected  patients  approaches  two  thirds,  with  an 
overall  late  survival  of  approximately  50% . 

At  our  transplant  center  we  have  performed 
seven  heart-lung  transplants,  with  four  survivors.  A 
clinical  summary  of  these  seven  cases  is  presented 
in  Fig  5.  The  three  deaths  occurred  early  in  our  pro- 
gram in  individuals  who  violated  one  or  more  of 
our  acceptance  criteria,  ie,  had  co-existing  systemic 
illnesses,  and/or  had  been  treated  with  cortico- 
steroids on  a long-term  basis.  One  patient  was  even 
intubated  the  day  before  transplantation.  It  is  from 
such  adverse  experiences  that  our  current  more 


strict  recipient  criteria  derive. 

Our  first  successful  heart-lung  transplant,  per- 
formed in  October  1 985,  illustrates  the  major  prob- 
lems encountered  in  transplants.  The  patient  was  1 7 
years  old  at  the  time  of  transplantation,  suffering 
from  idiopathic  bronchiolitis  obliterans  and  respira- 
tory failure.  She  had  been  intubated  and  maintained 
on  a medical  ventilator,  and  had  been  transferred  to 
our  institution  six  months  previously.  After  several 
weeks  she  was  successfully  weaned  from  the  ven- 
tilator and  extubated.  Only  then  was  she  accepted 
as  a transplant  candidate,  even  though  she  con- 
tinued to  receive  low  doses  of  corticosteroids.  She 
remained  hospitalized,  oxygen  dependent,  and  bed- 
ridden for  the  next  six  months  until  a suitable 
donor  could  be  found. 

The  transplantation  surgery  itself  went  very 
smoothly.  However,  her  postoperative  course  was 
extremely  complicated.  Early  on,  recurring  episodes 
of  respiratory  failure  developed,  requiring  intuba- 
tion and  ultimately  tracheostomy  on  the  22nd 
postoperative  day.  The  respiratory  problems  re- 
sulted from  a combination  of  factors,  including  tran- 
sient diaphragmatic  paralysis,  multiple  episodes  of 


5.  Heart-lung  transplantation  at  The  Methodist  Hospital,  Houston 


Patient 

Transplant 

Date 

Age/ Sex 

Primary 

Disease 

Preoperative 

Contraindications 

Postoperative 

Ciomplications 

Outcome 

1 

4/6/85 

42/M 

Emphysema 

Coronary  artery  disease 

Steroid  dependence 
Malnutrition 

Renal  failure 

ARDS* 

Tracheal  dehiscence 

Sepsis 

Died,  35  days 
(Multi-organ  failure) 

2 

10/24/85 

16/M 

Systemic  lupus 
erythematosus 

Steroid  dependence 
Intubated 

Ventilator  dependent 

ARDS 

Renal  failure 

Died,  6 days 

(Multi-organ  failure) 

3 

10/27/85 

17/F 

Bronchiolitis 

obliterans 

Steroid  dependence 
Malnutrition 

Renal  failure 

Diaphragm  paralysis 
Respiratory  failure/ 
tracheostomy 

Bacterial  pneumonia 

CMV  pneumonia 

Alive,  36  months 

4 

4/23/87 

54/M 

Scleroderma 

Malnutrition 

Renal  failure 

Respiratory  failure/ 
tracheostomy 
Disseminated 

coccidioidomycosis 

Died,  41  days 
( Disseminated 
coccidioidomycosis ) 

5 

l/iMSl 

34/F 

Primary  pulmonary 
hypertension 

None 

Vocal  cord  paralysis 

Alive,  9 months 

6 

8/7/87 

42/F 

Primary  pulmonary 
hypertension 

None 

None 

Died,  9 months 
( Bronchiolitis 
obliterans, 

6 months) 

7 

9/21/87 

37/F 

Primary  pulmonary 
hypertension 

None 

Bleeding 

Respiratory  failure/ 
tracheostomy 

Prolonged  rejection 
fiandidiasis 

Alive,  6 months 

*Adult  respiratory  distress  syndrome 
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rejection,  and  pneumonia.  Cytomegalovirus  pneu- 
monia was  diagnosed  on  the  35  th  postoperative  day 
and  was  successfully  treated  with  9-(l,3-dihydroxy- 
-2-propoxymethyl)  guanine  (DHPG).  Four  months 
after  transplantation  the  patient  was  weaned  from 
ventilatory  support  and  the  tracheostomy  tube  was 
removed.  Additional  postoperative  problems  in- 
cluded massive  fluid  overload  requiring  ultrafiltra- 
tion, renal  failure  requiring  dialysis,  gastrointestinal 
bleeding,  ileus,  and  coma.  Despite  these  many  com- 
plications, she  ultimately  recovered  and  was  dis- 
charged from  the  hospital  six  months  following 
transplantation.  Except  for  nonspecific  arthritis,  she 
enjoys  good  health  and  function  almost  three  years 
after  her  transplantation  procedure. 

This  case  illustrates  that  successful  outcome  is 
possible  despite  numerous  setbacks.  Many  of  this 
patient’s  postoperative  problems  may  have  been  re- 
lated to  her  chronic  steroid  dependency,  gener- 
alized debility,  and  poor  nutritional  status.  We  view 
her  survival  as  bordering  on  the  miraculous.  Our 
current  more  rigid  criteria  for  recipient  selection 
would  exclude  her  as  a transplantation  candidate 
(Fig  6). 

Of  patients  who  undergo  heart-lung  transplanta- 
tion, roughly  two-thirds  survive  to  leave  the  hospi- 
tal with  a late  survival  of  50% . It  is  disturbing, 
however,  that  by  1 987  all  but  one  of  the  ten  pa- 
tients transplanted  at  Stanford  University  School  of 
Medicine  in  1981  or  1982  had  died  (personal  com- 
munication). Many  of  these  deaths  are  attributable 
to  the  development  of  bronchiolitis  obliterans  (14). 
As  many  as  50%  of  heart-lung  transplant  recipients 
are  developing  this  problem  six  months  or  longer 
after  successful  transplantation.  The  etiology  of  the 
process  is  not  understood  but  may  represent  a form 


6.  Heart-lung  transplantation  recipient  criteria 
Age  less  than  45  years 

End-stage  pulmonary  vascular  disease  or  end-stage  lung  disease 
Failure  of  medical  therapy 
Medical  disability 

Oxygen  dependency  ( for  primary  lung  disease  ) 

No  corticosteroids  within  the  preceding  4 weeks 
Inadequate  right  and/or  left  ventricular  function  to  qualify  for 
single-  or  double-lung  transplantation 
No  significant  co-existing  illness 


7.  Criteria  for  recipients  of  double- lung  transplants 
Age  less  than  45  years 

End-stage  pulmonary  fibrosis  or  end-stage  obstructive  lung  disease 
Failure  of  medical  therapy 
Medical  disability 
Oxygen  dependency 

No  corticosteroids  within  the  preceding  4 weeks 
Adequate  right  and/or  left  ventricular  function 
No  significant  co-existing  illness 


of  chronic  rejection.  The  process  is  usually  treated 
with  increases  in  immunosuppressive  drugs.  One  of 
our  surviving  patients  developed  this  complication 
six  months  following  transplantation.  Treatment 
with  high  doses  of  corticosteroids  followed  by  anti- 
lymphocyte globulin  and  OKT3  stabilized  her  pul- 
monary function  transiently,  but  she  ultimately  died 
of  complications  of  immunosuppression. 

Double  lung  transplantation 

Double  lung  transplantation  for  obstructive  lung 
disease  was  introduced  into  clinical  medicine  in  late 
1986.  As  originally  performed  by  the  Toronto  Lung 
Transplant  Group,  double  lung  transplantation  is  a 
modification  of  the  heart-lung  transplant  procedure 
(11).  Wrapping  the  low  tracheal  anastomosis  with 
omentum  seems  critical  for  maintaining  adequate 
vascularity  to  donor  trachea  and  mainstem  bronchi. 

The  Toronto  group  reports  successful  outcomes 
in  six  of  seven  transplant  recipients  (personal  com- 
munication from  Dr  Ronald  Grossman),  having  lost 
one  patient  to  ischemic  necrosis  of  donor  trachea. 
Sporadic  double  lung  transplants  are  reported  from 
other  institutions  with  mixed  results.  Our  first  two 
double  lung  transplant  recipients  died  within  30 
days  of  transplantation,  the  first  of  ischemia  necrosis 
of  donor  trachea  and  the  second  of  multi-organ  fail- 
ure. Three  patients  in  England  also  died  of  trachea- 
related  problems.  However,  omental  wrapping  was 
not  employed  in  England. 

The  major  advantage  of  double  lung  over  heart- 
lung  transplantation  is  donor  availability.  However, 
the  vascularity  of  the  donor  tracheobronchial  tree 
may  not  be  as  satisfactory  with  the  double  lung  pro- 
cedure, even  with  omental  wrapping.  More  experi- 
ence with  double  lung  transplantation  is  needed  to 
allow  fair  comparison  with  heart-lung  transplanta- 
tion. Our  current  criteria  for  double  lung  recipients 
are  listed  in  Fig  7. 

Single  lung  transplantation 

Single  lung  transplantation  was  reintroduced,  suc- 
cessfully, in  1983  by  the  Toronto  group  (10).  The 
current  successes  are  attributable  to  improvements 
in  surgical  techniques,  more  appropriate  patient  se- 
lection for  the  procedure,  and  better  immunosup- 
pression (13).  The  surgical  approach  of  wrapping 
the  bronchial  anastomosis  with  omentum  has 
largely  prevented  dehiscence,  although  late  bron- 
chial stenosis  has  occurred.  Restricting  the  proce- 
dure to  patients  with  fibrotic  lung  diseases  allows 
proper  matching  of  ventilation  to  perfusion  in  both 
transplanted  and  remaining  native  lungs.  Routine 
usage  of  immunosuppressive  agents  other  than 
corticosteroids  in  the  first  two  weeks  following 
transplantation  has  allowed  better  healing  of  the 
bronchial  anastomosis. 

Beginning  in  April  1987,  we  have  performed  five 
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left  single  lung  transplants  (Fig  8).  Only  one  patient 
(number  2)  required  cardiopulmonary  bypass  dur- 
ing the  procedure.  At  transplantation,  the  condition 
of  patient  number  5 had  deteriorated  with  cor  pul- 
monale (right  ventricular  ejection  fraction  of  only 
15%  ) and  left  ventricular  ejection  fraction  of  30%. 
The  biventricular  failure  was  attributed  to  chronic 
hypoxemia.  A transtracheal  oxygen  catheter  was  in- 
serted several  weeks  prior  to  transplantation.  De- 
spite his  tenuous  condition,  the  patient’s  opera- 
tive and  postoperative  course  was  uneventful.  His 
cardiac  and  pulmonary'  function  have  improved 
progressively. 

Of  our  three  surviving  patients,  two  have  devel- 
oped bronchial  stenosis  at  the  anastomotic  site.  Ste- 
nosis in  patient  number  1 was  noted  at  nine  months 
and  has  responded  to  laser  treatment.  In  patient 
number  2,  stenosis  developed  at  four  months,  re- 
quiring the  placement  of  a bronchial  stent  as  well  as 
laser  therapy. 

There  have  been  two  deaths  in  our  program  to 
date.  Patient  number  3 had  enjoyed  the  most  rapid 
and  dramatic  postoperative  improvement  of  any  pa- 
tient, but  suffered  a massive  and  unexpected  cere- 
brovascular accident  on  the  eighth  postoperative 
day.  The  source  of  the  presumed  embolus  was 
never  found,  but  may  have  originated  from  the 
suture  line  at  the  left  atrial  anastomosis.  She  also  re- 
quired daily  infusions  of  platelets  for  thrombocyto- 
penia. Bone  marrow  examination  showed  mild 
hypoplasia  of  all  cellular  precursors.  Whether  her 
abnormal  bone  marrow  function  was  related  to  her 
stroke  is  unclear. 

The  other  death  in  our  program  (patient  number 
4)  occurred  in  a patient  with  Wegener’s  granuloma- 
tosis and  end-stage  pulmonary  fibrosis.  The  former 


was  felt  to  be  inactive  and  the  latter  ascribed  to 
complications  of  treatment  with  cyclophosphamide. 
She  was  extremely  debilitated,  malnourished,  and 
bedridden  when  transplanted.  Although  the  surgical 
procedure  went  smoothly,  the  patient  awakened 
with  dense  left  hemiparesis  and  never  recovered 
neurologically.  The  source  of  her  cerebrovascular 
accident  is  also  unclear.  She  had  complained  of  a 
headache  during  the  preoperative  intravenous  infu- 
sion of  cyclosporin  A.  Most  likely  she  suffered  a pre- 
operative cerebral  thrombus  related  to  cyclosporin 
A,  or  an  intraoperative  embolus  from  the  left  atrium. 
Her  course  was  progressively  downhill,  with  death 
related  to  sepsis,  severe  bleeding  from  the  urinary' 
bladder,  and  multi-organ  failure. 

Based  on  the  experience  in  Toronto  and  our  re- 
sults to  date,  single  lung  transplantation  seems  an 
effective  treatment  for  selected  patients  with  pul- 
monary fibrosis.  Our  current  criteria  for  recipient 
selection  are  listed  in  Fig  9. 

Immunosuppression 

The  principles  of  immunosuppression  for  lung  or 
heart-lung  transplants  are  the  same  as  for  other  solid 
organ  transplants  except  for  the  early  usage  of 
corticosteroids.  In  order  to  allow  proper  healing  of 

9.  Criteria  for  recipients  of  single- lung  transplants. 

Age  less  than  60  years 
End-stage  pulmonaiy  fibrosis 
Failure  of  medical  therapy 
Medical  disability 
Oxygen  dependency 

No  corticosteroids  within  the  preceding  4 weeks 
Adequate  right  and/or  left  ventricular  function 
No  significant  co-existing  illness 


8.  Results  of  single- lung  transplantation  at  The  Methodist  Hospital,  Houston 


Patient 

Transplant 

Date 

Age/ Sex 

Primary 

Disease 

Preoperative 

Contraindications 

Postoperative 

Complications 

Outcome 

1 

4/27/87 

37/M 

Idiopathic  pulmonary 
fibrosis 

None 

None 

Bronchial  stenosis 
(9  months) 

Alive 

2 

4/29/87 

36/M 

Idiopathic  pulmonary 
fibrosis 

None 

Severe  rejection 

Bronchial  stenosis 
( 4 months ) 

Alive 

3 

8/15/87 

54/F 

Idiopathic  pulmonary 
fibrosis 

Thrombocytopenia 

Anemia 

Leukopenia 

Cerebrovascular 
accident  ( day  8) 

Died,  20  days 

(CVA,  sepsis,  bleeding) 

4 

11/18/87 

37/F 

Wegener’s 

granulomatosis 
Pulmonary  fibrosis 

Systemic  disease 
Malnutrition 

CVA.  day  0 

Infarcted  urinars-  bladder 
Severe  bleeding 

Died,  35  days 

(sepsis,  bleeding) 

5 

12/11/87 

48/M 

Idiopathic  pulmonary 
fibrosis 

Cor  pulmonale 

RVEF=  15%  * 

LVEF  = 30%  * 

None 

Alive 

*RVEF:  right  ventricular  ejection  fraction;  LVEF;  left  ventricular  ejection  fraction 


Volume  84  December  1988 


Lung  transplantation 


either  the  tracheal  or  bronchial  anastomosis,  ster- 
oids are  deleted  from  the  routine  immunosup- 
pressive regimen  for  the  first  two  weeks.  Either 
antithymocyte  globulin  (ATGAM  ) or  antilympho- 
cyte globulin  ( ALG  ) are  used  instead  in  this  critical 
early  postoperative  period. 

Our  immunosuppressive  regimen  is  presented  in 
Fig  10.  Prior  to  1987,  our  program  followed  the 
basic  Stanford  protocol  for  heart-lung  transplants. 
Beginning  with  1987,  our  program  adopted  the 
Toronto  group’s  regimen  for  either  lung  or  heart- 
lung  transplant  recipients.  Currently,  we  infuse  ALG 
for  1 4 days,  usually  at  a dosage  of  20  mg/kg.  Aza- 
thioprine  is  now  continued  indefinitely,  unless  the 
patient  develops  leukopenia.  Recently,  we  have  dis- 
continued preoperative  loading  doses  of  cyclo- 
sporin A,  to  avoid  nephrotoxicity.  Cyclosporin  A is 
now  begun  on  about  the  second  postoperative  day 
per  nasogastric  tube  if  bowel  function  has  returned. 
Alternatively,  cyclosporin  A may  be  given  by  intrave- 
nous infusion.  In  the  past,  we  have  monitored  whole 
blood  through  cyclosporine  levels  but  have  recently 
switched  to  measurements  of  serum  cyclosporin  A 
levels  by  a more  specific  radioimmunoassay. 

Despite  attempts  at  immunosuppression,  rejec- 
tion continues  to  occur.  With  heart-lung  transplan- 
tation, it  is  now  clear  that  lung  and  heart  rejection 
occur  asynchronously,  such  that  endomyocardial  bi- 
opsy is  not  adequate  for  determining  the  presence 
of  lung  rejection  (15-17).  The  Stanford  group  has 
reported  a lesser  incidence  of  heart  rejection  with 
heart-lung  as  opposed  to  heart  transplants  alone 
(18).  They  theorize  that  the  lungs  may  be  more  im- 


10. Lung  and  heart- lung  immunosuppression  regimens  at  The  Methodist  Hospital,  Houston 


Pre-1987 

1987-1988 

Anti-T  cell  antisera 

ATGAM  (Upjohn)* 

ALG  ( Minnesota  )t 

3 days 

7-21  days 

10  mg/kg/d  over 

10-20  mg/kg'd 

4 hr— rv 

over  4 hr — IV 

Cyclosporin  A dose: 

Loading 

10  mg/kg 

10  mg/kg — (none 
currently) 

Maintenance 

varies 

varies 

Cyclosporin  A levels  ( ng/ml) 

Early 

700-1,100 

500-700 

Late 

300-500 

300-500 

Azathioprine 

1-15  mg/kg/ d for 

1-1.5  mg/kg/d 

14  days 

indefinitely 

Methylprednisolone 

500  mg  rv  in  ORij: 

500  mg  IV  in  OR 

125  mg  q8hr  x3 

125  mg  q8hr  x3 

doses 

doses 

Prednisone 

0.2-0.5  mg/kg'd 

0.2-0.5  mg/kg/d 

beginning  14  days 

beginning  14  days 

post-op  and  taper 

post-op  and  taper 

*antithyniocyte  globulin 

t antilymphocyte  globulin  t operating 

room 

munogenic,  preferentially  attracting  activated  lym- 
phocytes, allowing  relative  myocardial  protection 
from  rejection  in  the  setting  of  heart-lung 
transplantation. 

The  detection  of  lung  rejection  remains  a major 
clinical  dilemma.  Traditionally,  the  diagnosis  of  re- 
jection has  required  a positive  response  to  bolus 
corticosteroids  in  patients  who  have  fever,  worsen- 
ing infiltrates,  and  worsening  gas  exchange,  but  who 
have  no  evidence  for  infection.  Relative  changes  in 
perfusion  lung  scanning  may  be  useful  in  diagnosing 
rejection  following  single  lung  transplantation  (10) 
and  bronchoalveolar  lavage  analysis  has  been  stud- 
ied following  heart-lung  transplantation  (19).  How- 
ever, bronchoalveolar  lavage  analysis  may  not  suf- 
ficiently distinguish  between  rejection  and  infection 
to  be  clinically  useful.  In  many  cases,  open  lung  bi- 
opsy may  be  required  to  distinguish  between  rejec- 
tion and  infection.  Since  the  pathological  criteria  for 
rejection  are  not  well  defined,  lack  of  evidence  for 
infection  is  usually  interpreted  as  indicating 
rejection. 

Because  activation  of  the  immune  system  is  a cen- 
tral feature  of  the  rejection  process,  many  efforts 
have  been  made  to  monitor  rejection  immunologi- 
cally.  Various  markers  of  T-cell  activation,  such  as 
transferrin  receptors  (20)  and  neopterin  (a  product 
of  macrophages  activated  in  response  to  gamma  in- 
terferon released  by  activated  T- lymphocytes)  (21) 
are  currently  under  investigation  for  heart  rejection. 

The  interleukin-2  receptor  is  expressed  on  the 
surface  of  activated  T-cells  (22)  and  is  released  in  a 
soluble  form  which  may  be  measured  in  sera  in  con- 
ditions of  T-cell  activation  (23-25).  We  have  fo- 
cused on  measuring  this  receptor  as  a marker  of 
rejection  in  both  lung  and  heart-lung  transplanta- 
tion. Our  results  indicate  that  elevations  of  the  re- 
ceptor parallel  rejection  in  the  first  14  days 
following  transplantation.  Continued  elevations  of 
the  receptor  beyond  two  weeks  of  transplantation 
are  associated  with  a greater  likelihood  of  complica- 
tions and  death  (26).  Thus,  our  data  strongly  sug- 
gest that  sequential  measurements  of  the  soluble 
interleukin-2  receptor  in  serum  may  be  a useful 
clinical  adjunct  in  the  detection  of  rejection  follow- 
ing lung  or  heart-lung  transplantation. 

When  a clinical  or  pathological  diagnosis  of  rejec- 
tion is  made,  the  patient  is  usually  treated  with 
boluses  of  methyl  prednisolone,  ie,  1 gm  intra- 
venously for  one  to  three  days.  Persistent  rejection 
may  require  another  course  of  ALG  or  even  OKT3, 
although  we  have  not  yet  employed  the  latter  agent 
for  treatment  of  lung  rejection.  The  risk  of  super- 
infection with  opportunistic  organisms  increases 
dramatically  with  treatment  for  rejection.  Bron- 
choscopy with  bronchoalveolar  lavage  and/or  trans- 
bronchii  lung  biopsy  may  be  extremely  helpful  in 
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establishing  the  type  of  infection  present  in  this  set- 
ting (27). 

Summary 

Lung  and  heart-lung  transplantation  provide  effec- 
tive treatment  options  for  heretofore  hopeless 
medical  conditions.  These  procedures  also  extend 
the  frontier  of  medical  knowledge  as  unique  experi- 
ments of  man  which  offer  a fertile  area  for  fusing 
basic  and  clinical  investigation.  The  various  support 
services  required  for  these  patients  will  tax  the 
medical  resources  of  any  institution  and  pose  a tre- 
mendous financial  burden  for  patients  and  their 
families.  At  this  time,  lung  and  heart-lung  transplan- 
tation should  be  reserved  for  major  academic  cen- 
ters with  established  transplantation  programs,  to 
allow  the  accumulation  of  concentrated  clinical  and 
investigative  experience  with  these  procedures. 
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End-stage  liver  disease  is  common  in  the  United 
States  and  accounts  for  tremendous  morbidity  and 
high  mortality.  Advances  in  surgical  technique 
and  immunosuppressive  protocol  have  accounted 
for  improved  transplant  success  so  that  patients 
suffering  terminal  liver  failure  from  hepatitis,  bili- 
ary atresia,  cirrhosis,  and  some  malignancies,  as 
well  as  other  unremitting  disease  processes,  might 
benefit  from  this  transplant  technology.  Indeed  the 
National  Institutes  of  Health  convened  a consen- 
sus conference  on  liver  transplantation  in  1983, 
concluding  the  procedure  was  no  longer  experi- 
mental, but  a therapeutic  modality  for  certain 
types  of  end-stage  liver  disease. 

KEY  WORDS:  LIVER  TRANSPLANT,  HEPATIC  FAILURE, 

CIRRHOSIS. 


Liver  disease  is  a major  public  health  problem 
causing  well  over  50,000  deaths  yearly.  It  is 
the  seventh  leading  cause  of  death  in  the 
United  States,  and  more  importantly,  it  tends  to 
affect  younger  people.  It  is  the  fourth  leading  cause 
of  death  in  patients  under  50  years  of  age.  Obvi- 
ously, end-stage  liver  disease  has  a tremendous  mor- 
bidity and  potent  economic  impact. 

The  first  attempt  to  perform  liver  transplantation 
was  in  1955  when  early  experimentation  began  in 
canine  models  ( 1 ).  The  first  human  orthotopic  liver 
transplantation  occurred  in  1963  (2)  and  since  that 
time,  well  over  1,000  procedures  have  been  per- 
formed worldwide.  The  evolution  of  liver  transplan- 
tation to  therapeutic  reality  occurred  parallel  to 
that  of  renal  transplants.  However,  because  of  mul- 
tiple technical  difficulties,  it  progressed  much  more 
slowly.  The  liver  seemed  much  more  complex  than 
other  organs.  Initial  attempts  at  canine  liver  trans- 
plants were  not  overwhelmingly  successful,  but  in 
the  early  1960s,  using  immunosuppressive  pro- 
tocols that  included  azathioprine  and  antilympho- 
cyte globulin,  researchers  were  ultimately  able  to 
achieve  long-term  survival  in  mongrel  dogs;  some  of 
them  lived  as  long  as  12  years  (3).  In  1965,  the  fas- 
cinating observation  that  liver  graft  rejection  in  pigs 
was  mild  in  comparison  with  that  in  dogs,  sped  re- 
search and  allowed  refinement  of  the  technical  as- 
pects of  the  surgical  procedure.  The  first  attempt  to 
replace  a human  liver  was  made  at  the  University  of 
Colorado  in  March,  1963,  by  Dr  Thomas  Starzl  (2). 
That  patient  died,  as  did  four  others  during  the  next 
seven  months.  Other  institutions  then  attempted 
the  procedure  sporadically,  but  it  was  not  until 
1967  that  the  first  extended  survival  of  a human 
liver  transplant  recipient  was  achieved  (4).  The  pa- 
tient was  a two-year-old  girl  with  hepatocellular  car- 
cinoma, who  lived  for  more  than  1 3 months  before 
dying  of  metastases.  Between  1967  and  1982,  well 


over  200  liver  transplants  were  performed  with  pro- 
gressive improvement  in  survival.  Early  experience 
in  the  1970s,  however,  was  still  disappointing,  and  it 
wasn’t  until  new  immunosuppressive  regimens  be- 
came available  in  the  1980s  that  a dramatic  impact 
on  overall  liver  transplant  survival  was  noted.  The 
availability  of  cyclosporine,  in  general,  resulted  in 
favorable  immunosuppression  without  the  severe 
complications  of  high  doses  of  prednisone  or  aza- 
thioprine. With  the  understanding  of  tissue  rejec- 
tion, increased  surgical  refinements,  and  improved 
techniques  to  manage  the  perioperative  medical 
and  surgical  problems,  an  impressive  75%  to  90% 
one-year  survival  rate  has  been  achieved  in  liver 
transplant  patients  in  the  mid  1980s  (5). 

Technically,  the  clinical  liver  transplant  experi- 
ment ended  on  June  23,  1983,  when  the  National 
Institutes  of  Health  convened  a consensus  confer- 
ence on  liver  transplantation  (6).  The  goal  of  this 
conference  was  to  address  the  substantial  questions 
surrounding  the  procedure,  particularly  regarding 
( 1 ) selection  of  patients  who  might  benefit  from 
transplantation,  (2)  the  stage  of  their  liver  disease  at 
which  transplantation  should  be  performed,  (3)  sur- 
vival and  clinical  condition  of  patients  beyond  the 
initial  year  after  transplantation,  and  (4)  overall 
long-range  benefits  and  risks  of  transplantation  in 
the  management  of  specific  liver  diseases.  After  ex- 
pert consideration  of  available  information,  the 
panel  concluded  that  liver  transplantation  was  no 
longer  experimental,  but  a therapeutic  modality  for 
end-stage  liver  disease  that  deserves  broader  appli- 
cation. The  conference  also  recommended  expan- 
sion of  this  technology  to  a limited  number  of 
centers  “where  performance  of  liver  transplantation 
can  be  carried  out  under  optimal  conditions”  (6). 

Clearly,  in  several  end-stage  liver  disease  states, 
transplantation  is  the  only  therapeutic  option  that 
will  alter  long-term  prognosis.  It  is  of  critical  impor- 
tance that  physicians  recognize  which  patients 
benefit  from  this  procedure  and  the  importance  of 
timing  this  intervention.  Equally  important  is  a fac- 
ile understanding  of  the  contraindications  to  liver 
transplantation. 

Generally,  candidates  for  liver  transplantation  in- 
clude children  and  adults  suffering  from  irreversible 

/.  End-stage  liver  diseases  in  which  patients  may  benefit  from 
transplantation. 


Extrahepatic  biliary  atresia 
Chronic  active  hepatitis 
Primary  biliary  cirrhosis 

Inborn  errors  of  metabolism  (Alpha, -antitrypsin  deficiency, 
Wilson’s  disease,  Crigler-Najjar  syndrome) 

Hepatic  vein  thrombosis 
Sclerosing  cholangitis 
Primary  hepatic  malignancy 
Alcohol-related  cirrhosis  and  hepatitis 


Texas  Medicine 


liver  injury  who  have  exhausted  alternative  medical 
and  surgical  treatments  and  are  approaching  the  ter- 
minal phase  of  their  disease.  It  is  difficult,  some- 
times, to  determine  the  best  timing  of  liver 
transplantation  and  the  preceding  statement  is  a 
very  broad  definition.  Fig  1 lists  the  hepatic  disease 
processes  where  prolongation  of  good-quality  life 
has  been  reported  after  transplantation  in  individu- 
als who  otherwise  would  have  died. 

Diseases  treatable  by  liver  transplantation 
EXTRAHEPATIC  BILIARY  ATRESIA 
Extrahepatic  biliary  atresia  is  the  most  common 
cause  of  bile  duct  obstruction  in  infants.  Biliary- 
enteric  anastomosis  performed  early  in  life  some- 
times results  in  significant  improvement.  It  has  been 
estimated  that  one  third  of  patients  will  survive  five 
years  with  this  anastomotic  procedure,  but  progres- 
sive cirrhosis  and  disappearance  of  extrahepatic  bile 
ducts  will  occur  inevitably.  In  patients  who  have  un- 
dergone this  procedure,  and  who  have  had  as  long  a 
time  as  possible  to  achieve  appropriate  growth, 
liver  transplantation  is  a consideration.  In  these  in- 
dividuals, transplantation  usually  is  deferred  until 
progressive  cholestasis,  hepatocellular  decompensa- 
tion, or  severe  portal  hypertension  has  occurred.  It 
is  important  to  remember,  however,  that  multiple 
attempts  at  hepatoportoenterostomy  or  portosys- 
temic shunting  create  surgical  difficulties  in  cases 
where  transplantation  eventually  is  attempted. 

These  operations  often  should  be  avoided,  particu- 
larly as  repeat  procedures,  and  transplantation 
should  be  performed  instead.  Recent  data  indicate 
that  as  many  as  60%  to  70%  of  these  patients  sur- 
vive at  least  one  year  after  liver  transplantation. 

CHRONIC  ACTIVE  HEPATITIS 
Generally,  chronic  active  hepatitis  is  caused  by  viral 
infections  or  toxic  drug  reactions.  However,  many 
cases  of  idiopathic  or  cryptogenic  cirrhosis  proba- 
bly are  the  end-stage  result  of  chronic  active  hepati- 
tis. Many  patients  with  cirrhosis  and  progressive 
renal  failure  caused  by  this  disease  are  candidates 
for  transplantation.  Still,  the  potential  for  a spon- 
taneous remission  may  make  timing  of  the  trans- 
plant intervention  challenging.  It  is  unlikely,  how- 
ever, that  reversal  of  liver  failure  will  occur  once 
extensive  cirrhosis  develops.  Patients  who  should 
not  be  considered  candidates  for  liver  transplan- 
tation seem  to  include  those  with  drug-induced 
chronic  hepatitis  (usually  they  improve  after  the 
noxious  agent  is  removed).  In  active  hepatitis  B in- 
fection, reappearance  of  infection  with  subsequent 
hepatic  failure  has  been  reported  following  trans- 
plantation (7).  However,  we  are  using  an  experi- 
mental antiviral  protocol  to  try  to  suppress  the 
infection  postoperatively. 


PRIMARY  BILIARY  CIRRHOSIS 
It  is  particularly  challenging  to  time  appropriate 
transplant  intervention  in  this  condition.  Primary 
biliary  cirrhosis  is  a slowly  progressive  cholestatic 
liver  disease  that  may  spontaneously  improve,  even 
when  the  process  is  advanced.  However,  if  signifi- 
cant hepatocellular  failure  and  portal  hypertension 
are  present,  it  is  likely  that  quality  of  life  will  have 
deteriorated  to  an  unacceptable  level,  and  trans- 
plantation becomes  an  appropriate  option. 

INBORN  ERRORS  IN  METABOUSM 
Irreversible  liver  damage  or  significant  extrahepatic 
complications  may  be  caused  by  inborn  errors  of 
metabolism.  These  processes,  though  rare,  create 
tremendous  morbidity.  Alpha, -antitrypsin  deficiency 
is  one  example  of  this  type  of  problem.  Though 
there  are  more  than  20  phenotypes  known  in  this 
genetic  disorder,  it  is  the  PiZZ  phenotype  that 
causes  the  most  significant  hepatic  disease  in  chil- 
dren and  infants.  For  infants  with  this  phenotype, 
liver  transplantation  is  an  appropriate  therapeutic 
option  when  cirrhosis  has  developed  and  evidence 
of  hepatic  failure  is  present.  Liver  disease  may  be 
seen  with  the  other  alpha, -antitrypsin  phenotypes, 
but  it  is  less  common.  Wilson’s  disease  is  another 
genetic  disorder  that  may  cause  cirrhosis  and  he- 
patic failure.  In  patients  who  are  unresponsive  to 
traditional  techniques  of  chelation  therapy  with 
penicillamine,  liver  transplantation  is  indicated. 

The  Crigler-Najjar  syndrome  is  a genetic  disorder 
causing  severe  unconjugated  hyperbilirubinemia, 
and  in  infants  it  predisposes  to  encephalopathy 
within  the  first  year  of  age.  Because  central  nervous 
system  damage  is  inevitable  in  these  infants,  early 
transplantation  is  indicated. 

There  are  several  additional  inherited  metabolic 
diseases  that  may  involve  the  liver  and  cause  cir- 
rhosis with  hepatic  failure.  Patients  with  these  dis- 
orders may  be  candidates  for  transplantation  if  the 
liver  failure  becomes  severe:  tyrosinemia,  Byler’s 
disease,  Wolman’s  disease,  some  glycogen  storage 
diseases,  and  certain  additional  genetic  diseases  that 
are  associated  with  neurologic  complications  rooted 
in  accumulation  of  noxious  metabolites  such  as  he- 
reditary deficiency  of  urea  cycle  enzymes  and  dis- 
orders of  lactate/pyruvate  or  amino  acid  metabolism. 

HEPATIC  VEIN  THROMBOSIS 
Budd-Chiari  syndrome  results  in  progressive  liver 
failure  and  subsequent  death.  Portal  decompression 
and  sometimes  anticoagulation  therapy  may  amelio- 
rate this  difficulty,  and  therefore  the  course  of  he- 
patic vein  thrombosis  is  variable.  Liver  transplanta- 
tion should  be  considered  only  in  those  individuals 
with  severe  hepatic  decompensation  who  have  not 
responded  to  surgical  decompression  of  the  portal 
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venous  system.  The  possibility  of  later  transplant 
surgery  should  not  discourage  the  use  of  these  sur- 
gical approaches.  However,  multiple  abdominal 
operative  procedures  in  a patient  who  inevitably 
will  require  transplantation  should  be  considered 
carefully. 

SCLEROSING  CHOLANGITIS 
Sclerosing  cholangitis  is  a nonsuppurative  chronic 
inflammatory  process  focused  around  the  bile  ducts. 
It  frequently  causes  slow  and  gradual  deterioration 
and,  unfortunately,  no  clinical,  biochemical,  sero- 
logic, or  histologic  factors  have  proved  valuable  in 
predicting  its  ultimate  outcome.  Less  favorable  re- 
sults have  been  recorded  following  transplantation 
in  patients  with  this  diagnosis,  but  this  seems  to  be 
the  result  of  the  multiple  prior  biliary  tract  surgical 
procedures  that  these  patients  generally  undergo. 
Additionally,  these  individuals  are  at  risk  for  disease 
in  their  extrahepatic  bile  duct  systems,  and  fre- 
quently have  biliary  tract  infection.  Multiple  sur- 
gical procedures  should  be  avoided  because  they 
tend  to  make  the  transplant  surgery  much  more 
difficult,  if  not  impossible. 

PRIMARY  HEPATIC  MALIGNANCY 
Many  patients  have  undergone  liver  transplantation 
for  primary  malignancies  that  are  confined  to  the 
liver  but  are  not  amenable  to  partial  hepatic  resec- 
tion. Results,  however,  suggest  that  recurrence  of 
the  malignancy  is  possible,  but  many  patients  re- 
ceive dramatic  palliation  in  the  interim,  and  it  is  rea- 
sonable to  consider  this  therapeutic  option  in  se- 
lected individuals  who  have  no  metastases. 

ALCOHOLIC  LIVER  DISEASE 

Well  over  half  of  all  cases  of  cirrhosis  in  the  United 
States  are  attributable  to  abuse  of  alcohol.  Indeed, 
alcohol  abuse  is  the  leading  cause  of  hepatic  mor- 
bidity and  mortality.  Whether  or  not  hepatic  trans- 
plantation should  be  performed  in  patients  with 
alcoholic  liver  disease  is  controversial.  It  seems  ap- 
propriate to  us  to  consider  this  option  in  individuals 
who  have  proven  their  ability  to  abstain  from  alco- 
hol and  who  have  developed  clinical  indicators  of 
fatal  outcomes  from  cirrhosis.  Since  alcoholic  liver 
disease  is  favorably  affected  by  abstinence,  and 
since  the  natural  history  of  untreated  alcoholic  hepa- 
titis and  cirrhosis  is  variable,  it  may  be  difficult  to 
plan  timing  of  the  transplant  procedure.  It  is  im- 
perative, however,  that  patients  demonstrate  a sig- 
nificant period  of  abstinence  before  the  transplant 
procedure  is  performed. 

Appropriate  timing  for  liver  transplantation 

As  with  other  solid  organ  transplant  procedures,  es- 
tablishing an  appropriate  time  for  intervention  is 
challenging.  On  one  hand,  the  patient  must  be  sick 


enough  to  justify  the  procedure,  and  have  minimal 
likelihood  of  survival  without  it.  On  the  other  hand, 
if  too  many  intervening  complications  have  oc- 
curred because  of  delay,  the  chances  of  success  are 
dramatically  reduced.  It  is  most  appropriate  to  time 
liver  transplantation  in  the  late  phase  of  disease  so 
that  all  other  medical  and  surgical  options  have 
been  used  and  given  a chance  to  succeed.  The  pre- 
cise timing  for  liver  transplantation  requires  the 
careful  judgment  of  a qualified  team  as  well  as  a 
well-informed  patient  and  family.  Generally,  liver 
transplantation  is  recommended  when  early  death 
due  to  end-stage  liver  disease  is  clinically  expected, 
when  irreversible  damage  to  the  central  nervous 
system  is  likely,  or  when  quality  of  life  has  deterio- 
rated to  unacceptable  levels.  It  also  should  be  re- 
membered that  the  decision  to  transplant  a patient’s 
liver  does  not  suggest  that  this  procedure  can  be 
done  immediately  on  an  elective  basis.  Considera- 
tion will  necessarily  focus  on  donor  organ  procure- 
ment, and  during  that  variable  period,  significant 
interim  events  might  alter  the  likelihood  of  success. 
Therefore  it  is  critical  that  physicians  contact  a 
transplant  center  early  if  there  is  any  question  as  to 
a patient’s  suitability  as  a candidate. 

CONTRAINDICATIONS  TO  LIVER 
TRANSPLANTATION 

Fig  2 lists  the  contraindications  to  this  procedure. 
There  has  been  an  evolution  in  thinking  about  these 
problems,  but  most  programs  would  agree  on  the 
importance  of  not  transplanting  patients  who  have 
these  difficulties.  Portal  vein  thrombosis  is  a relative 
contraindication  depending  on  the  patency  of  the 
splenic  and  superior  mesenteric  veins,  since  a viable 
anastomosis  is  required  to  provide  adequate  portal 
vein  flow  to  the  liver.  Active  alcoholism  is  an  abso- 
lute contraindication,  particularly  in  view  of  the  im- 
provement in  liver  function  that  occurs  when 
alcohol  intake  is  halted. 

Patients  who  have  potential  for  alcoholism  re- 
habilitation are  still  thought  to  be  reasonable  candi- 
dates for  hepatic  transplantation.  This  can  be  a 
subjective  judgment  and  is  fraught  with  tremendous 
social  responsibility. 


2.  Contraindications  to  liver  transplantation. 

Portal  vein  thrombosis 

Active  alcoholism 

Metastatic  liver  carcinoma 

Nonresectable  extrahepatic  carcinoma 

Complex  hepatic  or  biliary  tract  surgery 

Active  sepsis 

Advanced  age 

Severe  concomitant  medical  problems  ( atherosclerotic 

cardiovascular  disease,  chronic  obstructive  pulmonary  disease, 
anemia,  renal  insufficiency) 

Psychosocial  instability 
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At  one  time,  age  was  a stringent  limiting  criteria, 
with  most  programs  not  offering  transplants  to  pa- 
tients over  50  years  of  age.  We  believe,  however, 
that  patients  should  be  judged  on  their  physiologic 
rather  than  biologic  age.  Many  patients  in  their  40s 
have  aged  beyond  appropriate  levels,  and  likewise 
many  patients  in  their  50s  are  quite  young  physio- 
logically. It  is  important  to  analyze  each  patient  as 
an  individual.  Age  is  also  important  because  of  the 
likelihood  of  other  co-morbid  conditions  such  as 
atherosclerotic  cardiovascular  disease  and  obstruc- 
tive pulmonary  disease. 

Active  hepatitis  B infection  used  to  be  considered 
an  absolute  contraindication  because  of  potential 
recurrence  in  the  transplanted  liver.  When  it  occurs 
in  this  fashion,  however,  the  disease  tends  to  be  sub- 
clinical,  presenting  no  dramatic  problems  to  the  pa- 
tient. In  our  program,  we  now  consider  patients 
with  active  hepatitis  B infection,  particularly  to  de- 
termine whether  antiviral  therapy  might  prevent  re- 
infection by  the  residual  virus. 

Unresectable  and  metastatic  cancer  is  thought  to 
be  an  absolute  contraindication,  and  prior  hepatic 
biliary  tree  surgery  is  a relative  contraindication. 
The  inherent  skills  of  the  surgeons  on  the  trans- 
plant team  are  critical  in  assessing  which  patients 
might  have  difficulty  because  of  prior  surgical 
manipulation. 

Obviously,  active  sepsis  precludes  transplantation 
because  of  the  risk  of  disease  dissemination  when 
massive  immunosuppression  is  used. 

Finally,  severe  concomitant  processes  such  as  se- 
vere angina  pectoris,  congestive  heart  failure,  or 
chronic  obstructive  pulmonary  disease  are  also  rela- 
tive contraindications. 

Additionally,  it  is  important  to  consider  the  pa- 
tient’s psychosocial  adjustment.  Since  transplanta- 
tion is  a major  undertaking,  individuals  should  be 
capable  of  understanding  the  implications  of  con- 
stant health  monitoring  and  care  during  the  re- 
mainder of  their  lives.  Patients  in  social  situations 
that  preclude  careful  monitoring  of  their  health  and 
appropriate  administration  of  medication  are  not 
good  candidates  for  liver  transplantation. 

Current  results  and  survival  rates 

Survival  in  patients  who  have  had  liver  transplanta- 
tion has  dramatically  improved  during  the  past  sev- 
eral years.  An  increase  in  the  pediatric  age  group 
survival  from  20%  to  85%  at  one  year  documents 
this  point.  Analysis  of  a liver  transplant  cohort  oper- 
ated on  between  1980  and  1983  continues  to  con- 
firm that  patients  undergoing  transplantation  have 
an  early  mortality  and  that  this  mortality  generally 
occurs  the  first  six  months  after  transplantation. 
Adults,  however,  do  not  have  quite  as  good  a sur- 
vival rate  as  children.  Before  1980,  an  adult  who  re- 
ceived a transplant  had  a 20%  chance  for  five-year 


survival.  After  1980,  two-year  survival  reached  ap- 
proximately 55%  for  all  adult  patients  treated  with 
liver  transplants  ( 8 ).  Most  of  the  morbidity  and 
mortality  continues  to  occur  within  the  first  1 2 
months  postoperatively,  and  the  vast  majority  of 
these  occur  within  the  first  six  weeks. 

The  poorest  long-term  survival  occurs  in  patients 
who  undergo  the  surgery  for  liver  carcinoma.  Most 
patients  who  have  liver  carcinoma  with  no  apparent 
metastases  at  the  time  of  transplant  subsequently 
develop  metastases,  and  can  anticipate  no  better 
than  a 20%  survival.  Even  though  patients  with  this 
disease  are  the  least  likely  to  survive  liver  transplan- 
tation, the  procedure  does  offer  a 25%  survival  possi- 
bility, and  liver  carcinoma  has  uniform  mortality 
within  the  first  six  to  nine  months  after  diagnosis  (8). 

The  best  survival  after  liver  transplant  surgery  is 
seen  in  patients  with  biliary  cirrhosis  or  sclerosing 
cholangitis.  In  the  cohort  operated  on  between 
1980  and  1983,  there  has  been  between  a 50%  and 
70%  five-year  survival  (8).  It  is  anticipated  that 
long-term  survival  in  patients  transplanted  for  pri- 
mary biliary  cirrhosis  and  sclerosing  cholangitis  will 
approach  80%  to  85%  today. 

Nonlethal  complications  occur  after  liver  trans- 
plantation and  must  be  taken  into  account  in  judg- 
ing the  benefits  of  this  operation.  Massive  hemor- 
rhage is  the  most  serious  intraoperative  and  early 
postoperative  problem,  and  patients  frequently  re- 
quire tremendous  quantities  of  blood  products. 
Other  difficulties  include  renal  dysfunction  (exacer- 
bated by  cyclosporine  administration),  tissue  re- 
jection, and  biliary  tract  complications  including 
obstruction,  compression,  and  dehiscence  of  suture 
lines,  as  well  as  graft  vascular  obstruction  and  the 
usual  problems  with  infection  in  an  immune- 
compromised  patient  (9). 

Summary 

Liver  transplantation  is  a reasonable  therapeutic  op- 
tion for  certain  carefully  selected  patients  with  end- 
stage  liver  disease.  It  deserves  broader  application. 

It  is  important  to  understand  the  indications  for,  and 
results  of,  the  transplant  procedure  so  that  patients 
can  be  selected  appropriately  and  scarce  resources 
managed  best.  ITiis  procedure  is  technically  difficult 
and  requires  a tremendous  cadre  of  support  person- 
nel, and  these  services  can  best  be  provided  at  cen- 
ters where  performance  of  liver  transplantation  can 
be  carried  out  under  optimal  conditions  with  strong 
supporting  and  interrelated  networks. 
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CHARLES  T.  VAN  BUREN,  MD  Renal  transplantation: 

past  and  future 


Based  on  experimental  models  developed  by  Alexis 
Carrel,  kidney  transplantation  began  in  earnest 
during  the  mid  part  of  this  century,  rising  to  com- 
mon practice  in  the  1980s.  The  dramatic  increase 
in  patients  benefiting  from  this  therapeutic  adven- 
ture was  due  to  development  of  immunosuppres- 
sive protocols  that  allowed  tolerance  of  foreign 
tissue,  yet  did  not  suppress  the  immune  system 
enough  to  eliminate  totally  its  capacity  for  fight- 
ing infection  The  history  of  these  developments  is 
important  to  review  because  it  sets  the  stage  for 
understanding  some  of  the  remaining  dilemmas 
and  scientific  challenges  related  to  kidney  trans- 
plantation For  example,  allocation  of  organs 
based  on  six  antigen  HLA  tissue  matches  has  been 
touted  as  appropriate  by  some  scientists,  yet  this 
practice  deserves  more  scrutiny.  The  progress  of  re- 
nal transplantation  is  outlined  in  this  revieui 

KEY  WORDS:  RENAL  TRANSPLANT,  RENAL  FAILURE,  TISSUE 
TYPING, 


From  its  inception,  surgery  has  been  primarily 
an  ablative  discipline,  focused  upon  the  re- 
moval of  diseased  tissues  or  repair  of  trau- 
matic injuries.  Successful  surgical  results  have  been 
based  upon  the  patient’s  ability  to  heal  and  to  adapt 
to  the  functional  loss  resulting  from  the  surgical  re- 
section. Only  in  this  century  has  the  scope  of  sur- 
gical therapy  expanded  to  restore  lost  function  by 
the  transplantation  of  normally  functioning  organs 
from  one  individual  to  another.  The  success  of  clini- 
cal transplantation  has  improved  as  transplant  phy- 
sicians have  learned  about  the  body’s  immune 
response  to  transplanted  tissues,  and  as  the  effi- 
ciency of  immune  suppression  has  increased.  An 
understanding  of  the  history  of  clinical  immunosup- 
pression aids  in  defining  both  the  limitations  and 
the  future  of  clinical  organ  transplantation.  Some  of 
the  transplant  programs  in  Texas  have  played  im- 
portant roles  in  this  history. 

Alexis  Carrel  developed  the  surgical  techniques 
used  to  perform  solid  organ  transplants,  using  the 
experimental  model  of  the  canine  kidney  transplant 
( 1 ).  Although  Carrel  described  the  damage  to  the 
kidney  resulting  from  the  host’s  immune  response, 
it  remained  for  other  investigators  to  elucidate  the 
mechanism  of  allograft  rejection.  Billingham,  Brent, 
and  Medawar  demonstrated  that  specific  tolerance 
of  foreign  tissue  could  be  induced  by  exposure  of 
fetal  mice  to  spleen  cells  from  the  donor  strain  ( 2 ). 
These  experiments  suggested  the  immune  system 
actively  surveys  the  body  to  destroy  foreign  cells. 
Success  of  transplantation  is  dependent  upon  induc- 
ing the  immune  system  to  recognize  the  foreign 
tissue  as  self,  or  upon  suppressing  the  normal  im- 
mune response. 


The  world’s  first  successful  kidney  transplant  at- 
tempted to  avoid  the  normal  immune  response  to 
foreign  tissue  by  selection  of  the  ideal  donor.  In 
1954,  physicians  at  the  Peter  Bent  Brigham  Hospital 
performed  the  first  of  a series  of  identical  twin 
living  related  kidney  transplants  (3).  This  remark- 
able clinical  experiment  first  demonstrated  that 
functional  organs  could  be  transferred  successfully 
between  identical  twins.  The  rare  chance  that  an  in- 
dividual with  chronic  renal  failure  would  have  such 
an  ideal  donor  limited  the  impact  such  a program 
would  have.  Moreover,  although  the  identity  of  his- 
tocompatibility antigens  between  the  recipient  and 
donor  precluded  rejection,  other  damaging  immune 
responses  did  occur.  Identical  twin  recipients  whose 
original  disease  had  been  glomerulonephritis  dem- 
onstrated a disturbingly  high  incidence  of  recurrent 
disease  in  the  transplanted  kidney  (4).  Thus,  even  in 
biologically  favored  matches,  some  form  of  immune 
suppression  was  required  to  limit  the  damage  of  au- 
toimmune diseases. 

Three  broad  therapeutic  approaches  have  been 
used  to  suppress  the  immune  response:  chemical 
agents,  including  corticosteroids,  antiproliferative 
agents,  and  most  recently,  cyclosporine;  physical 
agents,  including  radiation  therapy  and  lymphocyte 
depletion  treatments;  and  biologic  agents,  including 
antilymphocyte  sera,  blood  transfusions,  dietary 
therapy,  and  antibodies  directed  against  messengers 
of  the  immune  system.  Over  three  decades  the 
focus  of  immunosuppression  has  become  more  de- 
fined, reducing  morbidity  and  mortality  of  trans- 
plant recipients. 

Prior  to  analysis  of  the  benefits  and  limitations  of 
each  of  these  modes  of  therapy,  we  shall  review,  in  a 
very  general  fashion,  the  normal  immune  response 
to  an  organ  transplanted  between  nonidentical 
members  of  the  same  species.  Following  transplan- 
tation foreign  proteins  presented  by  the  trans- 
planted organ  are  engulfed  and  processed  by 
circulating  macrophages.  Those  proteins  that  evoke 
the  most  vigorous  immune  response  are  coded  for 
by  the  major  histocompatibility  complex  (MHC),  a 
series  of  genes  located  on  the  short  arm  of  the  sixth 
chromosome  in  man.  Processing  these  foreign  pro- 
teins (antigens)  both  focuses  these  products  for  re- 
sponse by  other  elements  of  the  immune  system 
and  stimulates  production  of  interleukin- 1 (lL-1 ) 
from  the  activated  macrophage.  This  protein  acts 
upon  the  next  group  of  immunoreactive  cells  to  be 
involved  in  the  immune  response  to  an  antigen,  the 
lymphocytes.  Lymphocytes  are  categorized  into  two 
populations:  T-lymphocytes,  primarily  involved  in 
direct  cell-cell  killing  of  incompatible  cells  and  in 
mounting  a cellular  rejection  response;  and  B-lym- 
phocytes  which,  following  activation,  mature  into 
plasma  cells  capable  of  producing  a specific  anti- 
body to  neutralize  a corresponding  antigen.  Finally, 
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T-lymphocytes  are  further  subcategorized  into  T- 
helper  lymphocytes  (Th),  which  are  vital  to  expan- 
sion and  propagation  of  an  immune  response;  T-sup- 
pressor  lymphocytes  (TJ,  which  can  suppress  an 
ongoing  or  incipient  immune  response,  and  T- 
cytotoxic  lymphocytes  (T,,),  those  mature  differenti- 
ated lymphocytes  capable  of  destroying  a specific 
target  cell  based  upon  its  unique  surface  antigens. 

Following  antigen  processing  and  IL- 1 produc- 
tion, macrophages  focus  antigen  to  which  T-lym- 
phocytes  may  respond.  IL-1  leads  to  activation  of 
lymphocytes  and  production  by  the  Th  cell  of  inter- 
leukin-2 (IL-2),  a signal  vital  for  expansion  of  the 
number  of  specific  T,,  cell  lines  directed  against  the 
processed  antigen.  The  T„  cell  is  also  required  to 
focus  the  antigen  for  the  B-lymphocyte  and  to  pro- 
vide growth  factors  essential  to  expansion  of  plasma 
cell  lines.  Final  results  of  this  immune  activation  by 
foreign  antigen  are  the  generation  of  T,.  lympho- 
cytes, which  are  directly  injurious  to  the  trans- 
planted tissue,  and  plasma  cells  producing  specific 
antibodies,  which  lead  to  cellular  destruction  and 
thrombosis  of  the  transplanted  organ. 

Ionizing  radiation  was  used  as  an  early  means  of 
immunosuppression.  Rapidly  dividing  T-  and  B-lym- 
phocytes  were  vulnerable  to  irreversible  DNA 
crosslinking  by  radiation  exposure,  leading  to  non- 
specific immunosuppression.  Unacceptable  myelo- 
suppression  limited  the  usefulness  of  whole  body 
radiation  (5).  Total  lymphoid  irradiation  (TLI), 
however,  has  proven  more  promising.  Spurred  by 
the  serendipitous  observation  that  Hodgkin’s  lym- 
phoma patients  treated  by  lymphoid  irradiation  ex- 
hibited marked  suppression  of  cellular  immune 
responses,  Myburgh  and  colleagues  reported  that 
TLI  induced  tolerance  in  primates  bearing  renal  al- 
lografts (6).  Although  some  limited  successes  have 
been  noted  in  clinical  transplant  recipients  condi- 
tioned with  TLI,  high  morbidity  and  mortality  rates 
have  limited  widespread  use  of  this  therapy  (7). 

Another  physical  therapy,  focused  upon  depletion 
of  lymphocytes,  was  pioneered  by  the  group  at  The 
University  of  Texas  Medical  Branch  at  Galveston 
(UTMB)  (8).  Total  thoracic  duct  drainage  (TDD) 
eliminates  centrifugally  isolated  thoracic  duct  lym- 
phocytes daily,  with  reinliision  of  the  cell-free 
lymph  into  the  patient.  Although  centers  such  as 
UTMB  reported  improved  cadaver  graft  survival 
with  TDD,  the  difficulty  in  coordinating  immuno- 
suppression with  availability  of  a cadaveric  kidney, 
the  labor  intensive  nature  of  TDD,  and  the  associ- 
ated morbidity  of  catheter-related  sepsis  contrib- 
uted to  the  limited  appeal  of  TDD  as  immunosup- 
pressive therapy. 

Biologic  immunosuppressive  agents  directed 
against  vital  cellular  mediators  of  rejection  were 
used  early  in  clinical  transplantation.  Najarian  and 
colleagues  reported  the  use  of  antilymphoblast 


globulin  (ALG)  to  improve  cadaveric  renal  allograft 
survival  (9).  Although  this  polyclonal  antibody 
preparation  improved  the  potency  of  immunosup- 
pressive regimens,  when  combined  with  chemical 
immunosuppressants,  the  ALG  regimen  often  re- 
sulted in  overwhelming  the  immune  response,  lead- 
ing to  fulminant  viral  infection  (10).  In  addition, 
malignancies  such  as  lymphoma  and  Kaposi’s  sar- 
coma developed  in  ALG  treated  transplant  patients 
at  rates  much  higher  than  expected  in  the  general 
population  (11,12).  The  occurrence  of  viral  infec- 
tions and  malignancies  underscored  the  necessity  of 
maintaining  host  defenses  against  infection  with  a 
less  nonspecific  immunosuppressive  regimen. 

The  difficulty  in  manufacture  of  polyclonal  anti- 
lymphocyte preparation,  the  variability  in  biologic 
activity  from  lot  to  lot,  and  the  heterogeneous  mix- 
tures of  immunoglobulins  present  have  at  times  lim- 
ited production  or  efficacy  of  these  biologic  immu- 
nosuppressives. Monoclonal  antibody  preparations, 
derived  from  a single  hybridoma  cell  immunized 
against  human  T-lymphocytes,  obviate  many  of  the 
problems  posed  by  ALG  or  antithymocyte  globulin 
(ATG).  OKT3  is  a murine-derived  monoclonal  anti- 
body product  which  is  directed  against  the  T,  anti- 
gen present  on  all  mature  human  lymphocytes. 
Clinical  trials  with  this  agent  have  demonstrated  in- 
creased efficacy  in  treatment  of  rejection  episodes 
refractory  to  steroid  therapy  (13).  The  drug  is  pre- 
dictably effective,  can  be  administered  by  periph- 
eral venous  infusion,  and  causes  few  side  effects 
after  the  administration  of  the  first  dose.  Few  studies 
exist,  however,  comparing  the  benefit  of  mono- 
clonal to  polyclonal  antilymphocyte  preparations. 

At  present,  logistics  of  administration  and  previous 
familiarity  with  the  product  seem  to  dictate  which 
product  is  used  at  a given  center.  The  latest  mono- 
clonal antibody  directed  against  cellular  elements  of 
the  immune  response  focuses  upon  the  IL-2  recep- 
tor. This  protein,  present  on  the  cell  surface  of  lym- 
phocytes, appears  soon  after  the  cell  is  activated  by 
antigen.  Cells  bearing  IL-2  receptors  appear  to  be 
dependent  upon  binding  of  IL-2  to  this  receptor  in 
order  to  proliferate.  In  a murine  cardiac  transplant 
model,  the  use  of  antibody  directed  against  the  IL-2 
receptor  effectively  blocked  rejection  of  the  al- 
lograft (14).  Clinical  studies  are  eagerly  awaited  to 
test  this  new  specific  weapon  against  rejection  in 
human  aUograft  recipients. 

During  the  first  decade  of  the  clinical  expansion 
of  transplantation,  investigators  experimented  with 
a number  of  chemical  agents  to  attempt  to  suppress 
the  vigorous  response  to  a renal  allograft  from  a 
nonidentical  donor.  Actinomycin  C,  a crystalline 
antibiotic  agent  isolated  from  a culture  broth  of 
Strep tomyces,  is  a compound  which  binds  avidly  to 
the  guanine  base  of  DNA.  The  drug  inhibits  rapidly 
proliferating  cells  of  normal  or  neoplastic  origin. 
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and,  by  blocking  the  transcription  of  RNA,  leads  to 
suppression  of  immune  responsiveness.  Unfortu- 
nately, toxicities  such  as  mucositis  with  gastroin- 
testinal disturbances  and  myelosuppression  leading 
to  pancytopenia  limited  successful  use  of  this  agent 
to  manage  renal  transplant  patients  (5). 

Schwartz  and  Dameshack  heralded  the  first  prom- 
ising immunosuppressive  agent  with  the  introduc- 
tion of  6-mercaptopurine  (15).  This  analogue  of  the 
purine  bases  inhibited  purine  biosynthetic  pathways 
and  proved  effective  in  limiting  lymphoproliferative 
responses  by  interfering  with  DNA  synthesis.  Since 
the  drug  was  not  specifically  targeted  for  lymphoid 
cells,  toxicities  included  myelosuppression  and 
damage  to  gastrointestinal  epithelium  due  to  the 
rapid  turnover  of  these  cellular  elements.  Caine  and 
associates  reported  the  use  of  an  imidazole  deriva- 
tion of  6-mercaptopurine  (azathioprine)  to  suppress 
renal  allograft  rejection  in  the  mongrel  dog  (16). 
Combination  of  this  purine  antimetabolite  with  the 
nonspecific  anti-inflammatory  effects  of  cortico- 
steroids represented  the  first  clinically  effective  im- 
munosuppressive regimen  for  use  in  clinical  organ 
transplantation. 

During  the  ensuing  decade,  clinical  programs  in 
cardiac,  liver,  kidney,  and,  to  a lesser  extent,  small 
bowel  and  pancreas  transplantation,  developed  at 
selected  academic  centers.  The  mainstay  of  immu- 
nosuppression was  the  azathioprine-prednisone  reg- 
imen. The  narrow  window  between  therapeutic 
immunosuppression  and  myelosuppression  often 
limited  the  efficacy  of  programs,  and  mortality  of 
cadaveric  allograft  recipients  due  to  sepsis  ap- 
proached 25%  at  many  academic  centers  (17).  This 
high  morbidity  and  mortality  limited  the  enthusiasm 
for  cadaveric  renal  transplantation.  Because  of  lim- 
ited demand,  the  supply  of  cadaveric  kidneys  ap- 
proached the  clinical  need. 

Substitution  for  azathioprine  by  other  nonspecific 
immunosuppressive  agents,  such  as  cyclophospha- 
mide, replaced  one  set  of  complications  with  an- 
other. Cyclophosphamide  is  an  alkylating  agent 
which  binds  covalently  to  the  nucleobases  of  DNA 
and  RNA.  When  timed  to  coincide  with  immu- 
nostimulation,  administration  of  cyclophosphamide 
can  result  in  effective  immunosuppression  (18). 
Toxicities  such  as  myelosuppression  and  hemor- 
rhagic cystitis  can  prove  limiting,  and  the  drug  has 
been  used  most  extensively  to  replace  azathioprine 
when  the  latter  agent  has  led  to  drug-induced  hepa- 
titis and  jaundice. 

Using  combinations  of  these  nonspecific  immu- 
nosuppressive drugs,  centers  have  reported  one 
year  graft  success  rates  ranged  from  25%  to  40% 
for  vital  organs  (liver,  heart)  to  50%  for  cadaveric 
renal  allograft  survival  (17,19,20).  In  this  era  of 
nonspecific  antiproliferative  immunosuppressive 
agents,  high  dose  corticosteroids  were  often  a main- 


stay of  antirejection  therapy.  The  anti-inflammatory 
effects  of  corticosteroids  had  long  been  recognized, 
and  these  agents  were  used  early  as  antirejection 
therapy  (21 ).  More  recent  investigations  have  dem- 
onstrated that  steroids  interfere  with  production  of 
lymphokines  vital  to  the  propagation  of  a rejection 
response  (22,23).  However,  steroid-induced  peptic 
ulcer  disease,  aseptic  hip  necrosis,  cataract  forma- 
tion, and  steroid-induced  diabetes  mellitus  impaired 
the  quality  of  life  of  those  patients  who  were  able  to 
weather  the  assaults  of  rejection  or  infection. 
Clearly,  therapy  directed  against  more  specific  ele- 
ments of  the  immune  response  was  required  for 
widespread  application  of  the  technical  successes  of 
transplantation. 

During  the  decade  of  the  1970s,  much  of  the 
progress  in  transplantation  was  directed  toward 
minimizing  toxicity  of  immunosuppressive  therapy 
and  tailoring  the  immunosuppressive  regimen  to 
the  needs  of  individual  groups  of  patients.  Tissue 
typing  became  refined  as  a means  of  maximizing  the 
compatibility  between  donor  and  recipient.  In  the 
living  related  donor  renal  allograft  recipient,  out- 
come depended  on  the  compatibility  between 
donor  and  recipient.  Individuals  who  shared  with 
the  donor  the  same  two  chromosomes  which  car- 
ried the  major  histocompatibility  complex  (MHC) 
could  expect  up  to  95%  one-year  renal  graft  sur- 
vival from  such  a well-matched  kidney  (24).  On  the 
other  hand,  individuals  who  shared  only  one  chro- 
mosome bearing  the  MHC  genes  and  who  demon- 
strated a strong  immune  response  to  donor  cells  in 
tissue  culture  could  anticipate  a 50%  chance  of  suc- 
cess, no  better  than  that  anticipated  if  that  patient 
had  received  a graft  from  an  unrelated  cadaver 
donor.  To  increase  the  frequency  of  successes, 
transplant  centers  depended  increasingly  upon 
tissue  typing  to  identify  the  most  compatible  donor. 
Application  of  this  search  to  cadaveric  organs  led  to 
the  establishment  of  organ  sharing  systems  to  op- 
timize the  tissue  match  on  a regional  or  national 
basis  (25). 

Kerman,  et  al,  from  The  University  of  Texas  Medi- 
cal School  at  Houston,  reported  that  another  test- 
able factor  could  predict  graft  outcome — the 
strength  of  the  immune  response  of  the  recipient 
( 26 ).  A panel  of  nonspecific  immunologic  assays — 
skin  test  responses  to  microbial  antigens,  panel 
mixed  lymphocyte  culture  (MLC),  active  T-roset- 
ting  cells,  and  spontaneous  blastogenesis — were 
used  to  designate  individuals  as  strong  or  weak  im- 
mune responders.  For  the  patients  who  were  strong 
responders,  one -year  cadaveric  renal  allograft  sur- 
vival under  azathioprine-prednisone  therapy  was 
only  35%,  while  weak  immune  responders  had  one- 
year  allograft  survival  approaching  65%  (27).  More 
aggressive  immunosuppressive  therapy  could  alter 
the  outcome:  ATG  therapy  improved  one-year  renal 
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allograft  survival  to  65%  in  strong  immune  re- 
sponders, while  the  survival  in  weak  immune  re- 
sponders could  not  be  improved.  These  data  demon- 
strated that  biologic  responsiveness  of  the  host  as 
well  as  the  tissue  compatibility  of  the  donor  could 
affect  outcome  of  the  transplant.  Modulation  of  im- 
munosuppressive therapy  based  upon  these  vari- 
ables could  improve  the  chance  of  a successful 
transplant. 

In  1973,  another  factor  was  identified  which  ap- 
peared to  affect  clinical  results  in  renal  transplanta- 
tion. Opelz,  et  al,  reported  that  untransfused  cada- 
veric renal  allograft  recipients  had  a significantly 
worse  outcome  than  recipients  who  had  been  trans- 
fused with  at  least  one  unit  of  blood  prior  to  trans- 
plantation (28).  This  beneficial  effect  of  blood 
transfusions  was  confirmed  by  others  in  both  animal 
and  clinical  studies  (29,30).  The  basis  of  this  bene- 
ficial effect  seemed  to  be  twofold:  first,  as  a screen- 
ing test  to  sensitize  and  eliminate  from  the  potential 
recipient  pool  strong  immune  responders,  who 
would  make  antibodies  directed  against  the  human 
leukocyte  antigens  ( HLA ) present  on  the  white  cells 
in  the  unit  of  blood;  second,  as  a form  of  immu- 
nosuppression, resulting  in  the  generation  of  sup- 
pressor T cells  to  dampen  the  rejection  response  to 
the  kidney  transplant  (31).  Thus,  blood  transfusion 
prior  to  transplantation  emerged  as  an  adjunct  to 
immunosuppressive  drugs. 

Salvatierra  and  colleagues  extended  the  benefits 
of  blood  transfusion  to  the  living  related  renal  trans- 
plant setting  (24).  The  group  previously  described 
to  be  at  high  risk  for  rejection — recipients  with  a 
high  MLC  response  to  haploidentical  living  related 
donors — were  purposely  transfused  with  three 
units  of  blood  from  the  potential  kidney  donor.  If 
the  patient  did  not  develop  antibodies  directed 
against  the  donor  as  a result  of  these  transfusions,  a 
living  related  transplant  was  performed.  Ninety-five 
percent  of  these  kidneys  were  functioning  one  year 
following  transplant — a marked  improvement  from 
the  50%  to  60%  success  rate  anticipated  with  con- 
ventional (azathioprine -prednisone)  immunosup- 
pression. The  disadvantage  of  this  approach  was  that 
up  to  30%  of  prospective  donors  were  eliminated 
for  use  by  development  of  donor-specific  antibody 
responses  in  the  transfused  patient.  Although  this 
disadvantage  was  diminished  by  treatment  with 
azathioprine  before  transfusion,  the  loss  of  a poten- 
tial living  related  donor  has  proven  to  be  a major 
disadvantage  of  donor-specific  transfusion  therapy 
( 32).  This  form  of  therapy  also  results  in  a high 
number  of  reversible  rejection  episodes,  necessitat- 
ing high  dose  steroid  therapy.  Thus,  the  high  rate  of 
successful  transplants  comes  at  the  expense  of  mor- 
bidity due  to  antirejection  therapy. 

As  indicated  in  the  previous  discussion,  progress 
in  clinical  transplantation  has  not  developed  incre- 


mentally, but  with  quantum  leaps.  The  development 
of  azathioprine  heralded  the  era  of  clinical  trans- 
plantation with  acceptable  success  rates.  In  1976,  a 
new  drug  was  described  which  appeared  to  have 
potent  immunosuppressive  properties  (33).  This 
fungally  derived  peptide,  cyclosporine,  was  initially 
used  clinically  for  kidney  transplant  recipients  by 
Caine,  one  of  the  pioneers  of  the  azathioprine  era  of 
transplantation  (34).  Much  of  the  original  clinical 
investigative  work  with  this  agent  was  performed  at 
The  University  of  Texas  Medical  School  at  Houston. 
Although  the  drug  appeared  to  have  formidable  side 
effects,  with  both  kidney  and  liver  toxicity,  it  re- 
duced the  incidence  of  rejection  and  improved  the 
one-year  success  rate  in  cadaveric  renal  allograft  re- 
cipients to  80%  (35).  Cyclosporine  therapy  also  im- 
proved the  success  of  living  related  transplants, 
with  92%  one-year  success  of  haploidentical  high 
responder  recipients  of  living  related  donor  renal  al- 
lografts, without  the  use  of  donor-specific  transfu- 
sion (36).  The  incidence  of  rejection  was  lower  in 
cyclosporine  treated  recipients  than  that  observed 
with  donor  specific  transfused  patients.  Moreover, 
up  to  30%  of  living  related  renal  allograft  recipients 
could  be  weaned  off  corticosteroid  therapy,  thus 
further  improving  the  post-transplantation  quality  of 
life  ( 37 ).  Thus,  the  cyclosporine  era  of  transplanta- 
tion has  ushered  in  both  improved  graft  outcome 
and  decreased  drug-induced  morbidity. 

A major  problem  observed  with  cyclosporine 
therapy  in  human  transplant  patients  has  been  de- 
velopment of  significant  renal  and  hepatic  toxicity. 
The  Stanford  group  has  reported  onset  of  chronic 
renal  failure  in  a cardiac  transplant  patient  treated 
with  cyclosporine  while  all  centers  have  had  diffi- 
culty in  distinguishing  cyclosporine  nephrotoxicity 
from  rejection  (38,39).  Hepatotoxicity  is  common, 
appears  to  be  largely  dose  related,  and  can  be  asso- 
ciated with  renewed  development  of  gallstones 
(4l ).  To  avoid  these  problems,  especially  in  cada- 
veric renal  transplants  vulnerable  to  acute  tubular 
necrosis,  some  centers  have  advocated  induction  of 
immunosuppression  with  corticosteroids,  ALG,  and 
azathioprine  (Matas  et  al,  1988).  Once  the  patient’s 
renal  allograft  has  commenced  to  diurese,  azathio- 
prine is  replaced  by  cyclosporine  therapy.  Graft  sur- 
vivals up  to  85%  at  one  year  are  reported  with  such 
a strategy.  While  some  groups  have  advocated  the 
conversion  of  cyclosporine-treated  patients  to  an 
azathioprine  regimen,  the  clinical  studies  of  conver- 
sion therapy  have  resulted  in  frequent  rejection  epi- 
sodes and  a high  incidence  of  graft  loss  (42). 

Recent  studies  have  suggested  that  dietary  ma- 
nipulation of  the  immune  response  is  a potent 
means  for  immunosuppression  in  potential  trans- 
plant recipients.  Studies  from  The  University  of 
Texas  at  Houston  have  demonstrated  that  a nor- 
mocaloric  isonitrogenous  diet  that  is  free  of  nu- 


Texas  Medicine 


cleotide  can  enhance  cardiac  allograft  survival  in 
animals  (43)-  The  nucleotide -free  diet  suppresses 
primary  mixed  lymphocyte  culture  responses  in 
vitro  and  in  vivo,  delays  experimental  graft-versus- 
host  disease  in  bone  marrow  transplants,  and  sup- 
presses sensitization  to  microbial  or  xenoantigens 
injected  subcutaneously  (43—43).  The  principal 
cell  requiring  dietary  nucleotides  for  optimal  func- 
tion appears  to  be  the  helper  lymphocyte;  both  the 
number  of  phenotypic  Th  cells  and  the  function, 

IL-2  production,  are  depressed  in  sensitized  mice 
maintained  on  a nucleotide-free  diet  (46).  The  nu- 
cleotide-free diet  not  only  suppresses  allograft  re- 
jection, but  also  enhances  the  efficacy  of  cyclospo- 
rine. The  nucleotide-free  diet  and  low-dose 
cyclosporine  synergistically  prolong  graft  survival 
beyond  that  seen  with  diet  or  the  subtherapeutic 
dose  of  cyclosporine  alone  (47).  Thus  provision  of  a 
nucleotide-free  diet  may,  by  lowering  the  required 
dose  of  drug,  be  able  to  minimize  the  problem  of 
cyclosporine  toxicity.  In  a similar  fashion,  Kirkman 
and  colleagues  have  demonstrated  that  provision  of 
fish  oil  with  cyclosporine  enhances  the  immunosup- 
pression seen  with  cyclosporine  alone  in  a rat  heart 
allograft  model  (48).  This  beneficial  effect  of  fish  oil 
is  hypothesized  to  be  due  to  provision  of  omega  3 
fatty  acids  as  precursors  for  prostaglandin  synthesis. 
Elzinga  and  his  colleagues  have  used  omega  3 fatty 
acid  supplements  to  improve  renal  function  in 
cyclosporine  treated  rats  (49).  The  prospect  for  nu- 
cleotide-free diet  or  fish  oil,  either  alone  or  with 
cyclosporine,  to  improve  clinical  results  in  trans- 
plantation awaits  further  clinical  trials. 

The  dramatic  improvement  in  the  outcome  of 
cyclosporine-treated  transplant  recipients  has  also 
complicated  defining  the  criteria  upon  which  organ 
allocation  is  based.  While  HLA  matching  between 
donor  and  recipient,  immune  responder  status,  and 
blood  transfusion  have  had  a significant  effect  upon 
the  outcome  of  cadaveric  renal  allografts  managed 
by  conventional  immunosuppression,  this  has  not 
been  true  in  cyclosporine-treated  patients.  Individ- 
ual center  studies  at  the  University  of  Minnesota, 
the  University  of  Texas  at  Houston,  as  well  as  the 
Canadian  trial  and  the  European  Multicenter  trial, 
fail  to  reveal  any  benefit  of  HLA  matching  in 
cyclosporine-treated  renal  allograft  recipients 
(50-53).  Studies  by  Terasaki  and  the  Southeastern 
Organ  Procurement  Foundation  (SEOPF)  appear  to 
conflict  with  these  conclusions  (54,55).  Unlike 
SEOPF  or  Terasaki  multiple  center  aggregate  stud- 
ies, all  of  the  previously  mentioned  studies  demon- 
strating HLA  typing  to  be  irrelevant  have  in 
common  the  use  of  a standard  cyclosporine-based 
regimen  which  is  effective  in  preventing  rejection. 
SEOPF  also  reported  that  poorly  matched  locally 
distributed  kidney  grafts  fared  as  well  as  well- 
matched  kidney  grafts  shipped  from  outside  centers 


(56).  The  above  cited  studies  also  fail  to  demon- 
strate a beneficial  effect  of  blood  transfusion  upon 
renal  allograft  outcome.  These  observations  are  con- 
firmed by  Opelz’  analysis  of  pooled  data  from  many 
centers,  revealing  the  disappearance  of  the  bene- 
ficial transfusion  effect  in  either  conventionally 
treated  or  cyclosporine-treated  patients  (57).  Fi- 
nally, immune  responder  status  no  longer  is  a good 
predictor  of  outcome  in  the  cyclosporine-treated 
renal  transplant  patients  (58).  More  effective  immu- 
nosuppression negates  the  influence  of  these  other 
factors.  These  findings  underscore  the  danger  of 
basing  public  policy  decisions  upon  outdated  scien- 
tific data. 

While  the  benefit  of  HLA  matching  of  cadaver 
kidney  donors  and  renal  allograft  recipients  remains 
controversial,  a potential  inequity  from  this  system 
has  emerged.  To  meet  the  increased  need  for  distri- 
bution of  cadaver  organs,  the  United  Network  for 
Organ  Sharing  (UNOS)  has  been  designated  by  the 
federal  government  to  establish  an  organ  sharing 
system.  One  of  the  guidelines  of  the  UNOS  system 
mandates  allocation  of  cadaver  kidneys  to  recipients 
who  share  six  HLA  antigens  with  the  donor.  Analysis 
of  672  recipients  at  The  University  of  Texas  at 
Houston  reveals  a marked  disparity  in  the  number 
of  HLA  antigens  identified  in  recipients,  correlating 
strongly  with  race  (Fig  1 ).  Of  303  white  recipients, 
162  had  six  HLA  antigens  identified,  compared  with 
only  50  of  1 58  black  recipients.  The  correlation  be- 
tween race  and  identification  of  a six-HLA-antigen 
phenotype  was  highly  significant  (p  < .001).  While 
the  benefit  in  kidney  survival  of  mandatory  six-HLA- 
antigen  kidney  graft  sharing  is  controversial,  this 
policy  in  its  present  form  appears  to  aggravate  racial 
inequalities  in  access  to  renal  transplantation. 

In  contrast  with  these  findings  in  renal  transplant 
recipients,  both  HLA  matching  and  blood  transfu- 
sions appear  to  have  a beneficial  effect  on  graft  out- 
come in  cyclosporine-treated  cardiac  transplant 
recipients  ( 58 ).  The  reasons  for  this  difference  be- 
tween groups  of  patients  is  unclear.  A potential  ex- 
planation may  be  that  heart  allografts  evoke  a more 
potent  immune  response,  that  induction  of  immu- 
nosuppression with  cyclosporine  is  less  efficient  in 
cardiac  allograft  recipients  than  in  renal  recipients, 
or  that  the  diagnosis  of  rejection  is  more  sensitive 
in  heart  transplant  patients.  Regardless  of  the  expla- 
nation, the  irony  remains  that  current  organ  alloca- 


/.  HLA-Ai,  -B,  -Dg  antigens  identified  on  peripheral  blood  lymphocytes  of  kidney  transplant 
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Total  No.  

of  Recipients  6 5 4 3 2 


White  303  162  100  35  5 1 

Black  158  50  63  34  9 2 
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tion  policy  dictates  kidney  distribution  largely 
based  upon  HLA  match,  for  which  there  is  little  sci- 
entific support,  while  cardiac  distribution  is  not 
based  on  tissue  typing,  despite  evidence  that  poorly 
HLA-matched  cardiac  recipients  may  experience  a 
higher  rate  of  rejection  and  less  efficient  utilization 
of  this  resource.  Until  the  scientific  basis  for  optimal 
organ  utilization  can  be  defined,  public  policy’  may 
need  to  err  toward  the  utilization  of  these  organs 
regionally,  to  minimize  the  time  the  organs  are  pre- 
served without  blood  flow. 

Summary 

In  summary,  renal  transplantation  has  emerged  from 
an  experimental  and  dangerous  treatment,  to  be  ap- 
plied only  in  selected  circumstances  and  with  a 
high  risk  to  the  patient,  to  the  common  and  pre- 
ferred form  of  therapy  for  end-stage  renal  disease. 
The  current  application  of  this  therapy  employs  the 
use  of  multiple  types  of  immunosuppressive  ther- 
apy, which  are  progressively  more  specific  and  less 
toxic.  As  novel  forms  of  immunoregulatory  thera- 
pies become  available,  a sensible  public  policy  for 
transplantation  must  be  formulated;  it  must  be  flex- 
ible enough  to  reflect  recent  medical  advances  and 
be  broad  enough  to  offer  the  restoration  of  life  and 
function  to  as  broad  a spectrum  of  people  as 
possible. 
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Though  many  of  the  scientific  and  medical  chal- 
lenges of  organ  transplantation  have  been  met, 
major  legal,  psychological,  economic,  and  moral 
problems  remain.  Four  developments  are  essential: 
a legal  framework  for  organ  donation,  techniques 
to  increase  the  supply  of  organ  donors,  ability  to 
finance  the  procedures,  and  clarification  of  meth- 
ods for  allocating  scarce  organs.  This  report 
focuses  on  the  issues  of  financing  and  organ  al- 
location, where  the  results  of  regulatory  and  legis- 
lative activity  have  been  far  from  definitive. 
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In  order  for  our  society  to  have  a successful 
organ  transplant  program,  tremendous  surgical 
and  medical  advances  were  required.  Similarly, 
there  was  a need  for  major  legal,  psychological,  eco- 
nomic, and  moral  developments.  This  report  will 
focus  on  some  of  these  developments. 

Four  areas  of  development  were  essential:  ( 1 ) A 
legal  framework  for  organ  donation  was  required. 
(2)  There  was  a need  to  increase  the  supply  of 
donor  organs.  ( 3 ) Financing  had  to  be  obtained  for 
these  very  expensive  medical  and  surgical  treat- 
ments. (4)  There  was  a need  to  clarify  a fair  method 
for  allocating  the  scarce  organs  among  the  larger 
number  of  potential  recipients. 

The  first  two  of  these  issues  were  addressed  by 
the  statutes  defining  brain  death,  allowing  for  a uni- 
form approach  to  anatomical  gifts,  and  requiring  the 
request  of  organ  donations  in  appropriate  cases. 
These  important  and  very  definitive  developments 
lie  beyond  the  scope  of  this  report.  We  will  focus 
instead  on  the  issues  of  financing  and  of  allocating 
organs,  where  the  results  have  been  far  less 
definitive. 

Financing  the  organ  transplant  program 

Organ  transplantation  is  an  extremely  expensive 
form  of  health  care,  one  for  which  few  individuals 
can  pay  from  their  own  pockets.  So  the  problem  of 
financing  organ  transplants  becomes  the  issue  of 
third-party  reimbursement  for  these  transplants. 

Three  approaches  seem  possible  to  this  question 
of  third-party  reimbursement.  The  first  is  that  organ 
transplantation  should  be  made  available  to  all  those 
in  need,  subject  only  to  the  limit  of  organ  avail- 
ability, and  that  there  ought  to  be  government  pro- 
grams to  finance  these  transplants  so  that  no  one  in 
need  is  denied  an  organ  if  one  is  available.  This 
would  involve  creating  or  modifying  federal  and 
state  programs  in  a fashion  similar  to  what  the  fed- 
eral government  did  with  its  end-stage  renal  disease 
program.  The  second  is  the  claim  that  transplanta- 
tion isn’t  the  sort  of  thing  that  governments  ought 


to  finance,  because  society  can’t  afford  to  spend 
such  large  sums  on  a small  number  of  individuals. 
Transplantation  ought  to  be  available  only  to  people 
who  can  pay  for  these  procedures  on  their  own,  or 
through  special  privately  financed  insurance,  or 
through  public  fund  raising  campaigns  of  the  type 
we  have  seen  so  often  in  recent  years.  The  third 
position  is  that  we  shouldn’t  have  an  organ  trans- 
plantation program  at  all.  There  are  other  more 
pressing  needs  in  the  health  care  delivery  system. 
The  best  thing  to  do  would  be  to  acknowledge  that 
this  is  a great  scientific  advance,  but  one  that  should 
not  be  introduced  clinically  because  there  are 
better  ways  to  spend  public  money.  In  the  end,  after 
all,  public  money  will  be  required  if  transplantation 
is  to  move  forward. 

These  then  are  the  three  major  positions  on  ra- 
tioning money  for  organ  transplantation:  On  the  one 
extreme,  everybody  is  going  to  be  eligible  for  trans- 
plantation if  medically  indicated  and  if  we  can  find 
the  organs.  The  government  will  fund  the  trans- 
plants. At  the  other  extreme,  nobody  is  going  to 
benefit  from  transplant  technology  because  we 
don’t  think  it  is  a good  expenditure  of  money  in 
comparison  to  other  possible  expenditures.  In  the 
moderate  position,  the  patient  is  entirely  respon- 
sible for  finding  the  money  and  will  receive  a trans- 
plant only  if  he  or  she  is  successful. 

A policy  which  combined  elements  of  the  first 
and  third  positions  was  recommended  by  the  Massa- 
chusetts Task  Force  on  Organ  Transplantation  in 
1987.  Its  claim  was: 

Transplantation  of  livers  and  hearts  should 
therefore  only  be  permitted  if  access  to  this  tech- 
nology can  be  made  independent  of  the  individ- 
ual’s ability  to  pay  for  it . . . The  Task  Force’s 
belief  is  that  these  procedures  should  be  per- 
formed on  those  who  are  likely  to  benefit  from 
them,  so  long  as  the  total  cost  is  controlled  and 
resources  are  not  directed  from  higher  priority 
medical  procedures  to  liver  and  heart  transplanta- 
tion (l,pp  165-170). 

The  first  part  of  this  claim  rejects  the  second  posi- 
tion. Organ  transplantation  must  be  available  to  all, 
subject  to  constraints  of  availability  of  organs  and 
resources,  or  to  none.  The  second  part  of  the  claim 
combines  elements  of  the  first  and  the  third  posi- 
tions. The  third  position  is  adopted  insofar  as  other 
elements  of  health  care  are  seen  as  having  priority. 
The  first  position  is  adopted  in  that  some  organ 
transplantation  will  be  available  regardless  of  ability 
to  pay  through  governmental  financing. 

A somewhat  different  approach  was  adopted  in 
1986  by  the  National  Task  Force  on  Organ  Trans- 
plantation ( 1,  pp  297-306).  It  agreed  that  trans- 
plantation should  be  available  regardless  of  ability 
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to  pay.  It  was  not  willing,  however,  to  give  this  life- 
saving technology  the  lower  priority  that  it  received 
in  the  Massachusetts  report.  Instead,  it  called  for  the 
development  of  a national  program  for  the  financing 
of  organ  transplantation  directly  through  govern- 
ment funds  or  indirectly  through  independent  third- 
party  programs.  While  recognizing  that  the  costs  of 
such  a program  might  be  very  high,  the  national 
task  force  felt  that  it  would  be  limited  because  the 
number  of  transplants  would  be  limited  by  the  pool 
of  potential  donors  per  year  (perhaps  25,000)  and 
by  the  small  percentage  who  actually  donate. 
Whether  this  is  a realistic  approach  or  wishful  think- 
ing is,  to  my  mind,  an  open  question. 

There  was,  of  course,  a different  approach  that 
the  national  task  force  could  have  taken.  It  could 
have  argued  as  follows:  Let  us  use  the  end-stage 
renal  disease  program  as  our  model.  While  it  does 
cost  much  more  than  anyone  originally  anticipated, 
it  does,  at  a cost  of  $2  billion  a year,  keep  70,000 
people  alive.  One  should  think  of  this  as  a tremen- 
dous humanitarian  statement  on  the  part  of  our  so- 
ciety. If  one  looks  at  the  end-stage  renal  program 
that  way,  there  is  no  great  problem  in  advocating  a 
similar  federally  funded  solid  organ  transplant  pro- 
gram. You  could  think  of  it  as  a tribute  to  the  great 
success  of  a society  that  has  both  technological 
strength  and  the  willingness  to  spend  money  to  pro- 
tect and  save  human  life.  But  what  about  money? 
One  cannot  spend  every  bit  of  the  Gross  National 
Product  on  health  care.  Still,  why  is  1 1 % of  GNP  an 
upper  limit?  More  crucially,  are  there  really  no 
better  ways  to  save  money?  Within  the  health  care 
system  today,  we  could  find  enough  misallocated 
dollars  to  fund  transplants.  Money  spent  on  the  pro- 
longation of  dying  in  intensive  care  units  might  be 
an  example.  There  are  a tremendous  number  of  pa- 
tients receiving  high  tech/high  cost  procedures  ( not 
unlike  transplantation)  that  are  not  going  to  make  a 
difference  to  the  patient’s  ultimate  outcome.  Let  us 
save  some  of  that  money  and  use  it  to  finance  this 
life-saving  technology. 

All  of  these  discussions  were  temporarily  made 
moot,  at  least  for  most  potential  heart  transplant  re- 
cipients, when  the  Health  Care  Financing  Admin- 
istration (HCFA)  announced  that  it  would  start 
covering  the  cost  of  heart  transplants.  This  an- 
nouncement, in  April  of  1987,  actually  followed  the 
lead  of  most  Blue  Cross/Blue  Shield  plans  and  other 
commercial  plans,  one  half  of  state  Medicaid  plans, 
and  one  third  of  the  health  maintenance  organiza- 
tions (HMOs)  (2).  Some  commentators  had  argued 
that  this  extension  of  Medicare  coverage  would  be 
inappropriate  because  of  the  high  costs  of  trans- 
plants. HCFA’s  response  was  to  avoid  the  question: 

Under  Medicare,  payment  must  be  made  for 

services  that  are  reasonable  and  necessary  and 


otherwise  covered  under  the  program.  We  have 
determined  that  when  heart  transplants  are  per- 
formed by  facilities  that  meet  the  criteria  we 
specify,  such  services  are  medically  reasonable 
and  necessary  (3). 

In  effect,  HCFA  extended  coverage  to  heart  trans- 
plants without  considering  the  policy  issues  we 
have  been  discussing.  Its  argument  was  that  its  stat- 
utory mandate  left  it  no  option. 

Where  then  do  we  stand  on  the  financing  of 
organ  transplantation?  Without  finally  deciding  the 
policy  debate,  our  society  has  arrived  at  a position 
of  increasingly  financing  organ  transplants  regard- 
less of  ability  to  pay.  Many  gaps  remain,  of  course,  in 
this  coverage  (especially  by  Medicaid  and  HMOs, 
and  for  other  more  experimental  transplants  ).  More 
importantly,  however,  there  has  been  no  definitive 
social  policy  adopted.  As  the  costs  of  health  care,  in 
general,  and  organ  transplantation,  in  particular,  in- 
crease, the  issues  we  have  been  discussing  will  re- 
emerge  for  further  debate.  Consider,  for  example, 
the  recent  Oregon  decision  not  to  fund  bone  mar- 
row transplants  under  Medicaid.  The  financial  foun- 
dation for  the  organ  transplant  program  remains  far 
from  secure. 

Allocating  the  available  organs 
As  things  stand  now,  there  is  a tremendous  shortage 
of  organs.  The  new  state  law  mandates  that  when  a 
suitable  donor  dies  in  a hospital,  and  when  the  hos- 
pital has  been  notified  that  an  organ  is  needed,  the 
family  shall  be  informed  of  the  option  to  donate 
organs  or  tissue.  (If  the  decedent  has  expressed  an 
objection  to  donation,  the  mandate  is  waived.)  That 
law  may  help,  but  the  shortage  will  not  go  away. 

The  problem  then  becomes  one  of  how  to  decide 
who  shall  live  and  who  shall  die.  This  is  the  alloca- 
tion issue  which  has  received  so  much  attention 
recently. 

The  widespread  consensus  which  has  emerged  is 
that  this  decision  should  be  based  upon  objective 
criteria  which  will  avoid  favoritism  and/or  hidden 
or  explicit  biases.  We  find  these  themes  very  promi- 
nently in  the  reports  of  both  the  Massachusetts  task 
force  and  the  federal  task  force.  To  quote  the  latter: 

The  Task  Force  recommends  that  selection  of 
patients  both  for  waiting  lists  and  for  allocation  of 
organs  be  based  on  medical  criteria  that  are  pub- 
licly stated  and  fairly  applied.  The  criteria  for  pri- 
oritization should  be  developed  by  a broadly 
representative  group  that  will  take  into  account 
both  need  and  probability  of  success.  Selection  of 
patients  otherwise  equally  medically  qualified 
should  be  based  on  length  of  time  on  the  waiting 
list  (1,  p 303). 


Volume  84  December  1988 


While  all  of  this  seems  satisfactory  as  far  as  it  goes,  it 
leaves  many  questions  open  for  further  deliberation. 

As  medical  criteria  began  to  be  developed  in  the 
early  1980s,  two  criteria  emerged  that  seem  both 
relevant  and  troubling  ( 1,  p 308).  The  first  is  that  an 
appropriate  recipient  is  one  who  has  an  adequate 
support  system,  since  such  a system  is  vital  during 
the  inevitable  waxing  and  waning  of  the  patient’s 
clinical  status,  and  is  needed  for  adherence  to  a 
long-term  medical  regimen.  The  second  related  cri- 
terion, relevant  for  the  very  same  reasons,  is  that 
the  patient  should  have  no  history  of  behavior  pat- 
terns or  psychiatric  illnesses  likely  to  significantly 
interfere  with  the  required  disciplined  medical  regi- 
men. Both  of  these  requirements  make  sense.  Yet, 
both  of  them  have  the  potential  for  favoritism  and 
for  the  display  of  implicit  biases  as  one  tries  to 
judge  nonstandard  support  systems  and  people 
whose  lives  have  been  lived  in  idiosyncratic  fash- 
ions. How  can  we  assess  these  obviously  crucial  fea- 
tures while  avoiding  the  potential  problems? 

Balancing  need  and  probability  of  success  is  a sec- 
ond very  tricky  issue.  To  see  why,  imagine  the  fol- 
lowing not  uncommon  scenario;  A heart  becomes 
available  and  there  are  two  recipients  in  nearby  pro- 
grams. One  is  very  close  to  death,  and  this  is  proba- 
bly his  last  chance.  The  probability  of  success  is  not 
that  high,  however,  because  of  the  damage  done  to 
his  body  during  the  waiting  period.  The  other’s 
situation  is  somewhat  better,  so  the  probability  of 
success  is  somewhat  higher.  His  need  is  not  that  ur- 
gent, however,  and  there  is  a good  chance — but  no 
guarantee — that  another  organ  will  become  avail- 
able in  time.  Who  should  get  this  organ?  How  do  we 
balance  need  and  probability  of  success?  How  do 
we  factor  in  the  probability  that  another  organ  will 
become  available  in  time?  I once  suggested  to  a col- 
league considering  this  problem  that  he  should  flip 
a coin  to  decide  who  gets  the  heart.  My  point  was 
not  to  suggest  that  as  a real  solution.  It  was  rather  to 
highlight  the  fact  that  we  don’t  really  have  any  prin- 
cipled fashion  for  making  such  decisions,  so  we 
need  to  both  recognize  and  be  troubled  by  the  real- 
ity of  arbitrariness  as  an  element  of  decision  making 
in  the  allocation  of  organs. 

A third  issue  is  the  question  of  nonresident  aliens. 
Where  should  they  stand  in  the  queue  for  the  al- 
location of  organs?  Their  need  may  be  just  as  great. 
Is  a decision  to  limit  the  percentage  of  organs  avail- 
able to  them  a case  of  unfair  bias  and  discrimina- 
tion, or  is  it  a recognition  that  available  organs  are  a 
national  resource  to  be  used  for  our  nationals? 

Finally,  there  is  the  question  of  length  of  time  on 
the  waiting  list.  The  national  task  force  chose  it  as 
the  final  criterion  if  all  else  is  equal,  adopting  this 
objective  criterion  on  the  intuitive  grounds  that  it  is 
fair.  But  is  it  really  fair?  Time  on  a waiting  list  means 
different  things  for  different  individuals,  depending 


upon  their  financial  resources  (they  may  have  to 
wait  a long  way  from  their  normal  home),  their  abil- 
ity to  handle  uncertainty  and  stress,  the  nature  of 
their  pre-illness  activities,  etc.  These  are  difficult 
matters  to  assess,  and  it  may  be  best  at  the  end  to 
disregard  them  so  as  to  avoid  real  potentials  for 
abuse.  But  it  would  be  wrong  to  suppose  that  length 
of  time  on  the  waiting  list  is  as  fair  a criterion  as  it 
initially  appears  to  be. 

All  of  these  problems  arise,  of  course,  because  of 
the  imbalance  between  the  demand  for  organs  and 
the  supply  of  them.  It  might  be  suggested  that  they 
would  disappear  as  we  become  more  successful  in 
securing  organs  from  potential  donors.  I think  not. 
As  the  supply  increases,  the  understandable  and  ap- 
propriate response  will  be  to  weaken  the  criteria  for 
potential  recipients  and  to  attempt  to  save  more 
lives.  In  this  way,  demand  will  always  exceed  sup- 
ply. We  must  do  everything  we  can  to  increase  sup- 
ply. Any  belief  in  the  value  of  human  life — much 
less,  the  sanctity  of  human  life — demands  that.  But 
we  must  not  be  fooled  into  thinking  that  this  will 
resolve  the  allocation  problem.  The  allocation  prob- 
lem is  another  foundation  of  the  organ  transplant 
program  that  is  far  from  secure. 
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lilThe  work  I rn  doing  in  the  Army  Reserve  fits 
perfectly  with  my  academic  research  interests  in  civilian 
life.  The  Army  is  very  concerned  with  the  effects  of 
high -altitude  cerebral  edema,  which  is  a mirror  model 
of  cerebral  hypoxia,  something  I deal  with  every  day 
in  our  neurosurgical  intensive  care  unit.  I couldn’t  ask 
for  a smoother  transition.  And  that’s  true  for  a lot  of 
Reserve  physicians.  All  we  really  do  is  change  our  clothes, 
not  our  mindset. 

“Some  of  the  projects  the  Army  is  undertaking 
are  on  the  cutting  edge  of  research.  For  example.  I’m 
currently  involved  in  developing  for  the  Army  a proto- 
type of  a non -invasive  intracranial  pressure -monitoring 
device  that  we  hope  will  allow  us  to  measure  pressure 
changes  as  the  brain  swells— without  drilling  holes 
in  the  skull.  If  we  can  get  our  design  to  work,  such  a 
device  could  revolutionize  high-altitude  medicine  as  well 
as  civilian  neurosurgical  care. 

“The  quality  of  medicine  and  the  caliber  of  people 
I’ve  been  associated  with  in  the  Army  Reserve  are, 
without  question,  equal  to  civilian  hospitals.  In  fact.  I’m 
giving  serious  consideration  to  applying  for  an  active 
duty  academic  position  in  Army  Medicine  when  my 
residency  ends  at  Massachusetts  General.  N 

Find  out  more  about  the  medical  opportunities 
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feature 


A second  chance 


During  Texas  Medical  Association’s 
1987  annual  session  in  Houston,  Jim 
Bob  Brame,  MD,  was  the  association’s 
outgoing  president,  a demanding  posi- 
tion that  generates  a whirlwind  of  ac- 
tivity and  pageantry.  At  the  same  time, 
in  a nearby  hospital,  Dr  Brame’s 
nephew  Christopher  Hilliard,  Jr,  was  at 
the  center  of  his  own  whirlwind  of  ac- 
tivity as  the  National  Donor  Network 
searched  desperately  for  a heart  and 
physicians  waited  to  perform  a life- 


saving transplant  on  the  weakening  9- 
year -old. 

Dr  Brame  stayed  with  the  Hilliard 
family,  serving  as  their  advocate  in  the 
hospital,  and  participated  in  the  annual 
session  as  time  and  Christopher’s  condi- 
tion allowed.  At  the  meeting  Dr  Brame’s 
colleagues  watched  and  hoped  with  him 
for  a happy  outcome,  and  it  came  in  the 
nick  of  time. 

Today,  Christopher  is  occupied  with 
the  interests  that  most  1 1 -year-old  boys 


share,  but  he  has  gained  an  insight  and 
determination  that  sets  him  apart  "Td 
tell  ( other  children  who  are  ill)  to  keep 
on  trying.  Hang  in  there.  ” In  a news 
conference  the  day  after  Christopher’s 
surgery,  Chris  Hilliard  epitomized  his 
son’s  youthful  spirit  “We  thank  our  son 
for  giving  us  the  strength  to  face  this  or- 
deal with  his  bravery — never  crying 
never  asking  ‘Why  me?”’ 

In  the  following  article,  Christopher 
Hilliard  and  his  parents  tell  the  dra- 
matic story  of  Christopher’s  second 
chance  at  life. 


It’s  been  a long  road  back  to  ano- 
nymity for  Christopher  Hilliard.  But, 
today  the  1 1 -year-old  is  one  of  the 
crowd,  much  to  the  delight  of  his  parents 
and  everyone  who  loves  him. 

Christopher  skyrocketed  to  fame  in 
May  of  1987,  as  he  lay  dying  in  Texas 
Children’s  Hospital  in  Houston.  A heart 
transplant  offered  his  only  hope  for  sur- 
vival, but  a heart  was  not  available.  A 
public  vigil  began  when  his  parents  ap- 
proached the  news  media  with  their  plea 
for  a heart  to  save  the  boy’s  life.  Christo- 
pher’s face  became  a fixture  on  news 
broadcasts  and  the  front  page  as  the  sus- 
penseful drama  led  him  to  the  brink  of 
death.  Two  days  later  the  story  ended 
happily  when  a heart  became  available 
and  physicians  performed  the  life-saving 
transplant  surgery. 

Although  the  newsworthy  portion  of 
Christopher’s  story  was  brief,  his  health 
problems  had  surfaced  several  years  be- 
fore he  reached  Texas  Children’s  Hospi- 
tal. Physicians  diagnosed  Christopher’s 
cardiomyopathy  in  1985  and  informed 
Chris  and  Mimi  Hilliard  that  their  son 
eventually  would  be  a candidate  for  a 
transplant.  The  prophecy  was  inescap- 
able, but  the  Hilliards  temporarily  dis- 
missed it  while  Christopher  maintained  a 
deceptively  healthy  lifestyle  for  two 
years,  enjoying  soccer  and  school.  “At 
one  point,  they  took  him  off  his  medicine 
totally,”  Mrs  Hilliard  recalls.  “Not  many 
people  even  knew  about  his  condition. 
What  we  didn’t  realize  is  that  when  you 


Chris  and  Mimi  Hilliard  kept  watch  over  their  son 
Chris  as  they  waited  for  a life-saving  donor  heart  to 
become  available  in  May  1987.  (Photo  by  Craig 
Hartley,  The  Houston  Post ) 
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have  cardiomyopathy,  it  runs  its  course 
sooner  or  later.” 

The  disease  caught  up  with  Christo- 
pher in  the  spring  of  1987.  In  Mr  Hil- 
liard’s words,  Christopher  “went  downhill 
fast.”  In  May,  the  boy  entered  Texas  Chil- 
dren’s Hospital.  His  physicians  predicted 
that  Christopher  could  survive  for  a num- 
ber of  weeks  while  awaiting  a transplant, 
but  the  prognosis  was  overly  optimistic. 
Christopher’s  condition  deteriorated  rap- 
idly. Instead  of  weeks,  he  had  days.  Will- 
ing to  grasp  at  any  straw  of  hope,  the 
Hilliards  decided  to  make  a public  plea. 

Houston’s  television  stations  and  news- 
papers jumped  at  the  suspenseful  story. 
Media  throughout  the  state  also  picked 
up  the  coverage.  Examining  every  angle 
of  the  family’s  predicament,  reporters 
sought  out  relatives,  friends,  and  physi- 
cians, as  well  as  Mr  and  Mrs  Hilliard.  In 
the  midst  of  this  turmoil,  the  Hilliards 
took  turns  sleeping  at  the  hospital  on  a 
small  day  bed  that  “looked  like  a king- 
size  bed”  to  an  exhausted  Mimi  Hilliard. 
The  Hilliards’  6-year-old  daughter  Jen- 
nifer stayed  with  friends. 

On  May  1 4,  Christopher  was  well 
enough  to  complain  on  camera  about  the 
hospital  monitors  that  had  robbed  him  of 
his  freedom  to  move  about.  But  the  next 
day  his  condition  grew  still  worse.  Physi- 
cians attached  Christopher  to  an  external 
heart  pump  to  buy  precious  time,  and  he 
slipped  into  a coma.  Physician  James 
Hoyle,  MD,  told  a reporter,  “Christopher 
will  wake  up  when  he  has  a new  heart.” 

While  Christopher  lay  at  death’s  door, 
Texas  Governor  Bill  Clements  made  a 
public  appeal  for  a heart,  and  the  White 
House  sent  the  Hilliards  a message  of  en- 
couragement. Friends  demonstrated  their 
support  by  participating  in  a blood  drive 
at  St  Francis  Episcopal  School,  where 
Christopher  was  in  the  third  grade. 

It  is  not  known  if  public  attention  con- 
tributed to  the  success,  but  on  May  16, 
1987,  the  death  of  an  out-of-state  teen- 
ager provided  the  heart  needed  to  save 
Christopher’s  life.  In  the  predawn  hours 
of  May  16,  1987,  the  new  organ  was  im- 
planted in  a 90-minute  procedure,  and 
Christopher  was,  in  surgeon  O.  Howard 
Frazier’s  words,  “back  in  the  game.” 

Christopher  still  faced  obstacles  to  vic- 
tory. Following  the  surgery,  he  was  tem- 
porarily blind.  “He  couldn’t  distinguish 
between  night  or  day  for  about  two 


Jim  Bob  Brame,  MD,  Christopher’s  uncle, 
was  in  Houston  to  carry  out  his  obliga- 
tions as  Jim  Bob  Brame,  MD,  outgoing 
president  of  the  Texas  Medical  Associa- 
tion, during  the  1987  annual  session.  But, 
his  presence  in  the  city  took  on  added 
significance  as  his  nephew’s  condition 
worsened.  There  never  was  any  question 
of  which  role,  uncle  or  medical  leader, 
took  precedence.  “We  knew  where  our 
responsibilities  were,  and  they  certainly 
were  with  the  Hilliard  family  at  that  time. 
I guess  it  points  out  what’s  really  impor- 
tant in  life,”  Dr  Brame  says.  “Work  with 
your  peer  group,  as  important  as  it  is,  has 
to  take  a back  seat  to  family  affairs.” 

Dr  Brame’s  expertise  was  a comforting 
link  for  the  Hilliards  as  they  faced  a situa- 
tion that  easily  could  have  been  over- 
whelming. “I  was  able  to  talk  ‘medical- 
ese’  to  the  surgeons  and  the  staff,  and 
then  serve  as  a reinterpreter  for  what 
they  had  heard,”  Dr  Brame  recalls.  He 
adds,  “The  Hilliards  received  so  much 
support  from  the  medical  and  nursing 
staff  at  the  hospital,  it  made  my  relation- 
ships a lot  easier.  Christopher’s  physi- 
cians were  there  to  answer  questions, 
and  the  support  staff,  the  hospital  coun- 


Jim  Boh  Brame.  MD.  tapes  a public  service 
announcement  emphasizing  the  need  for  donor 
organs  for  transplants. 


seling  group,  and  the  individual  nurses 
were  just  superb.” 

Dr  Brame  views  the  shortage  of  donor 
organs  as  the  major  drawback  to  ad- 
vances in  transplant  medicine,  and  he  is 
the  association’s  spokesman  in  a public 
service  announcement  that  aims  to  in- 
crease public  awareness  of  the  shortage. 
“As  physicians,  we  have  to  discuss  this 
situation  with  our  own  family  members, 
as  well  as  our  patients,”  he  says.  And  as  a 
family  physician  in  rural  Eldorado,  he 
feels  a special  obligation.  “Because  of  the 
distances  in  West  Texas,  what  might  be  a 
traumatic  death  in  West  Texas  because  of 
the  lack  of  advanced  trauma  care  would 
be  a severe  injury  in  Houston.  We  have 
so  many  deaths  from  trauma  in  our  rural 
areas,  the  rural  physicians  have  to  be 
even  more  conscious  of  the  need  for 
donor  organs.” 

As  a devoted  family  member  who  also 
happens  to  be  a physician,  Jim  Bob 
Brame,  MD,  has  the  undying  gratitude  of 
his  brother-in-law  Chris  Hilliard  and  Mrs 
Hilliard.  “Jim  is  our  hero,”  Mimi  Hilliard 
says.  “We  literally  could  not  have  made  it 
through  our  son’s  transplant  with- 
out him.” 
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Christopher  Hilliard  and  his  sister  Jennifer  enjoy  the 
sights  at  Florida’s  Disneyworld  during  a family 
vacation  last  summer. 


weeks,”  his  father  says.  “Then  after  a 
month  or  so,  he  was  able  to  see  objects.” 
A lung  infection  also  delayed  Christo- 
pher’s recoveiy’.  But,  on  July  7,  1987, 
Christopher  went  home  a winner. 

He  thrived  in  the  care  of  his  family. 
Three  months  after  his  surgery,  Christo- 
pher’s physicians  gave  him  permission  to 
swim  in  his  backy  ard  pool.  “We  had  a 
splash  day  party,”  Mrs  Hilliard  says.  “And, 
we  couldn’t  get  him  out  of  the  pool  once 
he  got  in.  It  made  me  a little  nervous.” 

A homebound  teacher  tutored  Christo- 
pher through  fourth  grade  while  he  con- 
tinued to  recuperate.  But  even  at  that 
stage,  he  was  vigorous  enough  to  find  the 
homebound  program  “boring,”  and  he 
longed  to  be  among  his  peers.  The  Hil- 
liards  still  marvel  at  their  son’s  resilience. 
Mrs  Hilliard  says,  “It  was  so  amazing.  He 
was  desperately  ill  one  moment,  and  a 
matter  of  days  later,  his  color  was  good, 
lliat’s  what  the  nurses  couldn’t  get  over. 
One  moment  he  was  ashen  white,  and 
the  next  moment,  blossoming  with  color, 
and  his  toes  and  fingers  were  warm.  It’s 
just  unbelievable.” 

Today  Christopher  is  the  typical  1 1- 
year-old.  He  dismisses  his  fleeting  fame, 
saying  that  at  the  time  of  his  illness,  he 
was  “not  really”  aware  of  his  celebrity 
status.  He  considers  the  transplant  “old 
news.”  He’s  now  in  the  fifth  grade  at  St 
Francis,  where  his  favorite  subjects  are 
science  and  math.  A sports  enthusiast,  he 
swims  and  plays  soccer,  tennis,  and  bas- 
ketball. Although  he’s  an  energetic 
player,  he  admits,  “Soccer’s  rough  when 
you’re  running  up  and  down  the  field 
about  five  times.”  Christopher  also  enjoys 
television.  Perhaps  reflecting  his  feelings 
for  his  attorney  father,  Christopher’s  fa- 
vorite program  is  “LA  Law.”  While  fo- 
cused on  the  television  set,  he  also  likes 
to  play  video  games.  And,  he’s  active  in 
Boy  Scouts.  Like  most  boys  his  age,  Chris- 
topher grumbles  that  his  younger  sister 
Jennifer  “gets  on  my  nerves.”  Nonethe- 
less, his  mother  reveals,  Jennifer  was  the 
first  person  he  asked  about  in  the  recov- 
ery room  following  his  surgery.  Despite 
her  young  age,  Jennifer  was  aware  of  the 
serious  nature  of  his  illness  and,  at  the 
height  of  media  interest,  searched  the 
newspapers  daily  for  his  photograph. 

While  the  Hilliards  obviously  are  elated 
by  Christopher’s  continuing  recovery, 
their  lives  have  changed.  Christopher’s 


vision  continues  to  improve,  but  he  still 
has  difficulty  reading.  His  parents  help 
him  with  his  homework  and  hope  for  fur- 
ther improvement  “because  he  really  en- 
joyed reading.”  The  illness  also  left  him 
with  a hearing  deficiency.  According  to 
Mimi  Hilliard,  Christopher  is  “a  good 
trooper”  about  taking  cyclosporine  three 
times  a day.  Mixing  the  antirejection 
drug  with  chocolate  milk  or  orange 
makes  “the  nasty  stuff’  more  palatable, 
she  says.  Christopher  also  has  periodic 
biopsies  to  detect  any  sign  of  rejection. 

The  Hilliards’  personal  experience 
made  them  painfully  aware  of  the  need 
to  increase  public  awareness  of  the  na- 
tionwide shortage  of  donor  organs, 
which  is  acute.  Last  year,  Christopher  and 
his  father  shared  their  experience  at  a 
Cub  Scout  meeting  focusing  on  organ  do- 
nation. Their  experience  also  brought 
them  in  contact  with  other  transplant 
candidates  and  recipients,  with  whom 
they  stay  in  touch.  They  participate  in 
the  activities  of  the  Texas  Heart  Institute, 
Houston’s  cardiovascular  treatment,  re- 
search, and  educational  center,  and  the 
Heart  Exchange  Support  Group.  In  a tele- 
vision interview,  when  things  looked 
darkest  for  Christopher,  Mimi  Hilliard 
tearfully  said  that  she  would  not  hesitate 
to  donate  organs  if  a part  of  her  son 
could  go  on.  She  foresees  further  involve- 
ment in  the  future.  “It’s  something  we 
would  love  to  be  more  involved  in  after 
our  children  are  through  school.  Most 
people  don’t  think  about  it.  I admitted  on 
television  that  until  it  happened  to  me. 

I’d  never  even  addressed  it.” 

Meanwhile,  the  Hilliards  are  pleased 
that  Christopher  and  his  friends  regard 
the  transplant  as  “old  news.”  According 
to  Mr  Hilliard,  “Initially,  it  was  a novelty 
for  his  friends  to  see  him  on  television. 
And,  when  he  first  came  home,  when 
they  were  able  to  play  with  him  and  see 
him,  we  were  worried  about  germs  and 
infection.  So,  there  was  a bit  of  a transi- 
tion period.  But,  now  he’s  just  one  of  the 
kids  at  school.  He’s  just  another  kid  that 
they  can  walk  up  to  and  hit.  Just  another 
guy.”  His  wife  adds,  “And,  that’s  the  best. 
That’s  what  we’ve  been  waiting  for — just 
to  be  one  of  the  crowd  again.” 

DONNA  B.  JONES 

News  Editor,  Texas  Medicine 


Texas  Medicine 


Olinical  Abstracts 


Clinical  abstracts  are  selected  from  current  reviews  in  100 
internationally  recognized  journals  received  by  the  TMA  Me- 
morial Library  each  month. 

The  role  of  nitrates,  beta  blockers,  and  calcium  antago- 
nists in  stable  angina  pectoris.  Pingkwan  Chan,  MD;  Jae- 
kyeong  Heo,  MD;  Garo  Garibian,  MD;  et  al.  (The  C.V.  Mosby 
Co),  American  Heart  Journal,  vol  1 16,  no  3,  pp  838—848. 

Numerous  controlled  studies  have  shown  that  nitrates,  beta 
blockers,  and  calcium  antagonists  are  effective  in  the  treatment 
of  stable  angina  pectoris.  The  pharmacokinetics,  pharmacody- 
namics, and  hemodynamic  effects  of  these  agents  are  different, 
and  thus  combination  therapy  offers  additive  improvement  and 
also  counterbalancing  of  the  undesirable  side  effects  of  each 
drug.  The  choice  of  therapy  depends  on  the  severity  of  symp- 
toms, associated  diseases,  compliance,  side  effects,  and  status 
of  left  ventricular  function.  The  main  mechanism  of  improve- 
ment is  a decrease  in  myocardial  oxygen  consumption,  though 
an  increase  in  coronary  blood  flow  is  another  potential  reason 
for  the  use  of  calcium  blockers.  This  review  considers  the 
properties  of  these  drugs,  their  mechanisms  of  action,  and  the 
results  of  randomized  studies. 


Preventing  the  spread  of  infectious  diseases.  Precaution- 
ary measures  for  the  office  setting.  Inge  Gurevich,  RN,  MA, 
CIC;  Barbara  Yannelli,  RN,  CIC;  and  Burke  A.  Cunha,  MD. 
{McGt3w-ll\\\),PostgraduateMedicine,  vol  84,  no  3,  pp  89-93, 
96-99. 

Exposure  to  an  infectious  disease  is  possible  in  any  setting,  but 
in  the  physician’s  office  the  likelihood  is  greatly  increased.  The 
authors  discuss  methods  to  help  safeguard  healthcare  workers 
(and  patients),  reviewing  the  latest  information  from  the  Cen- 
ters for  Disease  Control  and  other  sources,  and  give  a summary 
in  tabular  form  that  can  be  posted  for  quick  and  easy  reference. 


The  approach  to  chronic  cough  in  childhood.  J.J.  Ries- 
man,  MD;  G.J.  Canny,  MD;  and  H.  Levison,  MD.  (American  Col- 
lege of  Allergists),  Annals  of  Allergy,  vol  6l,  Sept  1988,  pp 
163-169. 

Chronic  cough  is  a fairly  common  pediatric  complaint.  Usually, 
it  is  secondary  to  irritation  of  the  airways  following  a respira- 
tory viral  infection.  In  these  cases,  the  cough  tends  to  diminish 
over  time.  There  may,  however,  be  a subsequent  development 
of  bronchial  hyperreactivity.  Asthma  is  common  in  the  pedi- 
atric population.  From  50%  to  90%  of  chronic  coughers  may 
have  hyperreactive  airways.  In  the  absence  of  a pulmonary 
function  laboratory  to  test  for  this,  a trial  of  bronchodilator 
therapy  is  warranted.  Other  conditions  discussed  may  also 
cause  chronic  cough  and  a thorough  history  and  physical  ex- 
amination with  some  simple  radiologic  investigations  can  help 
pinpoint  the  cause.  Specific  therapy  can  then  be  used  to  man- 
age the  problem.  In  addition  to  specific  therapy,  care  must  be 


taken  to  explain  to  the  parents  and  patient  the  physiology  of 
the  cough  and  why  it  is  present.  Anxieties  and  fears  should  be 
dealt  with  in  a caring  and  direct  manner.  Occasionally,  non- 
specific therapy  is  needed  to  allow  the  parents  and  child  some 
rest  and  relief 


Human  immunodeficiency  virus  infection  in  women. 
The  effects  of  human  immunodeficiency  virus  on  preg- 
nancy. D.  Jay  Gloeb,  DO;  Mary  Jo  O’Sullivan,  MD;  and  Jonell 
Efantis,  RN,  ARNP,  MSN.  (The  C.V.  Mosby  Co),  American  Jour- 
nal of  Obstetrics  & Gynecology,  vol  159,  no  3,  pp  756-761. 

The  clinical  courses  and  initial  neonatal  outcomes  of  50  pa- 
tients with  human  immunodeficiency  virus  infection  were  fol- 
lowed on  antepartum,  intrapartum,  and/or  postpartum  bases, 
between  July  18,  1986,  and  Dec  27,  1987,  at  the  University  of 
Miami  School  of  Medicine/Jackson  Memorial  Medical  Center. 
The  mean  age  at  the  time  of  the  most  recent  delivery  was  27 
years.  Cases  attributable  to  the  single  risk  factor  of  heterosex- 
ual transmission  accounted  for  76%  of  the  cumulative  number. 
Twenty-eight,  or  56% , of  the  total  sample  were  of  Haitian  an- 
cestry. The  patients  in  this  study  group  did  experience  several 
complications  of  pregnancy.  Interestingly,  more  than  one  third 
of  the  pregnancy  courses  ( 34.6%  ) were  complicated  by  pre- 
term labor.  Only  1 5.4%  of  the  patients  had  premature  rupture 
of  membranes.  A higher  rate  of  infection  of  the  genitourinary 
tract  and  an  increased  incidence  of  sexually  transmitted  dis- 
eases in  women  known  to  be  infected  with  human  immu- 
nodeficiency virus  are  suggested.  Less  clear  is  the  contribution 
of  genitourinary  tract  infection  and  sexually  transmitted  dis- 
eases to  the  risk  of  acquired  immunodeficiency  syndrome  or 
perinatal  human  immunodeficiency  virus  transmission.  Al- 
though a total  of  10  patients  in  the  study  group  were  known  to 
have  children  infected  with  human  immunodeficiency  virus, 
only  longitudinal  studies  of  the  children  of  the  mothers  in  this 
group  will  shed  light  on  the  number  of  children  who  ulti- 
mately become  infected  with  human  immunodeficiency  virus. 
Similarly,  although  the  majority  of  patients  in  this  report  re- 
mained asymptomatic  during  the  course  of  their  pregnancies,  a 
matched,  controlled  study  is  necessary  to  confirm  that  preg- 
nancy does  not  accelerate  the  progression  of  human  immuno- 
deficiency virus  infection. 
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No  Need  to  Feel 
Helpless,.. 


Few  things  elicit 

feelings  of  depression, 

rage,  helplessness  and 

exasperation  as  thor' 
oughly  as  receiving  suit 
papers  for  a malpractice 
claim.  This  physician 
suffered  just  such  an 
unpleasant  experience... 
but  his  odds  of  winning 
were  better  than  most. 
Why?  Because  his  profes' 
sional  liability  insurance 
carrier  is  Insurance 
Corporation  of  America. 

The  circumstances  of 
this  claim  could  occur  and 
have  occurred  in  operating 
rooms  and  doctors’  offices 
everywhere.  A routine 
surgical  procedure  went 
sour  when,  for  no 
apparent  reason,  the 
patient  suffered  a cardiac 
arrest.  Prompt  and  proper 
attempts  at  resuscitation 
failed.  Our  physician  was 
sued  along  with  other 


During  discovery,  information 
was  released  indicating  the  pa- 
tient had  previously  undergone 
similar  surgery  under  anesthesia 
without  incident.  Because  of 
ICA’s  diligence  and  our  willing- 
ness to  exhaust  all  legal  remedies, 
the  jury  was  allowed  to  hear  the 
autopsy  report  as  well  as  the 
patient’s  past  medical  history. 
Those  defendants  who  settled 
quickly  never  had  an  oppor- 
tunity to  present  that  evidence. 
And  ultimately  our  insured  was 
exonerated. 


surgeons  in  the  operating  room,  the 
primary  care  physician,  the  anesthe- 
siologist and  the  hospital. 

Subsequent  to  surgery,  it  was 
determined  the  patient  had  arrested  as  a 
result  of  an  allergic  reaction  to  the 
anesthesia.  Unlike  other  carriers 
involved,  who  settled  quickly  to  avoid 
costly  "death  incident”  litigation,  1C  A 
recognized  our  physician  was  not  at  fault. 
Fortunately  for  him,  ICA  is  dedicated  to 
the  strongest  claims  defense  possible. 
And  because  ICA  also  understands  that  a 
doctor’s  most  valuable  asset  is  his 
reputation,  protecting  it  becomes  our 
bottom  line. 

So  ICA  and  the  doctor  fought  alone  — 
and  at  ICA’s  expense.  ICA  in-house 
attorneys  screened  and  selected  local 
defense  attorneys  skilled  in  malpractice 
cases  and  familiar  with  the  judicial 
climate  of  the  region.  Then,  they  planned 
strategy,  investigated  the  facts,  and 
monitored  the  defense. 


What  does  this  mean  to  the  doctor? 
He  leaves  the  courtroom  with  his 
reputation,  his  policy  limits  and  his 
checkbook  intact,  all  because  of  his 
partnership  with  ICA,  where  we  put 
reputation,  principles  and  dignity  ahead 
of  the  quick  fix.  The  reason  why? 
Because  ICA  is  people  who  care.  Period. 


People  Who  Care 


INSURANCE  CORPORATION  OF  AMERICA 

Houston,  Texas  713  (871-8100) 
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Organ  donation  and 
transplantation — what  every 
physician  should  know 

Advances  in  transplantation  technologies  have  enabled  phy- 
sicians to  enhance  the  quality  of  many  patients’  lives.  How- 
ever, the  successes  won  through  technology  have  made 
evident  a need  for  increasing  the  supply  of  organs  and 
tissues.  The  family  of  a patient  ( with  organs  medically  suit- 
able for  donation)  whose  death  occurs  in  a hospital  must 
now  be  asked  if  the  decedent  is  a donor,  or  given  the  option 
to  donate  the  decedent’s  organs  and  tissues  unless  actual  no- 
tice of  objections  to  donation  is  known.  The  Texas  Anatomi- 
cal Gift  Act  (1)  requires  hospitals  to  adopt  policies  and 
protocols  for  requesting  at  the  time  of  death,  the  next  of 
kin’s  consent  to  give  all  or  any  part  of  a decedent’s  body  for 
donation,  for  transplantation,  or  for  research.  Recent  amend- 
ments to  the  Social  Security  Act  also  provide  a requirement 
for  hospital  protocols  for  organ  procurement  as  a condition 
of  Medicare  participation  (2).  This  article  updates  informa- 
tion that  was  published  in  this  column  in  October  1987.  It 
explores  the  role  of  the  physician  and  the  hospital  in  light  of 
the  law  that  mandates  “required  requests.  ” 

Legal  framework  for  organ  donation 

The  50  states  and  the  District  of  Columbia  have  adopted  the 
Uniform  Anatomical  Gift  Act.  The  6 1st  Legislature  enacted  this 
statute  in  Texas  in  1969.  The  legislature  has  amended  the  stat- 
ute a number  of  times.  Most  recently,  the  70th  Legislature 
adder!  lUe  requirement  that  hospitals  establish  a protocol  for 
identL)  ing  potential  organ  and  tissue  donors  and  for  informing 
persons  of  the  option  to  donate  ( 3 ). 

Hospital  protocols 

ITie  Texas  Anatomical  Gift  Act  requires  each  hospital  in  Texas 
to  develop  a protocol  for  identifying  potential  organ  and  tissue 
donors  for  use  when  a death  occurs  in  the  hospital  (4).  Several 
important  aspects  of  the  act  are  highlighted  below: 

Q.  Who  shall  be  asked  to  authorize  an  anatomical  gift? 

A.  Except  for  certain  limitations  on  requests  set  out  in  the  act, 
the  following  persons  in  the  order  of  priority  by  class  may  be 
approached  to  authorize  a donation:  (a)  spouse,  (b)  an  adult 
son  or  daughter,  (c)  either  parent,  (d)  an  adult  brother  or  sis- 
ter, (e)  a guardian  of  the  decedent  at  the  time  of  his  or  her 


Medicine  and  the  Law  articles  are  intended  to  help  physicians  under- 
stand the  law  by  providing  legal  information  on  selected  topics.  This 
article  is  published  with  the  understanding  that  TMA  is  not  engaged  in 
providing  legal  advice.  When  dealing  with  specific  legal  matters,  read- 
ers should  seek  assistance  from  their  own  attorneys.  Reprints  of  this  ar- 
ticle are  available  from  the  Office  of  the  General  Counsel,  Texas 
Medical  Association,  1801  N Lamar  Blvd,  Austin,  TX  78701. 


death,  and  (f)  any  other  person  authorized  or  under  obligation 
to  dispose  of  the  body.  If  there  are  two  or  more  people  in  the 
class  authorized  to  make  a gift,  the  inquiry  shall  be  made  to 
those  class  members  reasonably  available  at  or  near  the  time  of 
notification  of  death.  The  protocol  also  provides  for  appropri- 
ately trained  individuals  to  make  the  inquiries  and  encourages 
sensitivity  to  families’  beliefs  and  circumstances  in  all  discus- 
sions regarding  donation  of  organs  and  tissues  (4). 

Q.  When  is  the  inquiry  not  required? 

A.  No  inquiry  is  required  if:  ( 1 ) the  decedent  is  medically  un- 
suitable for  donation,  (2)  there  is  actual  notice  of  objection  by 
the  decedent  or  by  the  person  or  persons  authorized  to  make  a 
donation,  or  ( 3 ) the  hospital  administrator  has  not  been  noti- 
fied by  a qualified  organ  or  tissue  procurement  organization 
that  there  is  a current  medical  need  for  organs  or  tissues  and 
that  the  organization  is  available  for  retrieval  ( 5 ). 

Q.  Who  will  establish  the  standards  for  determining  whether  a 
person  is  suitable  to  donate  organs  or  tissues? 

A.  The  standards  shall  be  based  on  accepted  medical  standards 
for  determining  whether  a person  is  medically  suitable  to  do- 
nate organs  or  tissues  (6). 

Q.  Are  there  special  record-keeping  requirements? 

A.  The  protocol  is  to  provide  for  documentation  of  the  in- 
quiry and  its  disposition  in  the  decedent’s  medical  records  (7). 

Q.  What  protections,  if  any,  are  provided  by  the  new  amend- 
ments to  the  act? 

A.  Any  person  who  acts  in  good  faith  in  accordance  with  the 
new  amendment  is  not  liable  as  a result  of  such  activity,  except 
in  the  case  of  the  person’s  own  negligence.  “Good  faith”  in  de- 
termining the  appropriate  family  member  or  other  person 
means  making  reasonable  efforts  to  locate  and  contact  the 
highest  prioritized  class  member  or  members  available  at  or 
near  the  time  of  death  (8). 

Q.  What  effect  do  the  provisions  of  the  Social  Security  Act 
have  on  organ  donation? 

A.  The  provisions  address  the  requirement  for  hospital  pro- 
tocols for  organ  procurement  and  the  procedures  for  organ 
procurement  agencies  to  receive  reimbursement  under  Titles 
XVIII  and  XIX  (2).  By  following  the  Texas  law,  hospitals  also 
should  be  in  compliance  with  the  federal  law. 

Q.  Has  the  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO)  addressed  the  “required  request” 
protocol? 

A.  The  JCAHO  standards  for  accreditation  for  hospitals,  effec- 
tive Jan.  1,  1989,  are  listed  below: 
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MAI. 4:  The  Chief  Executive  Officer,  through  management 
and  administrative  staff,  provides  for  the  following: 

MAI. 4. 14:  Policies  and  procedures  for  the  identification 
and  referral  of  organ  and  tissue  donors  to  organ  procure- 
ment agencies  or  tissue  banks. 

MAI. 4. 15:  Policies  and  procedures  for  notifying  appropri- 
ate organ  procurement  agencies  and  tissue  banks  when 
organs  and  tissues  become  available  for  transplantation  ( 9 ). 

The  medical  record  requirements  of  established  protocols 
also  are  addressed  under  MR2.2.2.14-MR2.2.14.4. 

Q.  Are  there  any  protocols  available  for  reference  to  hospitals 
and  physicians? 

A.  The  Texas  Hospital  Association  has  drafted  protocols  for 
use  by  small  and  midsize-to-large  hospitals.  These  protocols 
were  drafted  w ith  the  advice  and  assistance  of  William  T.  Hill, 
M.D.,  chairman  of  the  TMA  Council  on  Scientific  Affairs.  Copies 
of  the  protocols  are  available  from  the  Texas  Hospital  Asso- 
ciation, PO  Box  15587,  Austin,  TX  78761,  phone  (512) 
465-1000  or  from  Susan  Searles,  coordinator.  Hospital  Medical 
Staff  Section,  Texas  Medical  Association,  1801  N Lamar  Blvd, 
Austin,  TX  78701,  phone  (512)  477-6704. 

Donation  procedures  outside  the  hospital 

Whether  by  happenstance  or  design,  many  deaths  occur  out- 
side the  hospital.  In  such  instances,  no  established  protocol 
exists.  A physician  may  want  to  consider  using  the  qualified 
organ  or  tissue  procurement  organization  or  organizations  that 
would  be  used  under  the  hospital  protocol. 

An  alternate  way  to  facilitate  donation  procedures  is  by 
using  the  Living  Bank,  a national  nonprofit  organization  that 
helps  those  who  wish  to  donate  their  organs  or  bodies  for 
transplantation  or  medical  study  at  their  deaths.  The  Living 
Bank  is  operated  24  hours  a day,  seven  days  a week,  and  serves 
all  50  states.  When  the  Living  Bank  is  called  (713/528-2971 ) at 
the  time  of  a donor’s  death,  regardless  of  whether  that  donor  is 
a registered  Living  Bank  member,  the  trained  staff  members 
contact  appropriate  organ  banks,  transplant  teams  and  medical 
schools  in  the  area  of  the  donor’s  death.  The  Living  Bank  will 
call  the  next  of  kin  and  counsel  the  donor’s  family  when 
needed. 

The  Living  Bank  also  calls  retrieving  technicians  in  the  order 
in  which  organs  must  be  removed.  The  bank  offers  a compre- 
hensive notebook  covering  all  aspects  of  anatomical  donations. 

Additionally,  the  United  Network  for  Organ  Sharing  operates 
a toll  free  number  ( 1-800-24-DONOR)  for  physicians,  nurses, 
and  other  health  care  professionals  who  have  questions  regard- 
ing potential  organ  donation.  The  number  is  answered  24 
hours  a day. 

Highlights  of  the  Texas  Anatomical  Gift  Act 

Q.  Who  may  make  an  anatomical  gift? 

A.  Any  person  who  has  “testamentary  capacity”  (10)  under 
the  Texas  Probate  Code  may  give  all  or  any  part  of  his  or  her 


body  for  medical  or  dental  education  or  research,  the  advance- 
ment of  medical  or  dental  sciences,  therapy,  or  transplantation 
(11). 


A.  Although  the  act  is  limited  to  gifts  or  organs  from  deceased 
persons,  arrangements  for  the  gift  may  be  made  either  by  the 
donor  before  death  or  by  his  or  her  survivors  after  death  (10). 


A.  A physician  in  Texas  may  declare  a patient  dead  if,  based  on 
ordinary  standards  of  medical  practice,  there  is  an  irreversible 
cessation  of  spontaneous  respiratory  and  circulatory  functions 
( 12 ).  If  the  patient’s  respiration  and  circulation  are  being 
maintained  artificially,  he  or  she  may  be  considered  legally 
dead  if  a physician  declares  there  is  an  irreversible  cessation  of 
all  spontaneous  brain  function  (13).  Since  death  must  be  pro- 
nounced before  artificial  life  support  is  withdrawn  ( 1 4 ),  the 
physician  and  the  family  may  have  a unique  opportunity  to  ar- 
range for  anatomical  donations.  If  death  occurs  suddenly,  do- 
nated organs  must  be  removed  for  transplantation  or  storage 
within  hours  to  assure  that  they  are  usable. 

Q.  How  does  a person  indicate  that  he  or  she  wishes  to  make 
an  organ  donation? 

A.  Under  the  Anatomical  Gift  Act,  a gift  of  all  or  part  of  the 
body  may  be  made  in  a will  (15).  ITie  gift  becomes  effective 
upon  the  death  of  the  person  making  the  will  ( the  testator ) 
without  having  to  wait  for  probate  to  occur.  If  the  will  is  not 
probated  or  if  it  later  is  declared  invalid  for  testamentan'  pur- 
poses, the  gift,  to  the  extent  that  it  has  been  acted  upon  in 
good  faith,  is  nevertheless  valid  and  effective. 

A gift  also  may  be  made  by  a document  other  than  a w ill 
(16).  The  document,  which  may  be  a card  designed  to  be  car- 
ried, must  be  signed  by  the  donor  in  the  presence  of  two  wit- 
nesses who  also  must  sign  the  document  in  his  or  her  pres- 
ence. There  is  no  central  registry'  or  appropriate  person  w ith 
whom  a potential  donor  needs  to  file  the  “document  of  gift.” 

The  document  of  gift  only  need  be  produced  prior  to  a dona- 
tion. In  Texas,  when  a person  applies  for  the  issuance,  renewal,  ^3 

reinstatement,  or  replacement  of  a driver’s  license,  the  Depart-  

ment  of  Public  Safety  must  ask  whether  the  person  wishes  to 
be  an  organ  donor.  If  the  person  decides  to  be  an  organ  donor 
and  the  appropriate  forms  are  completed,  then  an  organ  dona- 
tion registry  will  provide  a sticker  approved  by  the  Depart- 
ment of  Public  Safety  for  placement  on  the  person’s  driver  s 
license  indicating  that  the  person  has  signed  an  organ  donor 
form  complying  with  the  terms  of  the  Texas  Anatomical  Gift 
Act  (17). 

Q.  Can  the  patient’s  family  make  an  anatomical  gift  upon  the 
death  of  their  relative? 


A.  Relatives  of  the  deceased  may  make  a gift  at  the  time  of 


Q.  When  does  a gift  made  under  the  act  take  effect? 


Q.  Do  special  considerations  apply  if  a patient  is  or  may  be- 
come “brain  dead  ”? 
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death  unless  the  deceased  or  other  family  member  or  guardian 
who  has  higher  priority  has  given  actual  notice  otherwise 
(18).  The  order  of  priority  as  provided  in  section  3b  of  the 
statute  is:  (a)  the  spouse,  (b)  an  adult  son  or  daughter,  (c)  ei- 
ther parent,  (d ) an  adult  brother  or  sister,  (e)  a guardian  of  the 
person  of  the  decedent  at  the  time  of  his  death,  and  (f)  any 
other  person  authorized  or  under  obligation  to  dispose  of  the 
body. 

Q.  May  the  donee  reject  the  gift? 

A.  Yes,  the  donee  may  reject  the  gift.  However,  if  the  donee 
accepts  the  gift  of  the  entire  body,  the  surviving  spouse  or  any 
other  person  authorized  to  give  all  or  any  part  of  the  dece- 
dent’s body  may  authorize  embalming  and  have  the  use  of  the 
body  for  funeral  services,  subject  to  the  terms  of  the  gift.  If  the 
gift  is  of  a part  of  the  body,  the  donee,  upon  the  death  of  the 
donor  and  prior  to  embalming,  shall  cause  the  part  to  be  re- 
moved without  unnecessary  mutilation.  After  removal  of  the 
part,  custody  of  the  remainder  of  the  body  vests  in  the  surv  iv- 
ing  spouse,  next  of  kin,  or  other  persons  under  obligation  to 
dispose  of  the  body  (19). 

Q.  Can  the  physician  who  attends  the  donor  at  his  or  her 
death  also  remove  the  organ  to  be  transplanted? 

A.  No.  A physician  who  attends  the  donor  at  his  death,  or,  if 
none,  the  physician  who  certifies  the  death  ( 20 ) shall  deter- 
mine the  time  of  death.  In  either  case,  this  physician  may  not 
participate  in  the  procedures  of  removing  or  transplanting  a 
part,  according  to  the  statute  ( 20  ). 

Q.  Can  people  be  sued  when  they  are  involved  in  activities 
covered  by  the  Anatomical  Gift  Act? 

A.  A person  who  acts  in  good  faith  in  accordance  with  the 
terms  of  this  act  is  not  liable  for  damages  in  any  civil  action  or 
subject  to  prosecution  in  any  criminal  proceeding  for  his  or 
her  act,  so  long  as  the  prerequisites  for  an  anatomical  gift  have 
been  met  under  the  laws  applicable  at  the  time  the  gift  was 
made  (21). 

Q.  Who  can  be  a donee  under  these  provisions? 

A.  Section  4 of  the  Anatomical  Gift  Act  lists  the  eligible  do- 
nees of  bodies  or  parts  of  bodies.  They  include  hospitals,  physi- 
cians, medical  or  dental  schools  and  similar  entities,  and  eye 
banks. 

Q.  What  if  the  donor  is  mentally  retarded  and  the  relatives 
wish  to  have  that  person’s  body  or  organs  available  for  dona- 
tion to  others? 

A.  Article  4590-2a  of  the  Anatomical  Gift  Act  permits  the 
guardian  of  a mentally  retarded  ward  of  1 2 years  of  age  or 
older  to  petition  the  district  court  for  an  order  authorizing  the 
donation  of  one  of  his  or  her  two  kidneys  to  a father,  mother, 
son,  daughter,  sister,  or  brother  of  the  retarded  ward.  A hearing 


must  be  held  with  the  retarded  ward  represented  by  an  at- 
torney and  by  a guardian  not  related  to  the  ward.  Good  cause 
must  be  shown  that  a kidney  donation  is  indicated  with  six 
conditions  being  met.  An  “in-chambers”  interview  with  the 
mentally  retarded  ward  out  of  the  presence  of  the  guardian 
also  is  required  to  determine  whether  the  prospective  donor 
agrees  to  the  donation.  The  court  also  may  order  a compre- 
hensive diagnosis  and  evaluation  to  help  evaluate  the  prospec- 
tive donor’s  capacity  to  agree  to  the  donation. 

Ethical  considerations 

The  American  Medical  Association’s  Council  on  Ethical  and  Ju- 
dicial Affairs  has  considered  the  subject  of  organ  donation  and 
organ  transplantation  and  has  issued  two  opinions: 

Organ  Donation.  The  voluntary  donation  of  organs  in  ap- 
propriate circumstances  is  to  be  encouraged.  However,  it  is 
not  ethical  to  participate  in  a procedure  to  enable  a donor 
to  receive  payment,  other  than  for  the  reimbursement  of  ex- 
penses necessarily  incurred  in  connection  with  removal,  for 
any  of  the  donor’s  non-renewable  organs  (22). 

Organ  Transplantation  Guidelines.  The  following  state- 
ment is  offered  for  guidance  of  physicians  as  they  seek  to 
maintain  the  highest  level  of  ethical  conduct  in  the  trans- 
planting of  human  organs. 

( 1 ) In  all  professional  relationships  between  a physician 
and  his  patient,  the  physician’s  primary  concern  must  be  the 
health  of  his  patient.  He  owes  the  patient  his  primary  alle- 
giance. This  concern  and  allegiance  must  be  preserved  in  all 
medical  procedures,  including  those  which  involve  the 
transplantation  of  an  organ  from  one  person  to  another 
where  both  donor  and  recipient  are  patients.  Care  must, 
therefore,  be  taken  to  protect  the  ri^ts  of  both  the  donor 
and  the  recipient,  and  no  physician  may  assume  a responsi- 
bility in  organ  transplantation  unless  the  rights  of  both 
donor  and  recipient  are  equally  protected. 

( 2 ) A prospective  organ  transplant  offers  no  justification 
for  a relaxation  of  the  usual  standard  of  medical  care.  The 
physician  should  provide  his  patient,  who  may  be  a prospec- 
tive organ  donor,  with  that  care  usually  given  others  being 
treated  for  a similar  injury  or  disease. 

(3)  When  a vital,  single  organ  is  to  be  transplanted,  the 
death  of  the  donor  shall  have  been  determined  by  at  least 
one  physician  other  than  the  recipient’s  physician.  Death 
shall  be  determined  by  the  clinicff  judgment  of  the  physi- 
cian. In  making  this  determination,  the  ethical  physician  will 
use  currently  accepted  and  available  scientific  tests. 

(4)  Full  discussion  of  the  proposed  procedure  with  the 
donor  and  the  recipient  or  their  responsible  relatives  or  rep- 
resentatives is  mandatory.  The  physicians  should  be  objec- 
tive in  discussing  the  procedure,  in  disclosing  known  risks 
and  possible  hazards,  and  in  advising  of  the  alternative  pro- 
cedures available.  The  physician  should  not  encourage  ex- 
pectations beyond  those  which  the  circumstances  justify. 

The  physician’s  interest  in  advancing  scientific  knowledge 
must  always  be  secondary  to  his  primary  concern  for  the 
patient. 
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( 5 ) Transplant  procedures  of  body  organs  should  be 
undertaken  ( a ) only  by  physicians  who  possess  special  medi- 
cal knowledge  and  technical  competence  developed 
through  special  training,  study,  and  laboratory  experience 
and  practice,  and  (b)  in  medical  institutions  with  facilities 
adequate  to  protect  the  health  and  well-being  of  the  parties 
to  the  procedure. 

(6)  Transplantation  of  body  organs  should  be  undertaken 
only  after  careful  evaluation  of  the  availability  and  effective- 
ness of  other  possible  therapy  (23). 

Challenge  to  physicians 

Because  physicians  play  a unique  role  in  organ  donation  and 
transplantation,  they  can  recommend  productive  ways  to 
reach  potential  donors  or  family  members  of  potential  donors 
and  assure  that  organ  donations  reach  patients  who  need  them. 
A growing  number  of  Americans  are  alive  and  healthy  today 
because  of  organ  transplantation. 

Become  familiar  with  the  hospital  protocol,  the  Living  Bank, 
and  other  organ  donor  programs  so  that  transplantation  of  vital 
organs  to  those  who  need  them  can  continue. 

C.  J.  FRANCISCO  111,JD 

TMA  Assistant  General  Counsel 
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Managed  care  and  the 
practicing  physician 

With  increasing  freciuency,  managed  care  is  becoming  a pre- 
dominant approach  to  sendee  delivery.  While  the  tenn  is 
most  commonly  associated  with  HMOs,  it  in  fact  describes 
features  of  the  delivery  system  that  are  designed  to  curb  the 
growth  of  health  care  costs  (eg  stringent  utilization  review, 
risk  sharing  case  management).  From  this  point  of  view,  the 
physician’s  choice  is  no?  whether  to  become  involved  in 
managed  care  systems  but  how  managed  care  will  influence 
the  directions  of  his  or  her  practice. 

KE^'  WORDS:  DELIVERY  OF  HEALTH  CARE,  HEALTH  MAINTENANCE  OROANI 
ZATIONS,  COST  CONTROL. 

“Managed  care”  is  a new  term  for  a concept  that  is  in  fact  quite 
familiar  to  most  physicians.  Broadly  speaking,  managed  care 
describes  health  care  delivery  systems  in  which  there  are  eco- 
nomic incentives  for  physicians,  hospitals  and  other  providers, 
and  patients  to  utilize  resources  conservatively.  In  such  sys- 
tems— of  which  the  health  maintenance  organizations 
(HMOs)  are  the  most  familiar — economic  rewards  accrue  to 
the  participants  in  the  managed  care  system  who  are  able  to 
control  both  the  utilization  and  price  of  services,  and  who  as- 
si,st  in  the  marketing  services  successfully.  Conversely,  the  phy- 
sician is  also  at  risk  if  he  or  his  colleagues  or  the  delivery 
system  as  an  organization  manages  utilization  poorly  or  falls 
short  of  its  marketing  goals. 

Clearly,  the  concept  of  managed  care  has  grown  out  of  the 
cost  of  care  issue  that  has  dominated  public  discussion  of 
health  care  policy  since  the  early  1970s.  The  Nixon  Admin- 
istration saw  HMOs  as  a key  element  in  its  health  care  cost 
containment  policy,  and  the  HMO  Act,  passed  during  that  ad- 
ministration, provided  both  planning  grants  and  start-up  fund- 
ing for  new  HMOs.  While  the  federal  government  no  longer 
provides  funding  for  HMO  development,  federal  legislation 
during  the  1980s  has  made  HMO  enrollment  an  option  avail- 
able to  a great  many  Medicare  beneficiaries,  and  the  Health 
Care  Financing  Administration  ( HCFA ),  the  federal  agency 
charged  with  administering  the  Medicare  program,  favors 
HMOs  and  other  forms  of  managed  care  as  the  preferred 
method  of  financing  and  delivering  care  to  beneficiaries. 

HMOs  are,  of  course,  only  the  most  familiar  of  the  managed 
care  systems.  Preferred  provider  organizations  ( PPOs ) attempt 
to  channel  patients  through  economic  incentives  to  a limited 
panel  of  physicians  and  a limited  group  of  hospitals  which,  in 
the  judgment  of  the  PPO  organizers,  provide  efficient  care.  In 
such  organizations,  patients  receive  their  medical  care  from 
participating  distributors  and  physicians  at  a discounted  fee. 
Physicians  may  participate  in  these,  many  at  a discounted  fee 


“Socioeconomics  of  Medicine"  is  a monthly  feature  on  political,  social, 
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schedule,  with  the  primary  objective  of  maintaining  or  enhanc- 
ing their  patient  base.  As  of  December  1987,  there  were  646 
PPOs  in  the  United  States  developed  and  operated  under  vary- 
ing sponsorship  ( Fig  1 ). 

Beyond  the  structured  delivery  systems  like  PPOs  and 
HMOs,  managed  care  as  a concept  has  influenced  the  opera- 
tion of  even  traditional  fee-for-service  deUvery  plans.  Most  in- 
surance plans  place  restrictions  on  the  utilization  of  services, 
restrictions  that  are  intended  to  monitor  and  in  some  instances 
reduce  the  utilization  of  particularly  expensive  services  or  ser- 
vices that  the  insurer  suspects  are  overutilized.  In  day-to-day 
medical  practice,  physicians  are  more  and  more  experiencing 
the  efforts  of  insurers  and  employers  to  manage  the  care  pro- 
vided to  their  beneficiaries  and  employees: 

— Many  insurance  policies  now  encourage  or  require  sec- 
ond and  third  opinions  before  they  will  pay  for  particular 
procedures. 

— Similarly,  it  is  now  common  for  insurers  to  require  prior 
authorization  for  elective  procedures  or  hospitalizations. 

— Virtually  all  insurance  provisions  include  preadmission 
certification  and  discharge  planning,  frequently  focusing  on 
particularly  long  inpatient  stays  or  particularly  expensive 
procedures. 

— Physicians  have  been  encouraged  to  utilize  outpatient  and 
ambulatory  centers  appropriately  in  an  effort  to  reduce  the  ex- 
cessive cost  associated  with  inpatient  care. 

As  managed  care  becomes  increasingly  common  and  as  a 
“pure”  fee-for-service  system  becomes  increasingly  rare,  we 
physicians  must  of  necessity  make  appropriate  adjustments  in 
our  practice  to  successfully  manage  these  changes.  However  in 
so  doing  we  must  be  careful  not  to  compromise  on  our  profes- 
sionalism and  on  our  role  as  true  advocates  of  our  patients. 

Managed  care:  the  essential  elements 
Managed  care  is  actually  a general  concept  that  attempts  to 
control  health  care  costs  and  simultaneously  guarantee  the 
provision  of  high  quality  health  care.  While  no  one  system  is 
likely  to  include  all  of  the  elements  listed  below,  all  managed 
care  systems  will  include  at  least  some  of  them. 

CAPITATION 

In  a capitated  system  such  as  an  HMO,  the  HMO  collects  a 
fixed  fee  from  an  employer  for  each  patient  enrolled,  or,  in  the 
case  of  Medicare  beneficiaries  who  are  enrollees,  from  the  fed- 
eral government.  That  monthly  figure  must  cover  not  only  the 
cost  of  physician  services  but  the  cost  of  comprehensive 
health  benefits — including  hospital  care — for  each  patient.  It 
must  also  cover  the  marketing  and  administrative  costs  of  the 
HMO.  If  the  HMO’s  cost  of  providing  services  exceeds  its  in- 
come, the  organization  experiences  a loss,  and  in  many  HMOs, 
the  physicians  may  bear  a significant  portion  of  that  loss  out  of 
their  own  pockets.  In  practical  terms,  capitation  means  that 
HMO  physicians  have  a strong  personal  incentive  to  meet  the 
HMO’s  goals  for  utilization  of  both  physician  and  hospital  ser- 
vices. As  Fig  2 illustrates,  HMOs  generally  spend  a far  greater 
percentage  of  the  premium  dollar  on  physician  services  than 
do  indemnity  plans,  and  a much  smaller  percentage  on  hospital 
services. 
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RISK  SHARING 

As  the  description  of  capitation  indicates,  physicians  incur  eco- 
nomic risk  by  joining  managed  care  systems  although  the  pre- 
cise nature  of  the  risk  varies  widely  among  different  managed 
care  systems.  Some  HMOs  will  withhold  a percentage  of  the 
money  to  be  paid  to  physicians  and  use  that  money  to  build  a 
risk  pool  that  will  only  be  paid  to  the  physicians  if  the  HMO 
meets  its  utilization  and  enrollment  goals.  In  other  HMOs.  par- 
ticularly those  organized  as  independent  practice  associations 
(IPAs),  the  participating  physicians  are  the  owners  and  are  the 
major  source  of  capital  for  the  system;  the  performance  of  the 
IPA  will  determine  whether  the  physicians  make  a profit  or 
lose  the  money  they  have  put  in.  In  PPOs,  the  participating 
physicians  have  generally'  agreed  to  provide  a major  discount 
in  their  fees  to  PPO  patients;  if  the  PPO  does  not  meet  its  en- 
rollment goals,  participating  physicians  may  not  experience  a 
sufficient  growth  in  patient  load  to  make  the  discounted  ar- 
rangement profitable.  The  examples  above  are  not  comprehen- 
sive, but  they  do  provide  a sense  of  what  risk  sharing  can  mean 
to  physicians  in  a managed  care  system.  Patients  also  share  in 
the  risk  through  the  payment  of  copays  for  particular  services 
provided  by  the  HMO. 

UTIUZATION  REVIEW  AND  CONTROL 

Virtually  all  managed  care  systems  have  not  only  utilization  re- 
view systems,  but  very  active  programs  to  control  utilization, 
particularly  where  high-cost  services  are  involved.  In  HMOs, 
keeping  inpatient  hospital  costs  down  is  a key  to  the  organiza- 
tion’s survival,  and  physicians  who  participate  in  HMOs  can  ex- 
pect to  have  their  decisions  to  hospitalize  patients  scrutinized 
carefully  both  before  and  after  the  fact.  For  physicians,  the  uti- 
lization issue  is  perhaps  the  most  irksome  feature  of  HMO 
practice  because  of  the  additional  demand  that  utilization  re- 
view makes  on  his  or  her  time.  It  is  also  the  area  where  poten- 
tially the  greatest  quality  of  care  questions  arise.  In  the  long 
run,  of  course,  skimping  on  necessary  care  would  be  false 
economy  for  any  HMO  and  would  likely  result  in  the  aliena- 
tion of  both  physicians  and  patients  from  the  organization.  But 
in  the  short  run,  HMO  practice  makes  it  more  imperative  that 
physicians  serve  as  guardians  of  their  patients’  welfare.  For  ex- 
ample, physicians  must  carefully  document  unusually  complex 
cases  so  that  they  can  make  a strong  case  for  additional  ser- 
vices if  the  utilization  review  system  raises  concern  about  the 
treatment  of  such  patients. 

CASE  MANAGEMENT 

Many  managed  care  systems  are  using  a case  management  ap- 
proach to  patient  care.  This  can  take  several  forms.  In  some 
HMOs,  the  patient  must  have  a primary  care  physician  who 
serves  as  a “gatekeeper”  and  determines  the  need  for  the  ser- 
vices of  specialists;  in  such  systems,  the  gatekeeper  physician  is 
responsible  for  providing  patients  with  necessary'  referral  au- 
thorizations. In  other  managed  care  programs,  the  insurance 
company  may  have  mechanisms  for  tracking  and  controlling 
the  costs  of  unusually  expensive  cases  and  become  directly  or 
indirectly  involved  in,  for  example,  discharge  planning  in  an 
effort  to  guide  such  patients  toward  less  expensive  treatment 
alternatives  wherever  possible. 
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Final  thoughts 

Managed  care  represents  one  major  change  in  our  health  care 
delivery  system  aimed  at  accommodating  the  effort  by  both 
government  and  private  payers  in  accomplishing  greater  econ- 
omy and  cost-consciousness  in  the  health  care  system.  This  ar- 
ticle utilizes  for  illustration  purposes  data  relating  to  HMOs  as 
they  indeed  represent  the  forerunners  and  prototype  of  man- 
aged care  systems.  But  physicians  will  recognize  that  many  of 
the  features  of  HMO  practice — eg,  stringent  utilization  re- 
view— are  more  and  more  frequently  utilized  by  most  third- 
party  reimbursement  systems. 

From  this  point  of  view,  the  question  that  we  as  physicians 
face  is  not  whether  to  become  involved  in  managed  care,  but 
what  the  nature  of  our  involvement  will  be.  At  a minimum, 
managed  care  increases  the  constraints  on  fee-for-service  prac- 
tice and  places  a more  intense  level  of  scrutiny  on  our  clinical 
decisions.  Beyond  the  minimum,  our  involvement  in  managed 
care  systems  involves  not  only  scrutiny  of  our  clinical  deci- 
sions, but  also  the  personal  economic  risk  to  which  all  partici- 
pants in  the  system  are  exposed.  Fhe  HMO  industry'  does 
appear  to  be  undergoing  nationally  a period  of  consolidation; 
the  period  of  frenetic  .^0%  annual  enrollment  growth  is  slow- 
ing; and  a long-term  profitability'  track  record  is  yet  to  be  es- 
tablished given  that  60%  of  all  plans  have  been  in  operation 
less  than  three  years. 

Because  of  the  major  uncertainties  about  the  future  of  man- 
aged care  systems,  there  is  no  simple  rule  of  thumb  that  phy  si- 
cians can  follow.  At  this  time,  the  best  we  can  do  is  to  be 
thoughtful  and  systematic.  As  we  make  choices  about  our  in- 
volvement in  managed  care,  let  us  place  the  interests  of  our 
patients  first. 


GLEN  JOHNSON,  MD 
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CLINICAL  PHARMACOLOGY 

Thomas  D.  Downs,  PhD 

BIOMETRICS 

Warren  E.  Schaller,  HSD 

Charles  F.  Kegley,  PhD 

ALLIED  HEALTH  SCIENCES 

Hester  Beth  Bland,  HSD 

HEALTH  EDUCATION 

George  R.  Kerr,  MD 

NUTRITION 


Certified  American  Board  of  Allergy  and  Immunology 
Diplomates  American  Boards  of  Pediatrics  and  Allergy 
6969  Brompton  (at  Holcombe),  Houston,  Texas  77025;  713  661-1444 


JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 


Two  complete  neurological  and  behavioral  medicine  facilities  dedicated 
to  DIAGNOSIS  AND  COMPREHENSIVE  CARE  OF  PATIENTS  WITH 
CHRONIC  RECURRENT  HEADACHES  with  emphasis  on  prophylactic 
treatment. 


HOUSTON  HEADACHE 
CLINIC 

Park  Plaza  Prof.  Bldg. 

1213  Hermann  Dr.  #855 
Houston,  Texas  77004 
713  528-1916 


DALLAS  HEADACHE 
CLINIC 

Douglas  Plaza 
8226  Douglas  Ave.  #325 
Dallas,  Texas  75225 
214  692-7011 


CAT  scan;  EEC;  EMG;  Evoked  Potentials;  Thermography;  Personality, 
Behavioral  and  Psychological  Evaluations.  Multimodality  approach  to 
management  of  headache  including  prophylactic  medications,  bio- 
feedback and  behavioral  therapy. 


NINAN  T.  MATHEW,  MD,  FRCP  (C) 

Neurologist-Director 


DALLAS  DIAGNOSTIC  ASSOCIATION 

7777  Forest  Lane,  Suite  B-322,  Dallas,  Texas  75230 
214  991-6000 


CARDIOLOGY 

J.  Edward  Rosenthal,  MD,  FACC 
David  A.  Schwartz,  MD 

GASTROENTEROLOGY 
Paul  K.  Anderson,  MD 
Roger  C.  Camp,  MD 
Lannie  R.  Hughes,  MD 

HEMATOLOGY  AND  ONCOLOGY 
Barry  D.  Brooks,  MD 
Charles  S.  White,  III,  MD 


INTERNAL  MEDICINE 
Joan  P.  Donley,  MD 
Larry  Dossey,  MD 
Tom  L.  Hampton,  MD 
John  E.  Martin  Jr.,  MD 
C.  Thomas  Long,  ill,  MD 
Jack  F.  Melton,  MD 
Joe  H.  Sample,  MD 
Frank  O.  Seay,  MD 
Peter  S.  Stack,  MD 
Rick  T.  Waldo,  MD 


2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  512  888-6782 


Diplomates  American  Boards  of  Internal  Medicine, 
Cardiology,  Gastroenterology,  Hematology  and  Oncology 


ANESTHESIOLOGY 


EDWARD  A.  TALMAGE,  MD,  PA 

Diplomate  American  Board  of  Anesthesiology 

PAIN  MANAGEMENT;  Diagnostic  & Therapeutic  Nerve  Blocks 

Neurolytic  Blocks 

Dorsal  Column  Stimulation 

Suite  407,  West  Houston  Doctors  Center,  12121  Richmond  Avenue, 

Houston  77082;  713  496-1006 


MEDICLINICS,  HOUSTON 

Family,  Industrial  Medicine,  Minor  Emergencies 

Five  clinics  fully  staffed  and  equipped  with  laboratory,  x-ray, 
and  physical  therapy. 

Open  seven  days. 

For  further  information,  please  call  713  783-4707. 


COLON  & RECTAL  SURGERY 


THE  UNIVERSITY  CENTER  FOR  PAIN  MEDICINE 
AT  HERMANN 
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Hermann  Hospital,  6411  Fannin,  Houston,  Texas  77030 
713  797-2732 

A multidisciplinary  center  which  offers  comprehensive  treatment  options 
for  acute,  subacute,  and  chronic  pain  patients.  The  center's  total 
management  of  each  patient's  pain  recognizes  both  the  central  and 
peripheral  components  of  the  syndrome. 

PRITHV!  RAJ,  MD,  FACA,  FFARCS 

Orthopaedist 

Diplomate  American  Board  of  Anesthesiology 

SHELLY  LISS,  MD 

American  Board  of  Physical  Medicine  and  Rehabilitation 


FT.  WORTH  PROCTOLOGIC  CLINIC,  PA 

Colon  and  Rectal  Surgery  and  Colonoscopy 

Sommai  Sehapayak,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Colon  and  Rectal  Surgery 

1050  West  Rosedale,  Fort  Worth,  Texas  76104; 

817  338-4501  (24  hours) 


DAVID  S.  PITA,  MD 

Colon  & Rectal  Surgeon,  specialized  in: 
Out-Patient  Laser  Hemorrhoidectomy 
Coionoscopy  and  all  aspects  of  colon  and  rectal  surgery 
Privileged  at  Baylor  University  Medical  Center 
Emergency  consultations  weekends  and  evenings 
214  821-4300  answered  24  hours,  home  341-0859 
3600  Gaston,  Suite  411  B,  Dallas  75246 


Representing  the  Profession 
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. . . Another  service  of  your  association 


. . . Another  service  of  your  association 


Texas  Medicine 


DERMATOLOGY 


ENDOCRINOLOGY 


DAVID  R.  WEAKLEY,  MD,  FACP 

Dermatology  and  Dermatologic  Surgery — Skin  Care, 
Dermabrasion,  Chemical  Peeling,  Collagen,  Lipoinjection 

Medical  City  Dallas,  Suite  214,  7777  Forest  Lane 
Dallas,  Texas  75230;  Phone  214  661-7460 


WILLIS  I.  COTTEL,  MD,  PA 
RICHARD  F.  WAGNER,  JR.,  MD 

Mohs  Surgery 

Pulse  Dye  Laser  Surgery  for  Birthmarks  and  Other  Disorders 

Cutaneous  Oncology 

Dermatologic  Surgery 

Hemangioma  and  Port  Wine  Center 

Dermabrasion 

Dysplastic  Nevi  and  Malignant  Melanoma 

Baylor  Medical  Plaza,  3600  Gaston  Avenue,  Suite  1154,  Dallas, 

Texas  75246;  214  827-5960 

Presbyterian  III,  8230  Walnut  HIM  Lane,  Suite  808,  Dallas, 

Texas  75231;  214  827-5960 

DERMATOLOGY  ASSOCIATES  OF  SAN  ANTONIO 

James  Lewis  Pipkin,  MD  Mary  jo  Montgomery,  MD 

Diseases  of  the  Skin,  Skin  Cancer, 

Mucocutaneous  Virology 

108  Tendick,  San  Antonio,  Texas  78209;  512  222-8651,  222-2001 

(East  at  2700  block  Broadway  on  Brackenridge  Ave;  up  hill  for  3 blocks  to 

Tendick  on  left.  Office  in  middle  of  block.  Note  signs  and  arrows.) 


Dermatology  Associates  of  Dallas 

DAVID  S.  ALKEK,  MD 

Dermatologic  Surgery  and 

Cosmetic  Dermatologic  Surgery 

Hair  Transplant,  Dermabrasion,  Chemical  Peel, 

Scar  Revision,  Lipo  Injection  and  Sclerotherapy 
Greenville  Medical  Tower,  7150  Greenville  Ave.,  Suite  100, 
LB-350,  Dallas,  Texas  75231;  telephone  214  691-6999 

MOHS  SURGERY 

For  Primary  and  Recurrent 
Cancer  of  the  Skin 
Forrest  C.  Brown,  MD 
Medical  Gity  Hospital 

7777  Forest  Lane,  Dallas,  Texas  75230;  214  661-4537 


BAYLOR  HAIR  RESEARCH  & TREATMENT  CENTER 

Coleman  Jacobson,  M.D.  David  A.  Whiting,  M.D. 

A comprehensive  facility  specializing  in  diagnosis  and  treatment  of 
all  hair  disorders  including  hair  transplantation  and  electrolysis. 

3600  Gaston  Ave.,  Wadley  Tower,  Suite  1058 
Dallas,  TX  75246  Telephone:  214  820-4247 


ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 

2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  806  797-6631 


TMA  Student  Loan  Program 


. . . Another  service  of  your  association 


ERIC  A.  ORZECK,  MD,  FACP 

Endocrinology  & Diabetes 

8181  North  Stadium  Drive,  Houston,  Texas  77054;  713  797-9922 


FAMILY  PRACTICE 

THE  FAMILY  MEDICAL  CENTER 

Katherine  S.  Henry,  MD,  PA 

Diplomate,  American  Board  of  Family  Practice 

Providing  comprehensive  family  medical  care,  gynecologic  and 
surgical  services,  and  internal  medicine  diagnostics. 

721  W.  Arapaho  #2,  Richardson,  Texas  75080;  214  234-4776 


DALLAS  HEADACHE  ASSOCIATES 

The  Princeton  at  14651  Dallas  Parkway,  Suite  306,  Dallas,  Texas  75240, 
214  661-9902 

Director:  James  H.  Francis,  MD,  PA,  FAAFP 

The  Dallas  Headache  Clinic  is  dedicated  to  the  diagnosis  of 
headaches  of  all  types  whether  organic,  physiological  or  psychological. 
Patients  are  evaluated  for  headache  types  that  may  occur  in  all 
specialty  fields  of  medicine  and  dentistry. 

The  Clinic  treats  headache  types  that  usually  respond  to  abortive 
and  preventive  drug  treatment,  biofeedback,  stress  management, 
transcutaneous  neurostimulation,  physical  therapy,  or  anesthetic 
blockade  and  refers  the  other  headache  diagnoses  to  the  appropriate 
specialist. 

Member  American  Association  for  Study  of  Headache 

GASTROENTEROLOGY 


HERBERT  A.  BAILEY,  MD 

Diseases  of  the  Digestive  System 

3434  Swiss  Avenue,  Suite  303,  Dallas,  Texas;  214  823-5180 


Mark  your  calendar  for  future 
TMA  meetings: 
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Winter  Leadership  Conference,  March  4,  1989 — Austin 
Annual  Session,  May  10-14, 1989 — Fort  Worth 
Fall  Leadership  Conference,  September  16,  1989 — Austin 
Interim  Session,  November  17-18, 1989 — Austin 
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HAND  SURGERY 


INFECTIOUS  DISEASES 


L LEE  LANKFORD,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 

DAVIE)  J.  ZEHR,  MD — Microsurgery 
ARNOLD  V.  DiBELLA,  MD 

Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  214  823-5351 
lAMi/cr-von  UAMO  5!  I RG FR Y A SSN . 


ROBERT  E.  BUNATA,  MD,  PA 
B.  J.  WROTEN,  MD,  PA 

Surgery  of  the  Hand 

801  West  Terrell,  Ft.  Worth,  Texas  76104 
Telephone  817  335-5411 


W.  DENNIS  STRIPLING,  MD,  PA 
MICHAEL  V.  DOYLE,  MD,  PA 

Diplomates  American  Board  of  Orthopaedic  Surgery 

Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 


ALLAN  R.  KELLY,  MD 
KAREN  S.  JURGENSEN,  MD 

Infectious  Diseases 

929  College  Avenue,  Fort  Worth,  Texas  76104 

Telephone  817  334-0003 

Twenty-four  Hour  Number  817  927-6100 


NEUROLOGICAL  SURGERY 


DRS.  LONG,  SCOTT  & COON 
NEUROSURGERY  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 
R.  Cordon  Long,  MD,  FACS 
Bennie  B.  Scott,  MD,  FACS 
John  V.  Coon,  MD,  FACS 

Dinlomates  American  Board  of  Neurological  Surgery 

Baylor  Medical  Plaza,  605  Barnett  Tower,  3600  Gaston  Avenue, 

Dallas,  Texas  75246;  Telephone  214  826-7060 


DOCTORS  SMITH,  WHEELER  AND  PARKER,  PA 


8220  Walnut  Hill  Lane,  Suite  606,  Dallas,  Texas  75231;  214  368-3776 


KENNETH  D.  GLASS,  MD,  FACS 
Hand  Surgery  and  Reconstructive  Surgery 
of  the  Upper  Extremity 

St.  Paul  Professional  Building,  Suite  812,  5959  Harry  Hines  Blvd., 
Dallas,  Texas  75235;  214  631-7488 

Medical  City  Dallas,  Suite  C-200,  7777  Forest  Lane,  Dallas,  Texas 
75230;  214  661-4797 


ADRIAN  E.  FLATT,  MD,  FRCS 

Chief,  Department  of  Orthopaedic  Surgery 
Baylor  University  Medical  Center 

Reconstructive  Surgery  of  the  Hand 

Suite  412,  Doctor's  Building,  3707  Gaston  Avenue, 
Dallas,  Texas  75246;  Office  214  823-9440 


Ronald  Smith,  MD,  Retired 
Joe  Ellis  Wheeler,  MD 
Leighton  B.  Parker,  MD 

920  South  Lake,  Fort  Worth,  Texas  76104 
Telephone  817  336-0551 


JACK  E.  McCALLUM,  MD,  PA 
PHILIP  C.  BECHTEL,  MD,  PA 
WARREN  D.  WILSON,  MD,  PA 
RICHARD  O.  HUBBARD,  MD 

Diplomates  of  the  American  Board  of  Neurological  Surgery 
1522  Cooper,  Fort  Worth,  Texas  76104;  817  336-1300 

DALLAS  NEUROSURGICAL  ASSOCIATION 

Neurological  Surgery  and  Microneurosurgery 


WILLIAM  j.  VAN  WYK  MD  PA  Charles  W.  Simpson,  MD  W.  Robert  Hudgins,  MD 

' ' Morris  Sanders,  MD  Richard  H.  Jackson,  MD 

Casey  E.  Patterson,  MD  (Retired) 

Surgery  of  the  Hand 


803  West  Terrell,  Fort  Worth,  Texas  76104 
Telephone  817  877-3113 


St.  Paul  Professional  Bldg.,  5959  Harry  Hines  Blvd.,  Suite  620, 
Dallas,  Texas  75235;  214  637-0420 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 
Microsurgery  & Reimplantation 

Baylor  Medical  Plaza,  3800  Gaston  Ave.,  Suite  303,  Dallas,  Texas  75246; 
214  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas 
75230;  214  661-7010 


WEST  HOUSTON  HAND  CENTER,  PA 

102  Neal  R.  Reisman,  MD,  FACS 
Diplomate  American  Board  Surgery 

Diplomate  American  Board  Plastic  Surgery 

Member  American  Society  Surgery  of  the  Hand 
7515  S.  Main,  Suite  500,  Houston  77030;  713  795-5353 
12121  Richmond,  Suite  211,  Houston  77082;  713  558-5353 
7777  S.W.  Freeway,  Suite  224,  Houston  77074;  713  774-5353 


Presbyterian  Professional  Bldg.,  8210  Walnut  Hill  Lane,  Suite  905; 
Dallas,  Texas  75231;  214  369-7596 


ARLINGTON  ASSOCIATION  OF 
NEUROLOGICAL  SURGEONS 

Neurological  Surgery  & Microneurosurgery 

Lito  Porto,  MD 

Jeffrey  W.  Heitkamp,  MD 

950  North  Davis,  Suite  1,  Arlington,  Texas  76012;  817  274-4593 


join  TEXPAC 
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. . . One  strong  voice 


. . . Another  service  of  your  association 


Texas  Medicim 


NUCLEAR  MEDICINE 


HERBERT  C.  ALLEN,  MD,  FACNM 

Practice  Limited  to  Nuclear  Medicine 

100  Hermann  Professional  Bldg.,  Houston,  Texas  77030;  713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 


NUCLEAR  MEDICINE  LABORATORIES  OF  TEXAS 

Texas  Medical  Center,  6411  South  Main  Street,  Houston,  Texas  77030 

Completely  Equipped  Radioisotope  Laboratory  for  Diagnostic  Radioactive 
Tests  In;  Hematology,  Thyroidology,  Endocrinology,  Gastroenterology, 
Cardiology,  Neurology,  Neurosurgery,  Urology,  Ophthalmology,  Obstetrics- 
Gynecology  and  Non-Invasive  Nuclear  Gardiology 

Herbert  C.  Allen,  Jr.,  MD,  FAGNM,  Director— 713  790-0540 
Diplomate  American  Board  of  Nuclear  Medicine 

OCCUPATIONAL  MEDICINE 


ERIC  G.  COMSTOCK,  MD 

Diplomate,  American  Board  of  Medical  Toxicology 

Occupational  and  Environmental  Toxicology 

6910  Bellaire  Blvd.,  Suite  #12,  Houston,  Texas  77074 
Phone  713  541-3214 


LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902;  915  545-2333 

EDWIN  C.  AUGUSTAT,  MD 

Ophthalmic  Plastic  and  Reconstructive  Surgery 

1400  South  Main,  Suite  503,  Fort  Worth,  Texas  76104;  817  338-4183 

RETINA-VITREOUS  ASSOCIATES 

W.  Rex  Hawkins,  MD 

Limited  to  Retina  and  Vitreous 

1200  Binz,  Suite  400,  Houston,  Texas  77004; 

713  528-1122 


VITREO-RETINAL  CONSULTANTS  OF  TEXAS 

Harold  Granek,  MD 
Cary  M.  Cowan,  MD 

Diplomates,  American  Board  of  Ophthalmology 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

1021  Washington  Avenue,  Fort  Worth,  Texas  76104;  817  332-6200 


OPHTHALMOLOGY 


TEXAS  RETINA  ASSOCIATES 

Albert  Vaiser,  MD  Gary  Edd  Fish,  MD 

William  B.  Snyder,  MD  Rand  Spencer,  MD 

William  L.  Hutton,  MD  Bradley  F.  Jost,  MD 

Dwain  G.  Fuller,  MD 

Diseases  and  Surgery  of  the  Retina  and  Vitreous 

7150  Greenville  Ave.,  Dallas,  Texas  75231;  214  692-6941  or  800  872-2020 
3600  Gaston  Avenue,  Dallas,  Texas  75246;  214  821-4540 


HOUSTON  EYE  ASSOCIATES 


Gharles  E.  Russo,  MD,  FACS 
Malcolm  L.  Mazow,  MD,  FACS 
Robert  H.  Stewart,  MD,  FACS 
Robert  B.  Wilkins,  MD,  FACS 
Jeffrey  D.  Lanier,  MD,  FACS 
Michael  A.  Bloome,  MD,  FACS 
Paul  C.  Salmonsen,  MD,  FACS 
Richard  L.  Kimbrough,  MD,  FACS 
Jeffrey  B.  Arnoult,  MD 
Louise  Cooley  Kaldis,  MD 
William  H.  Quayle,  MD 
Sylvan  Brandon,  MD,  FACS,  FICS 


Richard  S.  Ruiz,  MD,  FACS 
Charles  A.  Garcia,  MD,  FACS 
Jack  T.  Holladay,  MD,  FACS 
Rosa  A.  Tang,  MD 

John  M.  Lim,  MD,  FACS 
Whitney  C.  Sampson,  MD,  FACS 
Lemuel  M.  Flanary,  MD,  FACS 
L.  Andrew  Watkins,  MD,  FACS 
John  D.  Goosey,  MD,  FACS 
Antonio  Aguirre,  MD,  FACS 


BRUCE  C.  TAYLOR,  MD 
RICHARD  L.  WINSLOW,  MD 

Diseases  & Surgery  of  the  Vitreous  and  Retina 

2811  Lemmon  Ave.  E,  Dallas,  Texas  75204 
214  521-1153;  1-800-442-5376 


TEXAS  EYE  INSTITUTE 

Disease  and  Surgery  of  the  Eye 

Charles  A.  Sargent,  MD 
Alan  C.  Baum,  MD 
R.  Edwin  Pitts,  MD 
William  L.  Decker,  MD 
Cynette  C.  Master,  MD 

7777  Southwest  Freeway,  Suite  916,  Houston,  Texas  77074 
713  777-7145 

7647  Bellfort,  Suite  One,  Houston,  1exas  77061 
713  644-2747 

1111  Hwy  6,  Suite  26,  Sugar  Land,  Texas  77478 
713  242-8841 

12121  Richmond  Ave.,  Suite  317,  Houston,  Texas  77082 
713  556-5757 


Houston  Eye  Associates  Building,  2855  Cramercy,  Houston,  Texas 
77025;  713  668-6828 

South  Pennzoil  Tower,  711  Louisiana,  Houston,  Texas  77002; 

713  224-4433 

Fountain  View  Medical  Plaza,  1622  Fountain  View,  Houston,  Texas 
77057;  713  782-4406 

Hermann  Eye  Center,  1203  Ross  Sterling,  Houston,  Texas  77030; 

713  797-1777 

Heights  Medical  Eye  Center,  S35  West  20th  Street,  Houston,  Texas  77008; 
713  862-6631 


JUDITH  T.  FEIGON,  MD 


Diseases  and  Surgery  of  the  Retina  and  Vitreous 


6410  Fannin,  Suite  404,  Houston,  Texas  77030;  713  799-1737 


TMA  Physician  Placement  Service 


TMA  Practice  Management  Workshops 

. . . Another  service  of  your  association 


. . . Another  service  of  your  association 
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ORTHOPEDIC  SURGERY 


OTOLARYNGOLOGY 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
Wynne  M.  Snoots,  MD 
R.  Stephen  Curtis,  MD 


William  A.  Bruck,  MD 
W.  Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 
John  A.  Baker,  MD 


W.  B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204;  214  220-2468 


Drs.  Morton,  Blumenfeld  & Charbonneau,  PA 

ENT,  ENT  Allergy,  Cosmetic  Facial  Surgery 

R.A.D.  Morton,  Jr,  MD,  FACS 

Ronald  J.  Blumenfeld,  MD,  FACS 

Paul  A.  Charbonneau,  MD,  FACS 

Diplomates,  American  Board  of  Otolaryngology 

1733  Curie,  Suite  100,  El  Paso,  Texas  79902;  915  533-5461 

10470  Vista  del  sol.  Suite  110,  El  Paso,  Texas  79925;  915  592-8666 


FORT  WORTH  BONE  & JOINT  CLINIC 

918  8th  Avenue,  Fort  Worth,  Texas;  817  335-4316 

Louis  J.  Levy,  MD,  PA 
Henry  C.  McDonald,  Jr,  MD 
Fred  W.  Sanders,  MD 
James  M.  Berkley,  MD 
Joseph  H.  Gaines,  MD 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD 


F.  Carlton  Hodges,  MD 
J.  Price  Brock,  Jr,  MD 
Robert  L.  Dickey,  MD 


ORTHOPEDIC  ASSOCIATES  OF  ABILENE 

1701  Pine  Street,  Abilene,  Texas  79601 


PATHOLOGY 


J.  S.  WILKENFELD,  MD,  MEDICAL  LABORATORIES, 
INC. 

J.  S.  Wilkenfeld,  MD 

Diplomate  of  the  American  Board  of  Pathology 

Anatomical  Pathology,  Clinical  Pathology 

Exfoliative  Cytology  and  Dermatopathology 

8850  Long  Point  Road,  P.O.  Box  55008,  Houston,  Texas  77055;  713  468-0738 

Mailing  Containers  on  Request — Office  Pickup  Service  in  Houston 


PHYSICAL  MEDICINE  & REHABILITATION 


LUBBOCK  ORTHOPEDIC  SURGERY  CLINIC 

Orthopedic  Surgery — Surgery  of  the  Hand 

Royce  C.  Lewis,  Jr,  MD 
Kenneth  C.  Scholz,  DDS,  MD 
Robert  A.  Peinert,  Jr,  MD 

3702  21st  St.,  Suite  9,  Lubbock,  Texas  79410;  806  795-8261 


WARM  SPRINGS  REHABILITATION  HOSPITAL 
GONZALES  WARM  SPRINGS  FOUNDATION,  INC. 

P.O.  Box  58,  Gonzales,  Texas  78629 
Facilities  for  Physicai  Restoration 

Physical  Therapy,  Occupation  Therapy,  Speech  Therapy, 

Recreational  Therapy,  School  from  first  grade  through  twelfth  grade 

David  E.  Gumper,  Administrator 
Larry  E.  Browne,  MD,  Medical  Director 


THE  ARLINGTON  ORTHOPEDIC  GROUP 

H.  W.  Bendel,  Jr,  MD 

E.  E.  Rising,  Jr,  MD,  Emphasis  on  Hand  Surgery 
C.  Poindexter,  MD 

C.  R.  Vavrin,  MD,  Emphasis  on  Sports  Medicine 
Diplomates  American  Board  of  Orthopaedic  Surgery 

801  West  Randol  Mill  Road,  Arlington,  Texas  76012;  817  261-8284 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 

Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  512  226-2424 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD  James  M.  Lancaster,  MD 

Huntly  G.  Chapman,  MD  James  W.  Brodsky,  MD 

Phillip  E.  Hansen,  MD 

Orthopedic  Surgery 

3600  Gaston  Avenue,  Suite  303,  Dallas,  Texas  75246;  214  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  2116, 

Dallas,  Texas  75230;  214  661-7010 


ORTHOPEDIC  FOOT  SURGERY  ASSOCIATES 

Surgery  & Diseases  of  the  Foot  and  Ankle 

Charles  E.  Graham,  MD 

8345  Walnut  Hill  Lane,  Suite  105,  Dallas  75231;  214  369-4361 
Donald  M.  Mauldin,  MD 

6161  Harry  Hines,  Suite  220,  Dallas  75235;  214  630-8646 
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ARTHRITIS  SURGICAL  CENTER 

Specializing  in  Joint  Reconstruction  and  Revision 

1200  Binz,  Suite  1430,  Houston,  Texas  77004;  713  526-9986 


Cecil  M.  Christensen,  MD 
Board  Certified 


TMA  Memorial  Library 


. . . Another  service  of  your  association 


THE  INSTITUTE  FOR  REHABILITATION 
AND  RESEARCH  (TIRR) 

In  the  Texas  Medical  Center,  Houston,  Texas 

Comprehensive  care  hospital  specializing  in  rehabilitation 
care  for  persons  disabled  by  injury  or  disease.  Inpatient  and 
outpatient  services. 


Spinal  Cord  Injury 
Head  Injury 
Amputee 
Stroke 
Pediatric 

Bilingual  (Spanish)  Program 
Neuromuscular 


Sports  Arts  Center 

Polytrauma 

Restorative  Surgery 

Scoliosis 

Spina  Bifida 

Cerebral  Palsy 

Neurophysiology 


Accredited  by;  Joint  Commission  on  Accreditation  of  Hospitals 

Commission  on  Accreditation  of  Rehabilitation  Facilities 


Patient  Services  Coordinator:  713  797-5922  or  in  Texas  1-800-44REHAB 

Texas  Medical  Association 


Winter 

Leadership  Conference 
1989 


Saturday,  March  4 
Stouffer  Austin  Hotel 


Texas  Medicine 


PLASTIC  SURGERY 


HOUSTON  PLASTIC  SURGERY  ASSOCIATES 

Simon  Fredricks,  MD,  FACS  lames  B.  Stafford,  IV,  MD,  FACS 

lonathan  ).  Dora,  MD,  FACS  David  A.  Lee,  MD 

David  1.  Katrana,  DDS,  MD,  FACS  John  E,  Lomax,  MD 

Aesthetic,  Plastic,  Reconstructive  and  Hand  Surgery 

6S60  Fannin,  Suite  7S0,  Houston,  Texas  77030;  713  795-5575 

VALENTIN  GRACIA,  MD,  FACS,  FICS 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  Surgery — Burns 

1001  W.  Rosedale,  P.O.  Box  2476,  Fort  Worth,  Texas  76113;  817  336-0446 


ROGER  D.  HARMAN,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic,  Plastic  and  Reconstructive  Surgery 
Hand  and  Microsurgery 

7100  Oakmont  Blvd.,  Suite  208,  Fort  Worth,  Texas  76132;  817  292-8801 


PLASTIC  SURGERY  SPECIALISTS 

Neal  R.  Reisman,  MD,  FACS  William  B.  Riley,  Jr.,  MD,  FACS 
Richard  K.  Vanik,  MD  Joseph  M.  Perlman,  MD,  FACS 

Medical  Center-Creenpark  Two,  7505  S.  Main,  Suite  150,  Houston, 

Texas  77030;  713  558-5353 

West  Houston,  Southwest,  Sugar  Land,  Galleria,  Cy-Fair 

Diplomates  American  Board  Plastic  Surgery 


PSYCHIATRY 


FORT  WORTH  PLASTIC  SURGERY  CLINIC 

David  A.  Grant,  MD,  FACS 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Aesthetic  and  Reconstructive  Plastic  Surgery 
Raymond  A.  Faires,  MD 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Larry  E.  Reaves,  MD 

Diplomate  American  Board  of  Surgery 

Plastic  and  Reconstructive  Surgery 
Hand  and  Micro  Surgery 

606  Medical  Plaza  Building 

800  Eighth  Avenue,  Fort  Worth,  Texas  76104 

817  335-4752  817  332-9441  817  335-4755 


WILLIAM  E.  BARNES,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Cosmetic  Surgery 

Plastic  & Reconstructive  Surgery 

1301  West  38th  Street,  Suite  608,  Austin,  Texas;  512  454-7659 


JOHN  E.  CARTER,  MD,  PA 

Diplomate  American  Board  of  Surgery 
Diplomate  American  Board  of  Plastic  Surgery 

Plastic  Surgery 

7711  Louis  Pasteur  Driye,  Suite  801,  San  Antonio,  Texas  78229 
Telephone:  Office  512  696-2390;  Medical  Exchange  512  227-6331 


RICHARD  G.  JAECKLE,  MD 

Psychiatry 

Diplomate,  ABPN:  Psychiatry 
Diplomate,  ABPN:  Child-Adolescent 

Presbyterian  Professional  Building  II,  Suite  404, 

8220  Walnut  Hill  Lane,  Dallas,  Texas  75231;  214  696-0964 


TIMBERLAWN  PSYCHIATRIC  HOSPITAL 

Inpatient  and  Outpatient  Services  for  Adult,  Child  and 
Adolescent,  Substance  Abuse,  Short-Term,  ACCEL,  and 
Alternative  Care. 

Doyle  I.  Carson,  MD 
Byron  L.  Howard,  MD 
Mark  J.  Blotcky,  MD 
Keith  H.  Johansen,  MD 
Jerry  M.  Lewis,  MD 
Robert  D.  Bennett,  MD 
Ernest  N.  Brownlee,  MD 
Tom  G.  Campbell,  MD 
Cherye  C.  Callegan,  MD 
Harold  A.  Cronson,  MD 
Kathleen  B.  Erdman,  MD 
Roy  H.  Fanoni,  MD 
Joseph  P.  Caspar!,  MD 
Paul  M.  Hamilton,  MD 
David  J.  Korman,  MD 
Jerry  M.  Lewis,  III,  MD 

P.O.  Box  11288 
4600  Samuell  Boulevard 
Dallas,  Texas  75228 


Ruth  A.  MarDock,  MD 
Charles  G.  Markward,  MD 
Conway  L.  McDanald,  MD 
Edgar  P.  Nace,  MD 
Don  C.  Payne,  MD 
Glen  T.  Pearson,  MD 
James  K.  Peden,  MD 
Catherin  A.  Roberts,  MD 
Tony  Romack,  MD 
Larry  C.  Shadid,  MD 
Kathleen  S.  Sheehan,  MD 
Kathryn  A.  Sommerfelt,  MD 
Mark  P.  Unterberg,  MD 
Mary  Watts,  MD 
Paula  Dobbs-Wiggins,  MD 


214  381-7181 
1-800-426-4944 


PLASTIC  SURGERY  ASSOCIATION 

Leonard  Koch,  MD 

Plastic  and  Reconstructive  Surgery 
Surgery  of  the  Hand 

3601  21st  Street,  Suite  5,  Lubbock,  Texas  79410;  806  792-2313 


GONZALO  A.  AILLON,  MD 
Psychiatry-Bilingual 

3450  Wheatland  Road,  Suite  120 
Dallas,  Texas  75237;  214  296-6241 


STEPHEN  C.  LESAUVAGE,  MD 

Diplomate  American  Board  of  Plastic  Surgery 

Plastic,  Reconstructive  and  Hand  Surgery 
Cosmetic  Surgery 

825  Medical  Drive,  Tyler,  Texas  75705;  214  593-8296 


The  Burn  Care  Associates  has  been 
patients.  Care  for  every  phase  of 
resuscitation  to  late  rehabilitation. 

John  E.  Carter,  MD 
Lebaron  W.  Dennis,  MD 
Michael  M.  Duffy,  MD 
Joe  Ford,  MD 

BURN  CARE  ASSOCIATES 


organized  to  provide  care  for  burned 
burn  trauma  will  be  provided  from 

David  Mclnnis,  MD 
Donald  Novick,  MD 
David  Fisher,  MD 
Martin  Smith,  MD 
Millie  Smith,  Coordinator 


302  Oak  Hills  Building,  Louis  Pasteur  Drive,  San  Antonio,  Texas  78229 
Telephone  512  694-0973 


TMA  Physicians  Benevolent  Fund 

. . . Another  service  of  your  association 


C.  MARSHALL  BRADSHAW,  MD,  PA 

Psychiatry,  Somatic  Therapies 
Clinical  Electroencephalography 

Suite  722,  1550  W.  Rosedale,  Fort  Worth,  Texas  76104 
Telephone  817  335-9409 
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DALLAS  PSYCHIATRIC  ASSOCIATES 


Inpatient  & Outpatient  Services; 

• Adult,  Adolescent  and  Child  Psychiatry 

• Alcohol  and  Chemical  Dependency 

• Medical  Stress  & Chronic  Pain 

• Intensive  Outpatient  Programs  for  Alcohol  & Chemical 
Dependency,  Aftercare  & Relapse  Management 

• Day  Treatment  Program  & Therapeutic  School  for 
Adolescents 

• Emergency  Evaluation  Services 


Larrie  Arnold,  MD 
Cary  Etter,  MD 
Ronald  Flesichmann,  MD 
Bradford  Goff,  MD 
Fred  L.  Griffin,  MD 
Joan  R.  Hebeler,  MD 
R.  Sanford  Kiser,  MD 
Grover  Lawlis,  MD 
Prema  Manjunath,  MD 
Cretchen  Megowen,  MD 


Art  Mirzatuny,  MD 
John  L.  Peake,  MD 
Rebecca  M.  Peake,  MD 
Wiliiam  M.  Pederson,  MD 
Leslie  H.  Secrest,  MD 
Dawn  Shogren,  MD 
Scott  Turpin,  MD 
Angela  Wood,  MD 
John  M.  Zimburean,  MD 


Offices:  Brookhaven  Psychiatric  Pavilion  of  RHD  Memorial  Medical  Center, 
Medical  City,  The  Irving  Hospital  & Trinity  Medical  Center 
Phone  214  247-1150 


SOUTHWEST  UROLOGY  ASSOCIATES 

Adult  and  Pediatric  Urology 

Ted  Boone,  MD  James  T.  Coggins,  MD 

Warren  M.  Greene,  MD  Wm.  A.  Freeborn,  MD 

Diplomates  of  American  Board  of  Urology 

221  W.  Colorado,  #440,  Dallas,  Texas  75208;  214  948-3101 
3450  W.  Wheatland  Road,  #60,  Dallas,  Texas  75211 


C F.  SKRIPKA,  JR,  MD,  FACS 

Urology,  Andrology,  Endourology,  & Laser  Surgery 

1101  North  19th,  Suite  114,  Abilene,  Texas  79601 
915  673-5726 


DIRECTORY  RATES  & DATA;  Space  is  available  to  TMA  mem- 


bers at  $48.00  per  column  inch  per  month  and  listings  must 


RHEUMATOLOGY 


DON  E.  CHEATUM,  MD,  FACP,  FCCP 

Diplomate  American  Boards  of  Internal  Medicine  and  Rheumatology 

WILLIAM  G.  BRELSFORD,  MD,  DABIM 

Diplomate  American  Board  of  Internal  Medicine 
Board  Eligible  Rheumatology 

Rheumatology  Consultation  by  Physician  Referral 

Dallas  Medical  & Surgical  Clinic 
4105  Live  Oak  St. 

Dallas,  Texas  75204:  214  623-4151 


run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed 
for  six  months'  advance  payment.  New  listings,  changes,  or 
cancellations  should  be  sent  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 
Deadline  is  the  5th  of  the  month  preceding  publication  month. 


THORACIC  SURGERY 


ALLAN  L.  GRAHAM,  MD,  FACS* 

KARAMAT  U.  CHOUDHRY,  MD,  FACS 
ROBERT  W.  MILEY,  MD,  FACS 
RICHARD  L.  SHEPHERD,  MD,  FACS 

Diplomates  American  Board  of  Surgery  and  Board  of  Thoracic  Surgery 

•Also  certificate  of  special  qualification  in  general  vascular  surgery, 

American  Board  of  Surgery 

Cardiac,  Thoracic  and  Vascular  Surgery  Associates 

515  South  Adams,  Fort  Worth,  Texas  76104;  817  332-7878  


RICHARD  E.  WOOD,  MD 
ROBERT  E.  RAWITSCHER,  MD 
THOMAS  P.  MEYERS,  MD 

Cardiac,  Thoracic  and  Vascular  Surgery 

Baylor  Medical  Plaza,  Barnett  Tower,  3600  Gaston  Avenue, 
Suite  404,  Dallas,  Texas  75246;  214  827-3890 
Hours  By  Appointment 


UROLOGY 


FORT  WORTH  UROLOGY  CLINIC 

I r)(^  Hugh  Lamensdorf,  MD  J.  Daniel  Johnson,  MD 

G''-'  Ira  N.  Hollander,  MD  A.  E.  Thurman,  MD 

Diplomates  of  American  Board  of  Urology 
Fellows  American  College  of  Surgery 

Box  11340,  1415  Pennsylvania  Ave.,  Fort  Worth,  Texas  76109 
817  336-5711 


DALLAS  UROLOGY  ASSOCIATES 

David  D.  Reisman,  MD,  PA 
Donald  J.  Logan,  MD,  PA 
Donald  L.  McKay,  MD,  PA 
Christopher  D.  Fetner,  MD,  PA 

Diplomates  of  American  Board  of  Urology 

Medical  City  Dallas,  7777  Forest  Lane,  Suite  230,  Dallas,  Texas  75230 
Telephone:  214  233-7765  Answered  24  Hours 


TMA  Action  monthly  newsletter 

. . . Another  service  of  your  association 


Texas  Medicine 


Classified  Advertising 


OPPORTUNITIES  AVAILABLE 


Academic/Government 

University  of  Texas  MD  Anderson  Cancer  Center — 
Seeking  psychiatry  tellow(s)  for  large  consultive 
psychiatry  service  at  a large  cancer  hospital.  Posi- 
tion involves  patient  care  and  opportunity  for  some 
research.  Texas  license  helpful,  but  not  mandatory. 
Foreign  graduates  must  have  appropriate  FLEX 
examinations.  Send  CV  and  letters  of  reference  to 
Victor  Levin,  MD,  Chairman,  Department  of  Neuro- 
Oncology,  Box  118,  MD  Anderson  Cancer  Center, 
1515  Holcombe  Blvd.,  Houston,  Texas  77030.  An 
affirmative  action/equal  employment  opportunity 
employer. 

Medical  Specialist,  MD — Opening  for  medical  spe- 
cialist, MD,  in  largely  geropsychiatric,  )CAH  and 
Medicare  accredited  hospital.  Preferred  certification 
in  internal  or  geriatric  medicine.  Salary  up  to 
$66,288  depending  on  qualifications.  Excellent  loca- 
tions in  the  Texas  Hill  Country,  one  hour  from 
San  Antonio.  Good  fringe  benefits.  Must  have  Texas 
license.  Call  or  write  Luther  W.  Ross,  MD,  Super- 
intendent, Kerrville  State  Hospital,  P.O.  Box  1468, 
Kerrville,  Texas  78029-1468;  512  896-2211.  An 

EEO/AAP  employer. 

Physician  with  Texas  license  needed  to  practice 
general  medicine  at  Student  Health  Center.  Forty- 
hour  week,  Monday-Friday.  Minimal  call  duty. 
Fringe  benefits.  Contact  Sheila  Meyer,  Administrator, 
University  of  North  Texas  Health  Center,  P.O.  Box 
5158,  Denton,  Texas  76203;  817  565-2331.  Equal 
opportunity/affirmative  action  employer. 

Psychiatrist  III — Opening  for  Psychiatrist  III  in  large- 
ly geropsychiatric,  JCAH  and  Medicare  accredited 
hospital.  Salary  up  to  $90,000  depending  on  quali- 
fications. Excellent  location  in  the  Texas  Hill  Coun- 
try, one  hour  from  San  Antonio.  Good  fringe 
benefits.  Must  have  Texas  license.  Call  or  write 
Luther  W.  Ross,  MD,  Superintendent,  Kerrville  State 
Hospital,  P.O.  Box  1468,  Kerrville,  Texas  78029- 
1468;  512  896-2211.  An  EEO/AAP  employer. 

Psychiatrist — Immediate  opening  for  full-time  board 
certified  psychiatrist  to  direct  the  Psychiatry  Service 
at  the  Veterans  Administration  Medical  Center, 
Waco,  Texas.  Excellent  fringe  benefits.  Relocation 
expenses  allowed.  Send  CV  to  Dr.  W.  ).  Wagner, 
Chief  of  Staff,  4800  Memorial  Drive,  Waco,  Texas 
76711. 


Emergency  Medicine 

Needed;  Emergency  physicians.  North  Central  Texas 
area,  full  and  oart-time.  For  an  application  call 
817  336-8600  or  write  Emergency  Medicine  Con- 
sultants, PA;  1525  Merrimac  Circle,  Suite  107,  Fort 
Worth,  Texas  76107, 

Emergency  Physician — Local  Houston  ER  group 
needs  experienced  ER  physician.  Fee-for-service 
with  guarantee.  Contact  Greater  Houston  Emergency 
Physicians  Associates,  P.O.  Box  7445,  Houston, 
Texas  77248;  713  861-7942. 

Texas,  Houston — Full-time  emergency  center  posi- 
tions now  available.  Opportunity  for  career-minded 
emergency  physicians  to  join  a physician's  associa- 
tion staffing  the  Memorial  Hospital  System.  Physician 
compensation  is  based  on  fee-for-service  which 
provides  excellent  remuneration.  Board-certified  or 
board-prepared  applicants  send  your  CV  to  Houston 
Emergency  Physicians  Associates,  9100  Southwest 
Freeway,  Suite  200,  Houston,  Texas  77074  or  call 
713  776-1081. 

San  Angelo — Outstanding  opportunity  in  minor 
emergency/family  practice  clinics.  Guaranteed 
$100,000  for  4-dav  week  13  hr.  days),  50  weeks/ 
year.  Profit  sharing  above  guarantee.  Contact  Wayne 
Williams,  MD,  915  942-8611,  Shamrock  Clinics,  4208 
College  Hills,  San  Angelo,  Texas  76904. 

Texas — Full-time  ED  positions  available  in  North 
Texas  area.  Small  group,  flexible  scheduling.  ACLS 
and  US  education  required.  Send  CV  to  Ms.  Neu, 
Numed  Systems,  P.O.  Box  2122,  Denton,  Texas 
76202. 

Texas:  Dallas/Fort  Worth  and  East  Texas — Full-time 
positions  available  with  EmCare,  a progressive  phy- 
sician-oriented group  committed  to  excellence  in 
emergency  medicine.  Opportunities  include  staff 
and  directorship  positions,  in  high-volume.  Level  I 
Trauma  Centers,  as  well  as  smaller  community  hos- 
pitals. We  offer  very  desirable  geographic  locations 
including  the  Dallas/Fort  Worth  area.  East  Texas, 
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Amarillo,  and  Austin.  Competitive  compensation 
rates  range  from  $85,000  to  $150,000  annually. 
Positions  available  for  both  part-time  and  full-time 
emergency  medicine  physicians.  Positions  are  also 
available  for  primary  care  physicians  in  clinic  set- 
tings. Contact  Brenda  Lancaster,  Vice  President, 
Professional  Services,  EmCare,  Inc.,  3310  Live  Oak, 
Suite  400,  Dallas,  Texas  75204  or  call  collect  214 
823-6850,  out  of  state  1-800-527-2145. 

Texas — Full-time  emergency  department  positions 
available  in  224-bed  hospital.  Recreational  area 
north  of  Dallas.  Excellent  compensation  including 
malpractice  insurance.  Benefit  package  available  to 
full-time  physicians.  Contact:  Emergency  Consul- 
tants, Inc.,  2240  South  Airport  Road,  Room  29, 
Traverse  City,  Michigan  49684;  1-800-253-1795  or 
in  Michigan  1-800-632-3496. 

Central  Texas  area,  ED  physicians  needed,  10,000 
patient  volume,  personal  small  group.  ACLS,  ATLS, 
two  years  experience,  board  certification  preferred. 
Strong  growth  potential.  $40  per  hour  or  percentage 
of  gross.  Call  512  353-3773,  Dr.  Dewey  Whisenant 
or  write  to  4006  Day  Drive,  San  Marcos,  Texas 
78666. 

Physician  needed  to  help  staff  established  family 
practice/ambulatory  care  clinic.  Good  salary  and 
benefits.  Evening  hours,  with  an  occasional  week- 
end. Call  713  469-8163  for  additional  information. 
Non-smoker  please. 


Family/General  Practice 

Urgent — FP/CP  physicians  needed  for  practice  op- 
portunities within  Arizona  and  throughout  the 
United  States.  Excellent  group  and  solo  opportuni- 
ties available.  For  additional  information,  call  602 
990-8080;  or  send  CV  in  confidence  to  Mitchell  & 
Associates,  Inc.,  P.O.  Box  1804,  Scottsdale,  Arizona 
85252. 


MediClinic 

Family  Practice  • Industrial  Medicine  • Minor  Emergenciea 
Family  pract'ce  physicians  (BE/BC)  needed  b become  associated  with 
our  clinics  in  Houston,  Texas,  for  full  lime  permanent  posit'ons  as 
Medical  Directors.  Lucrative  earnings  potential,  generous  incentive 
package  and  early  partnership  possibilibes.  Send  CV  to  Chief  Med 
Director,  MediCHnics,  6604  SW  Freeway,  Houston,  Texas  77074  or  call 
71 3 783-4707  or  783-1913  for  further  informabon. 


Locum  Tenens — BC/BE  needed  in  family  medicine 

to  work  part  time/full  time  in  a growing  family 
practice  clinic.  Excellent  working  conditions;  insur- 
ance paid  and  housing  provided.  Contact  Nancy 
Bloomfield,  4010  College,  Suite  200,  Beaumont, 
Texas  77707;  409  842-9449. 

Family  practitioner,  board  certified,  for  large  re- 
spected multispecialty  group,  southwest  Texas.  Ex- 
cellent practice  opportunity  in  attractive  satellites 
in  suburban  areas  of  city.  Also,  need  for  shift  type 
hours  in  extended  care  clinics.  Fringe  benefits  in- 
clude malpractice  insurance,  vacation,  CME,  sick 
leave,  health,  life,  and  LTD  insurance.  Financial 
assistance  in  relocating.  Send  CV  to  Kelsey-Seybold 
Clinic,  PA,  6624  Fannin,  Houston,  Texas  77030, 
Attn:  Physician  Services  Office. 

Small  Texas  Panhandle  town  located  on  Interstate 
Highway  has  sincere  need  for  one  or  two  FPs  to 
assume  practice  of  retiring  physician.  No  purchase 
necessary.  OB  needed.  45-bed  hospital.  Call  cover- 
age and  time  off  provided.  Generous  incentive 
package.  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Small  group  seeks  associate  for  busy  practice  in 

attractive  Texas  community  of  25,000.  Modern  126- 
bed  hospital.  Many  social  and  recreational  oppor- 
tunities, good  schools.  45-minutes  from  large  city, 
major  airport.  Generous  incentive  package.  No 
buy-in.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Community  of  8,000  (trade  area  16,000)  seeks  two 

BC  FPs  to  establish  FP  group.  New  hospital  under 
construction.  Community  has  sound  economy,  good 
schools,  airport.  Generous  incentive  package  in- 
cluding income  guarantee,  relocation,  office  space, 
more.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Two  BC  FPs  seek  associate  for  busy  practice  in 
Texas  community  of  8,500_  (trade  area  15,000).  Mod- 
ern hospital,  specialists  for  referrals.  Generous  in- 
centive package  and  terms  of  association.  Nice 
community,  great  schools,  access  to  metropolitan 
area.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 


Family  physician  in  Dallas  suburb  seeks  associate 

for  very  busy  practice.  Modern  hospital  facilities. 
First  year  salary  with  bonus  based  on  production 
leading  to  early  partnership.  For  information,  with- 
out cost  or  obligation,  contact  Physician  Resource 
Network,  P.O.  Box  37102,  Fort  Worth,  Texas  76117; 
817  595-1128. 

General  practice  available  in  scenic  lake  area  of 
Texas  Hill  Country.  Recreational  mecca  within  one 
hour  of  Austin.  Established  practice  with  a proven 
capability  to  generate  good  income  in  desirable 
community.  Contact  Physician  Resource  Network, 
P.O.  Box  37102,  Fort  Worth,  Texas  76117;  817 
595-1128. 

Excellent  family  practice  opportunity  available  in 

the  northwest  Iowa  community  of  Laurens,  near  the 
Iowa  Great  Lakes.  Established  rural  medical  practice 
located  within  30  minutes  of  two  medical  communi- 
ties providing  hospitals  and  specialists.  No  financial 
investment  needed.  Income  guarantee  plus  other 
financial  incentives  available.  For  more  information 
contact  Dwight  Vangenderen,  204  Walnut,  Laurens, 
Iowa  50546,  712  845-4440  or  James  Triepe,  Admin- 
istrator, Spencer  Municipal  Hospital,  114  East  12th 
Street,  Spencer,  Iowa  51301,  712  264-6111. 


Our  job  description:  putting 
doctors  to  work  where 
they  're  needed  and  appreciated! 


PRN,  Ltd. 

Physician  Staffing 


locum  tenens  • practice  trials 
permanent  placements 


positions  and  physicians 
now  available 


1-800-531-1122 

One  Thousand  North  Walnut 
Suite  B 

New  Braunfels,  Texas  78130 


A physician-owned  company 
— established  1982  — 
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Family  Practice,  BE/BC — Southeastern  United  States. 
Urgent  care  practice.  Comprehensive  benefits,  com- 
petitive compensation  and  bonus.  Malpractice  cover- 
age, advancement  potential  and  flexible  scheduling. 
Resume  to  James  Hacker,  SEI  Health  Services,  7725 
Little  Avenue,  Charlotte,  NC  28226  or  call  704 
542-7100. 


Internal  Medicine 


Established  practice  available  in  exclusive  Dallas 

neighborhood.  Average  (annual)  net  collections 
$335-|-K.  Loyal  patient  base.  Retiring  physician  will 
introduce.  Financing  available  to  qualified  candidate. 
Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 
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Obstetrics/Gynecology 

OBG — North  Central  Texas.  Seeking  BC/BE  OBC  to 
join  expanding  OBG  practice  in  multispecialty 
group.  Modern  clinic  adjacent  hospital.  Near  beau- 
tiful lakes  and  parks  within  45  minutes  Dallas/Fort 
Worth  Metroplex.  Salary  with  progress  to  partner- 
ship. Excellent  benefits.  Contact  Richard  Hoefel- 
mann,  MD,  Surgery  Associates,  PA,  218  SW  26th 
Avenue,  Mineral  Wells,  Texas  76067;  817  325-0741. 

Dallas  Suburb — Solo,  expanding  OBG  is  seeking 

associate  to  help  growing  practice.  Desire  for  in- 
dependent-minded,  American-trained  physician, 
BE/BC,  military  residencies  welcome.  Present  phy- 
sician will  help  applicant  get  started  and  offer  guar- 
anteed salary.  Possible  partnership  in  two  years. 
Michael  S.  Phillips,  MD,  1701  N.  Collins  Blvd., 
#327,  Richardson,  Texas  75080;  214  644-0522. 

OBG,  board  eligible  or  board  certified,  needed  im- 
mediately for  large  well-established  multispecialty 
group.  Gulf  Coast  area.  Salary  with  progress  to 
shareholder.  Fringe  benefits  include  malpractice  in- 
surance, vacation,  CME,  health,  life,  LTD  insurance, 
sick  and  personal  leave  time.  Financial  assistance  in 
relocating.  Send  CV  to  Kelsey-Seybold  Clinic,  PA, 
6624  Fannin,  Houston,  Texas  77030,  Attn:  Physician 
Recruitment  Services  Office. 


Orthopedic  Surgery 

Wanted — Board  qualified  orthopedic  surgeon  with 
training  in  hand  surgery  to  work  in  orthopedic 
group  in  West  Texas  city.  Ultimate  full  partnership 
planned.  Medical  school  affiliation  possible.  806 
799-1380. 

Orthopedic  Surgeon — Needed  for  attractive  Texas 

community  of  25,000.  Associate  practice  or  solo 
sharing  call  with  BC  ORS.  Modern,  126-bed  hos- 
pital (serving  75,000).  Many  social  and  recreational 
opportunities,  excellent  schools.  45-minutes  from 
larger  city,  major  airport.  Incentive  package.  Con- 
tact Physician  Resource  Network,  P.O.  Box  37102, 
Fort  Worth,  Texas  76117;  817  595-1128. 

Orthopedic  Surgeons,  Texas  Gulf  Coast — An  attrac- 
tive financial  and  recruitment  package  will  be  pro- 
vided to  an  orthopedic  surgeon  in  a new  medical 
office  building  next  to  our  191 -bed  hospital  in 
Baytown.  Immediate  referrals  will  be  forthcoming. 
Baytown,  population  60,000,  is  located  just  20  miles 
southeast  of  Houston.  For  more  information,  send 
your  CV  to;  Gordon  Crawford,  Professional  Rela- 
tions, Humana  Inc.,  Dept.  11-12,  500  West  Main 
Street,  Louisville,  Kentucky  40201-1438.  Or  call 
TOLL-FREE  1-800-626-1590. 


Pediatrics 


Pediatrician,  Brownsville,  Texas — Vacation  area  near 
the  ocean  and  Mexico.  Enjoy  practice  in  a modern, 
spacious,  custom  built  clinic  with  lab,  x-ray.  Pleas- 
ant hours,  good  beginning  salary.  Contact  Adele 
Bromiley,  MD,  2335  Central  Blvd.,  Brownsville, 
Texas  78520;  512  546-3126. 

Pediatricians,  Texas  Gulf  Coast — Another  pediatri- 
cian is  needed  to  establish  practice  next  to  our 
191-bed  hospital  in  Baytown,  Texas.  The  only  pedi- 
atrician here  is  extremely  busy  and  will  share  call. 
Attractive  financial  and  marketing  assistance  will  be 
provided.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  more  infor- 
mation, send  your  CV  to:  Gordon  Crawford,  Pro- 
fessional Relations,  Humana  Inc.,  Dept.  11-12,  500 
West  Main  Street,  Louisville,  Kentucky  40201-1438. 
Or  call  TOLL  FREE  1-800-626-1590. 


Psychiatry 

Psychiatrist — new  position  in  expanding  medical 
services  division  of  a community  mental  health 
center.  Requires  Board  Eligible  or  Board  Certified 
and  Texas  license.  A base  salary  of  $73,000,  higher 
considering  experience  and  certification.  Fringe 
benefit  package  of  23%  plus  administrative  and 
malpractice  liability  coverage.  El  Paso  has  more 
days  of  sunshine  than  any  city  in  the  U.S.  Our 
average  daily  high  temperature  in  January  is  57 
degrees;  average  nightly  low  temperature  in  July  is 
70  degrees.  Mountain  resorts  with  skiing  and  fish- 
ing are  two  hours  away.  A culturally  diverse  major 
metropolitan  area,  El  Paso  has  a population  of 
over  500,000.  Bilingual  Spanish/English  required. 
For  more  information  call  or  write  W.  M.  Smith, 
Personnel  Director,  Life  Management  Center,  P.O. 
Box  9997,  El  Paso,  Texas  79990;  915  594-1069. 

Psychiatric  Consultant  Needed — Part-time  consulta- 
tion opportunity  (4-6  hours  per  week)  for  psycho- 
pharmacological  setting.  Send  vitae  or  contact  Dr. 
Diane  Warden,  CIGNA  Healthplan,  Keystone  Park, 
Suite  404,  13929  North  Central  Expressway,  Dallas, 
Texas  75243;  214  783-2400. 

Psychiatrist,  Texas  Gulf  Coast — Our  191 -bed  hos- 
pital in  Baytown,  Texas  is  rapidly  expanding  psychi- 


atric services  and  another  general  or  child  psychi- 
atrist is  needed  to  establish  practice  here.  We  now 
have  34  psych,  10  adolescent  and  six  chemical 
dependency  beds.  Attractive  financial  and  marketing 
assistance.  Baytown,  population  60,000,  is  located 
just  20  miles  southeast  of  Houston.  For  further  in- 
formation, send  your  CV  to:  Cordon  Crawford, 
Professional  Relations,  Humana  Inc.,  Dept.  11-12, 
500  West  Main  Street,  Louisville,  Kentucky  40201- 
1438.  Or  call  TOLL-FREE  1-800-626-1590. 


Radiology 

BE/BC  radiologist  needed  for  locum  tenens  in 
Laredo,  Texas.  Full  time  position  available.  Contact 
Dolores  Ozuna,  512  722-8010. 

Radiologist — Part-time  position  available.  No  spe- 
cials or  MRI.  Ideal  for  semi-retirement  in  resort/ 
retirement  area  in  South  Texas  on  Mexican  border 
near  Gulf  of  Mexico.  Contact  Max  Roeder,  MD, 
1315  E.  6th  Street,  Weslaco,  Texas  78596. 

Diagnostic  Radiologist — Busy,  established  radiology 

group  in  NE  Texas  seeks  fourth  associate.  All 
modalities,  including  MRI  and  interventional.  Com- 
prehensive benefit  package  and  early  partnership. 
Attractive  community  of  27,000  with  strong,  diversi- 
fied economy,  excellent  schools.  Many  social  and 
recreational  opportunities.  Contact  Physician  Re- 
source Network,  P.O.  Box  37102,  Fort  Worth,  Texas 
76117;  817  595-1128. 

Expanding  15-physician  multispecialty  group  has 

excellent  opportunity  for  a radiologist.  We  offer  a 
high  beginning  guaranteed  salary  in  addition  to 
benefits  with  no  first  year  expenses.  Send  CV  to 
Pam  Shuttlesworth,  Personnel  Director,  Malone  and 
Hogan  Clinic,  1501  W.  11th  Place,  Big  Spring,  Texas 
79720. 


Other  Opportunities 

Are  you  looking  for  a paved  highway  toward 
financial  success — where  you  will  receive  referrals 
from  other  doctors  because  they  are  too  busy  or 
retiring — where  there  is  no  animosity  towards  new 
physicians?  Immediate  openings  for  family  physi- 
cians, OBG,  internists,  pedis,  orthopods,  and 
surgeons  in  smaller  towns  in  Texas.  Contact  Texas 
Doctors  Croup,  702  Colorado,  Suite  102,  Austin, 
Texas  78701;  512  476-7129. 

Positions  Available — Seeking  BC/BE,  general  inter- 
nist, HEWON,  PS,  endocrinologist  to  join  an 
established  multispecialty  (non-prepaid)  clinic  in 
South  Central  Texas.  Contact  Leroy  W.  Kitch,  Ad- 
ministrator, Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  Texas  78205. 

Full  and  part-time  experienced  physicians  for  estab- 
lished and  expanding  family  care  clinic  In  North- 
west Houston.  Excellent  remuneration  and  working 
conditions;  flexible  scheduling.  Contact  Director, 
Medical  Center,  7925  FM  1960  West,  Houston,  Texas 
77070;  713  469-4560. 

Established  obstetrician/gynecologist  wanting  to  en- 
large the  practice,  wishes  to  have  an  assistant  with 
view  to  partnership.  Will  suit  general  practitioner 
willing  to  do  obstetrics  and  possibly  some  anes- 
thesia. Knowledge  of  epidurals  will  be  an  added 
advantage.  Will  be  willing  to  enlarge  present  office 
and  open  a satellite  office.  Location  IV2  hours 
drive  from  San  Antonio.  Present  principal  graduate 
of  King  Edward  Medical  College.  Apply  with  cur- 
riculum vitae  and  photograph  to  Ad-687,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd.,  Austin,  Texas 
78701  in  complete  confidence. 

We  have  full  and  part-time  locum  tenens  oppor- 
tunities available  in  all  specialties  with  guaranteed 
incomes  and  paid  malpractice.  For  more  informa- 
tion, contact  John  Smith,  Locum  Tenens,  Inc.  (A 
Division  of  Jackson  and  Coker),  400  Perimeter 
Center  Terrace,  Suite  760  TMLT8,  Atlanta,  Georgia 
30346;  telephone  1-800-544-1987. 


PRIVATE  PRAQICE  OPPORTUNITIES 

(in  all  specialties) 

Texas  8i  Sunbelt  States 
Call  1-000-284-4560 

Floustan  785-3722  Reuben 

or  send  CV  11140  Westheimer  5 ^ o n s t e i n 

Suite  144 

Houston.  TX  77042  &.  Associates 


Expanding  Texas  Multispecialty  Group — Dallas/Fort 
Worth  area,  requires  BE/BC  physicians:  internal 
medicine  and  subspecialties,  OBC,  orthopedics, 
pediatrics,  psychiatry,  urology,  ENT,  ophthalmology. 
Competitive  salary  and  benefits.  CV  to:  Medical 
Director,  Permanente  Medical  Association  of  Texas, 
12720  Hillcrest,  Suite  600,  Dallas,  Texas  75230. 

Internist/Family  Practitioner — Excellent  practice  op- 
portunities in  thriving  Northeast  Texas  community. 
Haven  for  hunting  and  fishing.  Excellent  schools. 


Salary  guarantee,  office  space  provided.  Contact 
Leonard  Graivier,  MD,  1-800-336-2575.  8505  Free- 
port Parkway,  Suite  130,  Irving,  Texas  75063;  214 
929-4779. 


Urologist — Regional  medical  center  serving  150,000 
in  NE  Texas  seeks  recently  trained,  BE/BC  urolo- 
gist. 200-bed  hospital  with  latest  technology,  in- 
cluding lithotripsy.  Assured  referrals.  Shared  call 
with  BC  urologist.  Attractive  community  of  27,000 
with  strong  economy,  excellent  schools.  Incentive 
package.  Contact  Physician  Resource  Network,  P.O. 
Box  37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Neurologist — Busy  regional  medical  center  serving 
150,000  in  NE  Texas  seeks  BE/BC  neurologist  for 
associate  practice,  or  solo  sharing  call  with  recently 
trained  neurologist.  Excellent  lifestyle  in  family- 
oriented  community  with  strong  economy;  excellent 
schools.  Competitive  incentive  package.  Contact 
Physician  Resource  Network,  P.O.  Box  37102,  Fort 
Worth,  Texas  76117;  817  595-1128. 


EmQuest 

LOCUM  TENENS 
PERMANENT  PLACEMENT 

OBGYN 
SURGERY 
RADIOLOGY 
PEDIATRICS 
ANESTHESIOLOGY 
FAMILY  PRACTICE 
INTERNAL  MEDICINE 
EMERGENCY  MEDICINE 

EmQuest  is  a subsidiary  of  EmCare, 
a professionally  managed,  physician  owned 
corporation  with  14  years  experience 
in  medical  management. 


EMQUEST,  INC. 
3310  LIVE  OAK,  LB-10 
DALLAS,  TEXAS  75204 
(214)  823-6850 


Gastroenterologist — Two  busy  GEs  seek  third  asso- 
ciate for  group  practice  in  NE  Texas.  Shared  call, 
comprehensive  benefit  package,  and  early  partner- 
ship. Modern  hospitals.  Attractive  community  with 
strong,  diversified  economy;  excellent  schools.  Many 
social  and  recreational  opportunities.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 

Worth,  Texas  76117;  817  595-1128. 

Texas  community  of  8,000  (trade  area  16,000)  seeks 
general  surgeon.  New  hospital  under  construction. 
Community  has  sound  economy,  good  schools,  air- 
port. Generous  incentive  package  to  qualified 
candidate  including  income  guarantee,  relocation 
allowance,  office  space,  and  more.  Contact  Phy- 
sician Resource  Network,  P.O.  Box  37102,  Fort 

Worth,  Texas  76117;  817  595-1128. 

Good  Move.  We  are  now  placing  permanent  and 
part-time  physicians  for  medical  facilities  in  ex- 
cellent locations  all  over  Texas.  Please  send  your 
complete  resume  or  CV  to  Good  Move,  P.O.  Box 
2675,  Bryan,  Texas  77805.  All  replies  will  remain 
confidential. 

Permanente  Medical  Association  of  Texas — Rapidly 
expanding,  multispecialty  prepaid  group  practice  in 
Dallas/Fort  Worth  seeking  BE/BC  physicians:  allergy, 
anesthesiology,  dermatology,  family  practice,  gastro- 
enterology, general  surgery,  internal  medicine,  neu- 
rology, OBG,  oncology,  ophthalmology,  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  radiology, 
vascular  surgery,  urology.  Extensive  benefit  package. 
Send  CV  or  contact  Medical  Director,  Permanente 
Medical  Association  of  Texas,  12720  Hillcrest,  Suite 
600,  Dallas,  Texas  75230;  214  458-5015.  Equal  op- 
portunity employer. 

Otolaryngologist — Regional  medical  center  serving 
150,000  in  NE  Texas  seeks  recently  trained  BE/BC 
ENT.  Modern,  200-bed  hospital.  Share  call  with  BC 
ENT.  Quality  lifestyle  in  area  with  strong,  diversified 
economy,  excellent  schools.  Incentive  package  avail- 
able. Contact  Physician  Resource  Network,  P.O.  Box 
37102,  Fort  Worth,  Texas  76117;  817  595-1128. 

Primary  Care  Clinic,  Oklahoma — Physicians  needed 
in  the  Lawton,  Oklahoma,  area  serving  the  health- 
care needs  of  military  dependents,  retirees,  and 
their  dependents.  Each  physician  will  be  provided 
with  their  own  fully  equipped  office  which  includes 
two  exam  rooms.  Patient  census  will  consist^  of 
minor  emergencies  and  primary  care.  Full-time 
position  will  be  day  hours,  Monday  through  Friday. 
Part-time  hours  will  be  available  evenings  and 
Saturdays.  Annual  reimbursement  of  $90,000  plus, 
based  on  a 40-hour  week,  high-limit  occurrence 

Texas  Medicine 


malpractice  insurance  coverage,  allowance  for  CME 
and  professional  dues.  For  additional  information 
on  this  opportunity  and  others,  contact  Ben  Hatten, 
Spectrum  Emergency  Care,  Inc.,  P.O.  Box  27352,  St. 
Louis,  Missouri  63141;  1-800-325-3982. 

Houston,  “Texas  Licensed  Physicians” — Family  prac- 
tice or  CP,  ER.  Hospital  based,  full-time  positions, 
physician  oriented  multispecialty  group,  with  a 
minimum  guarantee.  Send  CV  or  contact:  713  464- 
4633  or  P.O.  Box  55447,  Houston,  Texas  77255. 

California — Outstanding  practice  opportunities  in 

OBC,  allergy,  family  practice,  pediatrics,  internal 
medicine,  dermatology,  pulmonary  disease,  invasive 
cardiology,  neurology,  orthopaedic  surgery,  urology, 
and  neurosurgery.  As  retained  consultants  to  quality 
hospitals,  group  practices,  and  HMDs  in  Northern 
and  Southern  California,  we  can  discuss  each  prac- 
tice in  detail.  Please  call  or  send  a CV  for  addi- 
tional information.  Confidentiality  is  assured.  Con- 
tact Ken  Baker  at  415  981-7424  (collect).  Physician 
Search  Croup,  50  California  Street,  Suite  400,  San 
Francisco,  California  94111. 

Neurosurgeon,  BC/BE,  to  join  a large  neurological 
group  in  the  Southwestern  United  States.  Eleven 
person  practice,  five  satellite  offices.  Salary  and  in- 
centive bonus,  comprehensive  benefit  package  in- 
cluding relocation  and  malpractice  insurance.  Send 
resume  to  SEI  Health  Services,  7725  Little  Avenue, 
Charlotte,  NC  28226  or  contact  James  Hacker,  704 
542-7100. 

BE/BC,  two  adult  neurologists,  one  pediatric  neu- 
rologist for  large  neurological  group  in  Southeast. 
Salary  and  benefits  including  malpractice  and  relo- 
cation. Clinical  experience  in  EEC,  EMC,  evoked 
response,  doppler  ultrasound.  Send  resume  to  SEI 
Health  Services,  7725  Little  Avenue,  Charlotte,  NC 
28226  or  call  James  Hacker  at  704  542-7100. 

Retired  or  thinking  of  retiring?  Any  physician,  med- 
ical directorships  available.  Please  send  in  confi- 
dence your  resume,  with  telephone  numbers,  active 
licenses,  liability  insurance  paid,  no  fee,  35  hours/ 
week;  $45,000  year.  Frederick  V.  Hrachovina,  DO, 
Suite  23,  740  North  Miami  Beach  Blvd.,  North 
Miami  Beach,  Florida  33162. 

Provider  Placement  Services  specializes  in  the  relo- 
cation of  physicians  throughout  the  US,  with  special 
emphasis  in  the  Southeast.  Currently,  we  have 
several  hospitals/clinics/groups  with  openings.  All 
fees  paid  by  employer.  All  inquiries  kept  in  strict 
confidence.  No  obligation.  Send  CV/resume  to: 
PPS,  Attn:  Mr.  Scott,  2221  University  Blvd.  West, 
Jacksonville,  Florida  32217,  or  call  toll-free  1-800- 
848-8772. 

A group  of  concerned  citizens  of  Bandera,  Texas 

have  just  completed  their  new  Bandera  County  Med- 
ical Clinic,  Bandera,  Texas.  A truly  great  opportunity 
exists  in  the  nationally  known  and  beautiful  Texas 
Hill  Country  for  a highly  qualified  medical  doctor 
with  family  practice  and  emergency  room  experi- 
ence, desirous  of  living  in  a small  community  en- 
vironment. The  new  clinic  has  numerous  features, 
some  of  which  are:  (1)  Emergency  room  with  state 
of  the  art  cardiac  equipment;  (2)  Full  service  labora- 
tory; (3)  Four  adult  exam  and  treatment  rooms; 
(4)  X-ray  suite,  fully  equipped;  (5)  Pediatric  exam 
and  treatment  room;  (6)  Certified  staff  available; 
(7)  Local  EMS  with  certified  EMT  personnel.  A 60- 
bed,  long  term  care  facility  nursing  home  is  located 
in  Bandera  and  major  medical  facilities  are  readily 
available  in  San  Antonio  and  Kerrville,  42  and  28 
miles  away,  respectively.  Excellent  schools  and  real 
estate  opportunities  are  available  for  the  unique 
medical  doctor  desirous  of  giving  his  family  secure 
small  community  living  with  nearby  major  city  con- 
yenience.  Contact  P.O.  Box  1235,  Bandera,  Texas 
78003;  512  796-4766. 

Opportunity  for  family  practice  physician  and  gen- 
era! surgeon.  Friendly  town  in  the  heart  of  Texas. 
Modern  hospital.  Three-man  clinic;  space  for  five. 
Hunting,  fishing.  A great  place  to  raise  your  family. 
Contact  S.  Merlin  McAnelly,  MD,  915  597-2114; 
Charles  Butts,  915  597-2901,  Heart  of  Texas  Me- 
morial Hospital,  Brady,  Texas. 

Opportunity  for  private  practice  pathology,  guar- 
anteed salary  and  early  partnership.  Dermatopath- 
ology  experience  helpful.  Please  reply  to  Ad-707, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Infectious  Diseases,  College  Station,  Texas — Medical 
staff  of  our  hospital  in  this  university  community 
(Texas  A&M)  have  requested  that  an  infectious 
disease  specialist  establish  practice  here.  Referrals 
now  go  to  Houston  and  Austin.  Attractive  financial 
and  marketing  assistance.  Send  your  CV  to:  Cordon 
Crawford,  Professional  Relations,  Humana  Inc.,  Dept. 
11-12,  500  West  Main  Street,  Louisville,  Kentucky 
40201-1438.  Or  call  TOLL-FREE  1-800-626-1590. 

Rheumatologist — A rheumatologist  is  needed  in 

College  Station,  home  of  Texas  A&M,  where  re- 
ferrals are  currently  leaving  the  community.  For 
more  information,  call  TOLL-FREE  1-800-626-1590, 
or  send  your  CV  to:  Cordon  Crawford,  Manager, 
Professional  Relations,  Dept.  11-12,  500  West  Main 
Street,  Louisyille,  Kentucky  40201-1438. 


OPPORTUNITIES  SOUGHT 

Pathologist  available  for  locum  tenens.  Experienced 
pathologist  board  certified  in  anatomical  and  clin- 
ical pathology,  available  for  locum  tenens.  Plan 
that  long  awaited  vacation!  Write  now.  Pathologist 
available  for  locum  tenens.  Experienced  pathologist 
board  certified  in  anatomical  and  clinical  pathology, 
available  for  locum  tenens.  Plan  that  long  awaited 
vacation!  Write  now.  Contact  Ad-708,  TEXAS  MED- 
ICINE, 1801  North  Lamar  Blvd.,  Austin,  Texas  78701. 


FOR  SALE  OR  LEASE 


Medical  Equipment 

Marquette  Stress  Systems — Model  #3500  and  Model 
"Case,”  Del  Mar  Stress  System  Model  #3100, 
Siemens  Siremobil  2 C-Arm,  Phillips  BV-22,  C-Arm, 
QBCs,  QBC  lls,  Olympus  sigmoidoscopes,  Ritter 
procto  tables,  Sequoia-Turner  900,  Kodak 
Ektachems,  Autoclaves  and  much,  much  more. 
Please  call  for  photos  and  prices.  Inventory  lists 
sent  by  writing  or  by  phoning  Medexchange,  Inc., 
3021  Carmel  St.,  Dallas,  Texas  75204,  USA;  214 
824-5040,  214  823-9428  FAX. 

Discount  Hotter  Scanning  Services  starling  at  $40. 
Space  lab  recorders  (cassette)  from  $1275.  Turn 
around  time  24-48  hours.  Hook-up  kits  starting  at 
$4.95.  Cardiologist  overread  available  for  $15.  Stress 
test  electrodes  at  $.29.  One  free  test  is  offered  at 
no  obligation  on  a trial  basis.  For  more  information 
call  up  today  at  1-800-248-0153. 

Used  Office  and  Medical  Equipment — Small  surgery 
clinic  closing.  Typical  office  and  medical  equipment 
available,  including  desks,  chairs,  tables,  cabinets, 
scales,  x-ray  units,  O.R.  tables  and  lights,  I.V. 
tracks,  flowmeteres,  fiberscopes,  etc.  Negotiable. 
Contact  Dennis  Kirkpatrick  at  817  640-4700  prior 
to  December  14,  1988. 


Office  Space/Property 

Medical  office  space  for  lease  in  Taylor  30  miles 
northeast  of  Austin.  Excellent  opportunity  for  fam- 
ily practice  or  internist.  Taylor  has  a drawing  of 
40,000  plus  and  is  near  the  proposed  Austin  air- 
port. Contact  Tom  Hendrix  512  352-7664  or  512 
225-6354  evenings. 

For  Sale — Retiring  Kingsland  family  practitioner's 

practice  and  equipment.  Well  established  26  + 
years.  Cross  over  $150,000  with  99%  collections. 
No  OB  or  hospital  practice.  Will  sell  or  lease  2,200 
sq.  ft.  clinic  located  on  Lake  LBJ  in  heart  of  beau- 
tiful deer  country.  Call  915  388-4933  or  512  321- 
5459. 

Doctor  Retiring — 32  years  general  practice  in  same 
location.  Offices  for  lease.  Two  doctor’s  offices, 
seven  examining  rooms,  lab,  x-ray,  reception,  three 
restrooms.  Well  established  blue  collar  neighbor- 
hood. Approximately  2,150  sq.  ft.  for  $1,165  per 
month.  Located  in  Lake  Worth  area  of  northwest 
Fort  Worth,  Texas.  Call  817  237-2929. 


Practices 

Internal  Medicine/Family  Practice  For  Sale — North 
East  Texas,  beautiful  area.  Not  too  big,  not  too 
small  community.  Gross  $400,000.  Contact  Cary 
Clinton,  PMA,  Practice  Appraisals/Sales;  214  237- 
7765. 

For  Sale — General  practice,  HEB  area.  Cross 
$164,000.  All  equipment  less  than  five  years  old. 
EKC,  Medco  sonolator.  Hydrocollator  packs,  Culpo- 
scope,  Cryo  unit.  Xerox,  etc.  Please  contact  Ad-703, 
TEXAS  MEDICINE,  1801  North  Lamar  Blvd.,  Austin, 
Texas  78701. 

Surgery  Practice  for  Sale,  Dallas  Suburb — Crosses 
over  $'72  million  annually  for  10  years.  Vascular/ 
oncology  emphasis.  Excellent  growth  potential. 
Seller  willing  to  continue  12-24  months  on  salary; 
retirement  for  health  reasons.  Principals  only, 
please.  Call  214  563-8126  after  7 pm. 

Gynecology,  Dallas  County — Solo  practice  for  sale. 
Seller  semi-retiring  and  leaving  state.  This  15  + 
year  old  practice  will  require  a purchaser  with 
clinical  experience  and  financial  stability.  Obstetrics 
can  be  reinstated.  Attractive  three  year  old  facility 
for  sale  with  practice.  Yearly  collections  low  $200s. 
Good  transition  available.  Contact  Lewis  Health 
Profession  Services,  214  437-1180. 

Internal  medicine  practice  with  interest  in  diabetes 
and  endocrinology.  Practice  very  active  and  produc- 
tive. Good  for  young  aggressive  internist  who  can 
double  the  already  large  gross  income.  Located  in 
downtown  San  Antonio,  across  from  large  hospital. 
Call  after  6 pm;  512  341-2324. 


Outstanding  family  practice  for  sale,  Rio  Grande 
Valley.  Excellent  location  near  hospitals.  3,000  sq. 
ft.  office.  $450K+  gross/year.  Inquiries  P.O.  Box 
720255,  McAllen,  Texas  78504. 


Appraisal  and  Valuation  Services — Specializing  in 
providing  appraisal  services  for  the  health  profes- 
sion community.  Eighteen  years  experience.  Valua- 
tions for  partnerships,  buy-ins,  litigation,  divorce 
settlements,  or  practice  sales.  Lewis  Health  Profes- 
sion Services,  Inc.,  1221  Abrams  Road,  Suite  318, 
Richardson,  Texas  75081.  Contact  Dan  Lewis  at 
214  437-1180  office  or  214  238-7129  evenings. 

Physician's  signature  loans  to  $50,000.  Up  to  seven 
years  to  repay.  No  prepayment  penalties.  Prompt, 
courteous  service.  Competitive  fixed  rate.  Physicians 
Service  Association,  Atlanta,  Georgia.  Toll  free 
1-800-241-6905.  Serving  MDs  for  over  ten  years. 

Unsecured  Signature  Loans  for  Physicians — $5,000 
to  $60,000.  Use  for  any  need  including  taxes,  debts, 
etc.  No  points  or  fees.  Best  rates.  Level  payments. 
Up  to  six  years  to  repay.  No  prepayment  penalties. 
First  payment  not  due  for  90  days.  For  application 
call  toll-free  1-800-331-4952,  MediVersal,  Dept.  114. 

Attorney — representing  the  physician  in  professional 
matters,  including:  TSBME  formal  and  informal 
hearings;  medical  staff  privileges;  contracts;  profes- 
sional associations;  partnerships;  and  leases.  Robert 
J.  Ratcliffe,  1104  Nueces,  Suite  4,  Austin,  Texas 
78701;  512  477-2335.  (Fully  licensed  attorney  in 
Texas  and  Tennessee;  not  certified  as  to  specialty; 
1979  graduate  Vanderbilt  University  Law  School.) 

Selling  your  practice?  We  offer  on-site  appraisals, 

practice  brokerage,  physician  recruiting,  and  part- 
nership buy-in  services.  We  can  help  you  make  the 
right  decisions.  For  a free  brochure,  cal!  or  write 
Practice  Dynamics,  Dept.  T,  P.O.  Box  821398,  Hous- 
ton, Texas  77282;  713  531-0911. 


1989  CME  Cruise/Conferences  on  Medicolegal 
Issues  and  Risk  Management — Caribbean,  Mexico, 
Alaska/Canada,  China/Orient,  Scandinavia/Russia, 
Mediterranean,  Black  Sea,  Trans  Panama  Canal.  Ap- 
proved for  24-28  CME  Category  1 credits  (AMA/ 
PRA)  and  AAFP  prescribed  credits.  Excellent  group 
rates  on  finest  ships.  Prescheduled  in  compliance 
with  IRS  requirements.  Information:  International 
Conferences,  189  Lodge  Avenue,  Huntington  Sta- 
tion, New  York  11746.  1-800-521-0076  or  516  549- 
0869. 


MISCELLANEOUS 

Abortion  Alternatives!  Licensed  maternity  service 
offers  residential  and  non-residential  program  with 
counseling  and  medical  plan  for  the  expectant 
mother  who  is  planning  adoption  for  her  baby. 
Costs  adjusted  to  ability  to  pay.  MARYWOOD,  510 
West  26tb  Street,  Austin,  Texas  78705;  phone  512 
472-9251.  (Formerly  Home  of  the  Holy  Infancy) 


Advertising  Rates  & Data:  Regular  classi- 
fied advertising  sells  for  $45.  (US  cur- 
rency) per  issue  for  50  words  or  less, 
payable  in  advance.  Display  classified  ad- 
vertising sells  for  $80.  per  column  inch, 
per  month.  A variety  of  typefaces,  logos 
and  borders  may  be  used  in  display 
classified  ads.  Ad  numbers  can  be  sub- 
stituted for  formal  addresses  upon  request 
at  no  extra  cost.  Name  and  address  of  ad 
number  listings  cannot  be  given  out  un- 
less specific  permission  to  do  so  has 
been  given.  The  advertising  office  will  not 
contact  ad  number  holders  except  by 
mail.  Federal  laws  prohibit  references  to 
race,  color,  religion,  sex,  national  origin, 
or  age  unless  bona  fide  occupational 
qualifications.  Copy  deadline  is  the  5th  of 
the  month  preceding  publication.  Send 
copy  to  Advertising  Manager,  TEXAS 
MEDICINE,  1801  North  Lamar  Blvd., 
Austin,  Texas  78701. 
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Women  With  No  Sy^pioms 

Age: 

35-3^  BaSi^ine 
40-49  Every  1-2  yeafs 
50  & up  Every  year 


What 

will  you  tell  her 
about 
screening 
mammography? 

Many  of  your  patients  will  hear  about 
screening  mammography  through  a program 
launched  by  the  American  Cancer  Society  and 
the  American  College  of  Radiology  and  they 
may  come  to  you  with  questions.  What  will 
you  tell  them? 

We  hope  you'll  encourage  them  to  have  a 
screening  mammogram,  because  that,  along 
with  your  regular  breast  examinations  and 
their  monthly  self  examinations,  offers  the 
best  chance  of  early  detection  of  breast  cancer, 
a disease  which  will  strike  one  woman  in  lO. 

If  you  have  questions  about  breast  cancer 
detection  for  asymptomatic  women,  please 
contact  us. 


AAAERIOXN 
^>aXNCER 
f SOQETY® 


Professional  Education  Dept 
National  Headquarters 
90  Park  Avenue 
New  York,  New  York  10016 
or  your  local  society 


American 
College  of 
Radiology 


1891  Preston  White  Drive 
Reston,  Virginia  22091 
(703)  648-8900 


Advertising  Directory 


Air  Force  72 

American  Physicians  Insurance  Exchange  25 

American  Physicians  Life  Insurance  95 

Autoflex  98 

Army  Reserve  Medicine  83 

Bell  Atlantic-TriCon  37 

Campbell  Laboratories  23 

Dallas  Rehabilitation  Institute  2nd  Cover 

Diagnostic  Clinic  of  Houston  24 

Fairview  Physician  & Clinic  Services,  Inc.  21 

GTE  Health  Systems  26 

Healthcare  Rehabilitation  Center  23 

Insurance  Corporation  of  America  90-91 

Integrated  Medical  Systems  55 
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Postgraduate  Medicine  11 

Roche  Laboratories  1,  2, 15 

Scott  and  White  Clinic  Back  Cover 

Spring  Shadows  Glen  2nd  Cover 

Starlite  Village  Hospital  21 

Texas  Department  of  Mental  Health- 

Mental  Retardation  10 

Texas  Medical  Association 

Memorial  Library  22 

Texas  Medical  Association  Insurance  Program  20 

Texas  Medical  Liability  Trust  3rd  Cover 

Timberlawn  Psychiatric  Hospital  Back  Cover 

The  University  of  Texas  Health  Center  at  Tyler  6 
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be  considered  an  endorsement  or  approval  by  the  Texas  Medi- 
cal Association  of  the  product  or  service  involved. 


Texas  Medicine 


Continuing  Education  directory' 


COURSES 


JANUARY 

Cancer 

Jan  20-21,  1980 

6TH  ANNUAL  WESTERN  REGIONAL  ONCOLOGY  CONFERENCE. 
Providence  Memorial  Hospital,  El  Paso,  Tex.  Fee  8150  physicians-2 
days,  875  physicians- 1 day,  residents  and  students  no  charge.  Category 
1,  AMA  Physician’s  Recognition  Award;  10  hours.  Contact  Karen 
Greenup,  Western  Regional  Oncology  Conference,  Providence  Memo- 
rial Hospital,  2001  N Oregon,  El  Paso,  TX  79902  (915)  542-6660 

Cardiovascular  Disease 

Jan  22-24,  1989 

CARDIOVASCULAR  LASER  SYMPOSIUM.  Westin  Galleria  Hotel,  Hous- 
ton. Fee  8500.  Credit  TBA.  Contact  Susan  Murray,  PO  Box  20345,  MC 
3-276,  Houston,  TX  77225  (713)  791-2157 

Jan  27-29,  1989 

PERSPECTIVES  ON  NEW  DIAGNOSTIC  AND  THERAPEUTIC  TECH- 
NIQUES IN  CLINICAL  CARDIOLOGY.  Buena  Vista  Palace,  Walt  Disney 
World,  Lake  Buena  Vista,  Fla.  Fee  8315  members  American  College  of 
Cardiology,  8380  nonmembers  of  ACC,  8200  residents  and  fellows  in 
training.  Category  1,  AMA  Physician’s  Recognition  Award;  13  hours. 
AAFP  prescribed.  Contact  the  American  College  of  Cardiology,  Extra- 
mural Programs,  Dept  5080,  Washington,  DC,  20061-5080  (800) 
253-4636 

Critical  Care  Medicine 
Jan  31-Feb  4,  1989 

CRITICAL  CARE  MEDICINE.  Sheraton  Royal  Biscaync,  Key  Biscayne, 
Fla.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami  School  of 
Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  FL  33101  (305)  547-6716 

Family  Medicine 

Jan  27-29,  1989 

ADVANCES  IN  FAMILY  MEDICINE.  South  Shores  Harbour  Resort, 
League  City,  Tex.  Fee  8250  physicians,  8150  clinical  faculty,  non-Baylor 
residents  and  fellows;  20  hours.  AAFP  prescribed.  Category  1 , AMA 
Physician’s  Recognition  Award;  20  hours.  Contact  Carol  Soroka,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Neurology 

Jan  15-30,  1989 

ACUTE  AND  CHRONIC  INFECTIONS  AFFECTING  BRAIN  DYSFUNC- 
TION AND  BEHAVIOIL  Melbourne  Hyatt  and  Sydney  Hilton,  Australia. 
Fee  TBA.  Category  1,  AMA  Physician’s  Recognition  Award;  30  hours. 
Contact  Sherry  Ryan,  Southern  California  Neuropsychiatric  Institute, 
6794  La  JoUa  Blvd,  La  Jolla,  CA  92037  (619)  454-2102 

Obstetrics  and  Gynecology 

Jan  19-21,  1989 

9TH  BIENNIAL  CONFERENCE  ON  DISEASES  OF  THE  VULVA  AND  VA- 
GINA. Doubletree  Hotel-Post  Oak,  Houston.  Fee  8450  physicians,  8225 


non-Baylor  residents,  fellows.  Category  1,  AMA  Physician’s  Recognition 
Award;  20  hours.  AAFP  and  ACOG  prescribed.  Contact  Lila  Lerner,  Bay- 
lor College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Orthopedic  Surgery 

Jan  21,  1989 

DIABETIC  FOOT:  A MULTIDISCIPLINARY  APPROACH.  Hilton  Palacio 
del  Rio  Hotel,  San  Antonio,  Tex.  Fee  8175.  Category  1,  AMA  Physician’s 
Recognition  Award;  8 hours.  Category  2-D,  American  Osteopathic  As- 
sociation; 8 hours.  Credit  for  Council  on  Podiatry  Education,  8 hours. 
Contact  the  Continuing  Medical  Education  Office,  The  University  of 
Texas  Health  Science  Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

Pathology 

Jan  13-14,  1989 

METABOLIC  BONE  DISEASES/ lOTH  ANNUAL  ORTHOPEDIC  PATHOL- 
OGY LECTURESHIP.  Marriott  Medical  Center,  Houston.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  1 2 hours.  Contact 
Alexander  Brodsky,  MD,  c/o  “Orthopedic  Pathology  Lectureship,”  St 
Luke’s  Episcopal  Hospital,  PO  Box  20269,  Houston,  TX  77225-0269 
(713)  795-4433 

Pediatrics 

Jan  3-8,  1989 

18TH  ANNUAL  PEDIATRIC  POSTGRADUATE  COURSE/PEDIATRIC  UP- 
DATE 1989.  Pierre  Marques  Hotel,  Acapulco.  Fee  TBA.  Category  1, 
AMA  Physician’s  Recognition  Award;  18  hours.  Contact  Ann  Boehme, 
Schneider  Children’s  Hospital,  Long  Island  Jewish  Medical  Center,  New 
Hyde  Park,  NY  11042  (718)  470-8650 

Jan  12-15,  1989 

CURRENT  CONCEPTS  IN  PEDIATRICS.  Marriott’s  Mark  Resort,  Vail, 
Colo.  Fee  8220  resident  and  candidate  fellows  American  Academy  of 
Pediatrics,  8300  fellows  AAP,  8365  nonmember  physicians.  Category  1, 
AMA  Physician’s  Recognition  Award;  16  hours.  AAFP  prescribed.  Con- 
tact the  American  Academy  of  Pediatrics,  PO  Box  927,  Elk  Grove  Vil- 
lage, II  60009-0927  (800)  433-9016,  ext  7657 

Radiology 

Jan  23-27,  1989 

ANATOMY  FOR  RADIOTHERAPY  TREATMENT  PLANNING.  The  Uni- 
versity of  Texas  Health  Science  Center,  San  Antonio,  Tex.  Fee  8650. 
Category  1,  AMA  Physician’s  Recognition  Award;  36  hours.  Contact 
UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-4444 

Risk  Management 

Jan  9-19,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT.  Trans  Panama  Canal 
cruise,  Caribbean.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  24  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY  11746  (800) 

521-0076 

Sports  Medicine 

Jan  26-28,  1989 

16TH  ANNUAL  SPORTS  MEDICINE  SYMPOSIUM.  The  University  of 


111 


Volume  84  December  1988 


Texas  Health  Science  Center,  San  Antonio,  Tex,  Fee  TBA.  Credit  TBA. 
Contact  the  Continuing  Medical  Education  Office,  UTHSC,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Urology 

Jan  21-25,  1989 

MATE  ERECTILE  DYSFUNCTION.  Acapulco,  Mexico.  Fee  S350.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  16  hours.  Contact  Alice 
Henderson,  American  Urology'  Association,  Office  of  Education,  6750 
W Loop  South,  #900,  Bellaire,  TX  77401  (713)  665-7500 

FEBRUARY 

Cancer 

Feb  17-18,  1989 

ADVANCES  IN  SKIN  CANCER  MANAGEMENT:  A MULTISPECIALTY 
APPROACH.  Ramada  Renaissance  Hotel,  San  Erancisco.  Fee  S250.  Cate- 
gory 1,  AMA  Physician's  Recognition  Award;  10  hours.  Contact  Univer- 
sity of  California,  Extended  Programs  in  Medical  Education,  Rm  U-569, 
San  Francisco,  CA  94 1 43-0742  (415)  476-425 1 

Cardiovascular  Disease 

Feb  2-4,  1989 

CARDIOVASCUIAR,  DIAGNOSTIC  AND  THERAPEUTIC  FRONTIERS  IN 
THE  90s.  Fairmont  Hotel,  New  Orleans.  Fee  8290  members  American 
College  of  Cardiology,  8355  nonmembers  ACC,  8175  residents  and  fel- 
low's in  training.  Category'  1,  AMA  Physician's  Recognition  Aw'ard;  18 
hours.  C^ontact  the  American  College  of  Cardiology',  Extramural  Pro- 
grams, Dept  5080,  'Washington,  DC  20061-5080  (800)  253-4636 

Feb  6-10,  1989 

4TH  ANNUAL  CARDIOVASCUIAR  CONFERENCE.  Hyatt  Regency 
Waikoloa,  Kohala  Coast,  Hawaii.  Fee  8375  members  American  College 
of  Cardiology,  8470  nonmembers  ACC,  8175  residents  and  fellows  in 
training.  Category  1 , AMA  Physician's  Recognition  Award;  2 1 hours. 
(Contact  the  American  College  of  Carditjlogy',  Extramural  Programs, 
Dept  5080,  Washington,  DC  20061-5080  (800)  253-4636 

Dermatology 

Feb  18-25,  1989 

POSTGRADUATE  COURSE/SYMPOSIUM  ON  DERMATOLOCiKAL  AND 
RHEUMATOLOGKAL  DISEASES.  Marriott’s  Mark  Resort,  Vail,  Colo.  Fee 
8400  physicians,  8300  residents,  interns.  Category'  1,  AMA  Physician’s 
Recognition  Award;  20  hours.  C;ontact  Angelika  I,angen,  Duke  Univer- 
sity Medical  Center,  Box  31,35,  Durham,  NC;  27710  (919)  68-i-2504 

Family  Medicine 

Feb  5-8,  1989 

A S P E N.  S 1 3TH  CLINICAL  CONGRESS.  Fontainebleau  Hilton,  Miami. 
Fee  8240.  Category  1,  AMA  Physician’s  Recognition  Award;  28  hours. 
Contact  Karen  MacFarland,  American  Society  for  Parenteral  and  En- 
teral Nutrition,  8605  C^ameron  St,  Suite  500,  Silver  Spring,  MD  20910 
(301 ) 587-6315 

Gastroenterology 

Feb  23-25,  1989 

112  ADVANCES  AND  f.ONTROVERSIES  IN  THERAPEUTIC  ENDOSCOPY. 

Doubletree  Hotel,  Tucson.  Fee  S-tOO.  Category  1 , AMA  Physician’s  Rec- 
ognition  Award;  1,3.5  hours.  Contact  the  University  of  Arizona  Health 
Sciences  Center,  Office  of  Medical  Education,  Tucson,  AZ  85724  (602) 
626-7832 

General  Medicine 

Feb  23-26,  1989 

7TH  ANNl  l-ST  INTERNATIONAL  SYMPOSIUM  ON  MAN  AND  HIS  EN- 
VIRONMENT IN  HEALTH  AND  DISEASE  Sheraton  Park  Central  Hotel, 
Dallas.  Fee  TBA.  Credit  TBA.  Contact  Kim  Rice,  American  Environmen- 
tal Health  Foundation,  Inc,  8345  Walnut  Hill  Lane,  .Suite  205,  Dallas, 

TX  75231  (214)  324-1731  or  ( 214 ) .368-41 32 


Geriatrics 

Feb  18-19,  1989 

lOTH  ANNUAL  GERUTRIC  MEDICINE  COURSE.  The  University  of 
Texas  Health  Science  Center,  San  Antonio,  Tex.  Eee  TBA.  Credit  TBA. 
Contact  UTHSC,  Continuing  Medical  Education  Office,  7703  Floyd 
Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Neurology 

Feb  15-17,  1989 

RECENT  ADVANCES  IN  NEUROLOGY.  Fairmont  Hotel,  San  Francisco. 
Fee  8345  physicians,  8185  interns,  residents,  and  fellows.  Category  1, 
Ai'lA  Physician’s  Recognition  Award;  15.5  hours.  Contact  University  of 
California,  Extended  Programs  in  Medical  Education,  Registration  Of- 
fice, Rm  575-U,  San  Francisco,  CA  94143-0766  (415)  476-5808 

Feb  27-March  2,  1989 

POST-CONCUSSION  SYNDROME,  ADVANCES,  UPDATE  AND  REVIEW. 
Caesars  Palace,  Las  Vegas.  Fee  TBA.  Category  1 , AMA  Physician’s  Rec- 
ognition Award;  21  hours.  Contact  Sherry  Ryan,  Southern  California 
Neuropsychiatric  Institute,  6794  l,a  Jolla  Blvd,  La  Jolla,  CA  92037 
(619)  454-2102 

Obstetrics  and  Gynecology 

Feb  9- 11,  1989 

GYNECOLOGIC  SURGERY  AND  UROGYNECOLOGY.  San  Antonio, 

Tex.  Fee  8515.  Category  1,  AMA  Physician’s  Recognition  Award;  16 
hours.  Contact  the  American  College  of  Obstetricians  and 
Gynecologists,  Registrar,  409  1 2th  St,  SW,  Washington,  DC  20024-2 1 88 
(202)6.38-5577 

Feb  24-25,  1989 

PREVENTION  AND  TREATMENT  OF  PREMATURE  LABOR.  La  Mansion 
del  Rio  Hotel-Downtown,  San  Antonio,  Tex.  Fee  8100,  8125  late  regis- 
tration. Category  1,  AMA  Physician’s  Recognition  Award;  8 hours.  Con- 
tact The  llniversity  of  Texas  Health  Science  Center,  7703  Floyd  Curl 
Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

Occupational  Medicine 

Feb  22-25,  1989 

OCCUPATIONAL  MEDICINE.  Westin  Galleria,  Houston.  Fee  TBA.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  hours  TBA.  Contact  Carol 
Soroka,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
770.30  (713)  799-6020 

Pathology 

Feb  16-19,  1989 

7TH  ANNUAL  CYTOPATHOLOGY  REVIEW  COURSE.  Doubletree 
Hotel-Post  Oak,  Houston.  Fee  8450  physicians,  8325  residents.  Cate- 
gory 1 , AMA  Physician’s  Recognition  Award;  28  hours.  Contact  Tamara 
Greiner,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
770.30  (713)  799-6020 

Pediatrics 

Feb  10-12,  1989 

CURRENT  CONCEFI’S  IN  PEDIAT  RIC  MEDICINE.  Marriott  and  Marina, 
San  Diego,  Calif.  Fee  8220  resident  and  candidate  fellows  American 
Academy  of  Pediatric,  8.300  fellows  AAP,  8.365  nonmember  physicians. 
Category  1,  AMA  Physician’s  Recognition  Award;  18  hours.  AAFP  pre- 
scribed. Contact  the  American  Academy  of  Pediatrics,  PO  Box  927,  Elk 
Grove  Village,  IL  60009-0927  (800)  433-9016 

Feb  20-22,  1989 

NESTLE  S NUTRITION  WORKSHOP.  Children’s  Nutrition  Research 
Center,  Baylor  College  of  Medicine,  Houston.  Fee  TBA.  Credit  TBA. 
Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  770.30  (713)  799-6020 

Psychiatry 

Feb  2-3,  1989 

1988-  1989  PSYCHIATRIC  QUALITY  ASSURANCE  SEMINAR.  Wynd- 
ham  Greenspoint  Hotel,  Houston.  Fee  TBA.  Credit  TBA.  Contact  The  . 


Texas  Medicine 


National  Association  of  Qualirt'  Assurance  Professionals,  1()4  Wilmont 
Rd.  Suite  20 1 , Deerfield,  II.  600 1 5-S 1 9S  ( 3 1 2 ) 940-H800 

Radiology 

Feb  6-  10,  1989 

BASIC  RADlOLOCdCAl.  HEAl.l  H.  I he  University  of  Texas  Health  Sci 
ence  Center,  San  Antonio,  Tex.  Fee  S600.  C^ategoiy  1 , AMA  Physician’s 
Recognition  Award;  40  hours.  Contact  UTHSC.,  C;ontinuing  Medical 
Education  Office.  "'"'03  Eloyd  Curl  Dr,  San  Antonio,  EX  ■'8284-''980 
(512)567-4444 

Feb  27- March  3,  1989 

6TH  ANNUAL  PRACTICAL  RADlOLOCiY  COURSE.  Loews  Ventana  Can- 
yon Re.sort,  Tucson.  Eec  TBA.  Category  1,  AMA  Physician’s  Recognition 
Award;  hours  TBA.  Contact  the  llniversiry  of  Arizona  Health  Sciences 
Center,  Office  of  JVledical  Education,  Tucson,  AZ  85"'24  ( 602 ) 626-''832 

Risk  Management 

Feb  24,  1989 

A CASE  STLIDY  APPROACH  TO  RISK  MANAGEMENT  AND  MALPRAC- 
TICE, FUNDAMENTAL  PRINCIPITS.  Sheraton  Bal  Harbour,  Bal  Har 
bour,  Ela.  Fee  TBA.  Credit  TBA.  Contact  the  University  of  Miami  School 
of  Medicine,  Division  of  Continuing  Medical  Education  D23-3,  PO  Box 
016960,  Miami,  FL  33101  ( 305 ) 547-6716 

Urology 

Feb  3-4,  1989 

INNOVATIONS  IN  UROLOGIC  PRACTICE,  1989:  ADVANCES  IN  THE 
MANAGEMENT  OE  PROSTATE  CANCER.  Location  TBA.  Fee  TBA 
Credit  TBA.  Contact  Tamara  Greiner,  Baylor  College  of  Medicine,  One 
Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

MARCH 

Anesthesiology 
March  3-5,  1989 

5TH  TEXAS  ANESTHESIA  CONFERENCE  OF  OBSTETRICS.  Hotel  Inter- 
continental, Houston.  Fee  S260.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  16  hours.  Contact  Marjorie  Kraft,  6431  Fannin,  G.104, 
Houston,  TX  77030  (713)  792-5346 

Cardiovascular  Disease 

March  28-30,  1989 

THE  IMPACT  OF  CARDIAC  SURGERY  ON  THE  QUALIIV  OF  LIFE- 
NEUROLOGICAL  AND  PSYCHOLOGICAL  ASPECTS.  New  York  Hilton, 
New  York.  Fee  S350  before  Jan  16,  S375  after  Jan  16.  Category  1,  AMA 
Physician’s  Recognition  Award;  1 7 hours.  Contact  Ann  Boehme,  CMP, 
Long  Island  Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718) 
470-8650 

Chest  Disease 

March  30— April  1,  1989 

25TH  ANNLTAL  ARIZONA  CHEST  S’YMPOSIUM.  Westin  LaPaloma,  Tuc- 
son. Eee  TBA.  Categoty’  1 , AMA  Physician’s  Recognition  Award;  1 5 
hours.  Contact  Susan  Thornton,  RN,  MS,  Symposium  Coordinator,  PO 
Box  42195,  Tucson,  AZ  85733  (602)  327-5461,  ext  5110 

Family  Medicine 

March  9-12,  1989 

14TH  ANNUAL  FAMILY  PRACTICE  RECERTIEICATION  REVIEW  Holi 
day  Inn  Rverwalk-Downtown,  San  Antonio,  Tex.  Fee  S300.  Credit  TBA. 
Contact  The  University  of  Texas  Health  Science  Center,  Continuing 
Medical  Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284-7980  (512)  567-4444 

General  Medicine 

March  3—4,  1989 

3RD  INFECTIOUS  DISEASES  S’YMPOSIUM.  Marriott  Hotel,  El  Paso,  Tex. 
Fee  $150  physicians,  $75  interns,  residents  and  students  no  charge. 
Category  1 , AMA  Physician’s  Recognition  Award;  1 5 hours.  Contact 


Karen  Greenup,  Registrar,  Providence  Memorial  Ho.spital,  2001  N 
Oregon,  El  Pa.so,  EX  ■^9902  (915)  542-6660 

Oncology 

March  5-9,  1989 

t;RrriCAL  determinants  in  f;ANCER  PROGRESSION  AND  METAS- 
TASIS. Intercontinental  Hotel.  Houston.  Fee  TBA.  C’.redit  TBA.  C4)ntact 
Shirley  Roy,  Conference  Services,  Box  1.31,  MD  Anderson  C.ancer  Cen- 
ter, 1515  Holcombe  Blvd.  Houston,  TX  77030  (^13)  792-2222 

Ophthalmology 

March  n-19,  1989 

THE  CULLEN  COURSE.  Houstonian  Hotel,  Hou.ston.  Fee  $250  physi- 
cians, $125  residents,  fellows.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  1 1 hours.  Contact  Carol  Son  ka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 

March  31— April  1,  1989 

9TH  ANNUAL  OPHTHAIMOLOGY  CLINICAL  CONFERENCE.  The  Uni 
versity  of  'Texas  Health  Science  Center,  ,San  Antonio,  Tex.  Fee  'TBA. 
Credit  TBA.  Contact  UTHSC,  7703  Floyd  Curl  Dr,  ,San  Antonio,  'TX 
78284-7980  (512)  567-4444 

Pathology 

March  13-17,  1989 

CURRENT  CONCEPTS  IN  TOXICOLOGY  The  University  of  Texas 
Health  Science  Center,  San  Antonio,  Tex  Fee  TBA.  Credit  TBA.  Contact 
LITHSC,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  'TX  78284-7980  (512)  567-4444 

Pediatrics 

March  29-April  1,  1989 

SYMPOSIUM  ON  GU  AND  GI  INFECTIONS  IN  CHILDREN/9TH  AN- 
NUAL PEDIATRIC  INFECTIOUS  DISEASE  SEMINAR.  Shoreham  Hotel, 
Washington,  DC.  Fee  TBA.  Credit  TBA.  Contact  Marian  Troup,  Dept  of 
Pediatrics,  'The  University  of  Texas  Southwestern  Medical  Center,  5.323 
Hatty'  Hines  Blvd,  Dallas,  'TX  75235  (214  ) 688-3439  or  ( 214) 
688-2166 

March  30— April  1,  1989 

PEDIATRIC  TRENDS.  Waiohai  Hotel,  Kauai,  Hawaii.  Eee  $220  resident 
and  candidate  fellows  of  American  Academy  of  Pediatrics,  $300  fellows 
AAP,  $365  nonmember  physicians.  Categoty  1 , AMA  Physician’s  Recog- 
nition Award;  16  hours.  AAFP  prescribed.  Contact  the  American  Acad- 
emy of  Pediatrics,  PO  Box  927,  Elk  Grove  Village,  IL  60009-0927  ( 800 ) 
433-9016,  ext  7657 

Plastic  Surgery 

March  3-5,  1989 

RHINOPIASTV':  AN  EDUCATIONAL  SYMPOSIUM  The  University  of 
Texas  Southwestern  Medical  Center,  Dallas.  Fee  TOA.  Credit  TBA.  Con- 
tact Ann  Parchem,  Division  of  Continuing  Education,  UT  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  'TX  75235  (214) 
688-2166 

Risk  Management 

March  9-20,  1989 

LEGAL  MEDICINE  AND  RISK  MANAGEMENT.  Trans  Panama  CAnal 
cruise,  Caribbean.  Fee  TBA.  Category  1 , AMA  Physician’s  Recognition 
Award;  28  hours.  AAFP  prescribed.  Contact  International  Conferences, 
Suite  C,  189  Lodge  Ave,  Huntington  Station,  NY’  1 17-i6  (800)  521-0076 

Surgery 

March  30— April  1,  1989 

CURRENT  TOPICS  IN  GENERAL  SURGERY.  Room  D1  600,  'Hie  Univer- 
sity of  Texas  Southwestern  Medical  Center,  Dallas.  Eee  TBA.  Credit 
'TBA.  Contact  June  Bovill,  Continuing  Education,  UT  Southwestern 
Medical  Center,  5323  Harry  Hines  Blvd,  Dallas,  'TX  75235  (214) 
688-2166 
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Allergy 

April  6-9,  1989 

SOUTHWEST  ALLERGY  FORUM,  1989.  Registry  Resort,  Scottsdale, 

Ariz.  Fee  S 1 50.  Credit  TBA.  Contact  Carol  Soroka,  Baylor  College  of 
Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713)  799-6020 

Critical  Care  Medicine 

April  17-20,  1989 

16TH  ANNUAL  HARVARD  MEDICAL  SCHOOL  COURSE  ON  INTEN- 
SIVE CARE  MEDICINE/CRITICAL  CARE— FROM  METABOLISM  TO 
MONOCLONALS.  Marriott  Hotel,  Cambridge,  Mass.  Fee  $395.  Category 
1,  AMA  Physician’s  Recognition  Award;  27  hours.  Contact  Bart  Cher- 
now,  MD,  Dept  of  Anesthesia,  Massachusetts  General  Hospital,  Boston, 
MA  02114  (617)  726-2858 


Ophthalmology 

AprU  14-16,  1989 

INTERNATIONAL  SYMPOSIUM  ON  ACANTHAMOEBA  AND  THE  EYE. 
The  Woodlands  Inn,  The  Woodlands,  T^.  Fee  $100.  Category  1,  AMA 
Physician’s  Recognition  Award;  14  hours.  Contact  Tamara  Greiner,  Bay. 
lor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Orthopedic  Surgery 

April  14-16,  1989 

SOUTHWESTERN  ORTHOPEDIC  SURGERY  REVIEW.  Loews  Anatole 
Hotel,  Dallas.  Fee  TBA.  Credit  TBA.  Contact  June  Bovill,  Continuing 
Education,  The  University  of  Texas  Southwestern  Medical  Center, 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Otorhinolaryngology 


Endocrinology 
April  1,  1989 

DIABETES  MELLITUS  SYMPOSIUM  1989.  Wilson  Turner  Auditorium, 
Memorial  Southwest  Hospital,  Houston.  Fee  TBA.  Category  1 , AMA 
Physician’s  Recognition  Award;  8 hours.  Contact  Beverly  Osterloh, 
Office  of  Continuing  Education,  The  University  of  Texas  Health  Sci- 
ence Center,  6431  Fannin  St,  MSB  G.104,  Houston,  TX  77030  (713) 
792-5346 

Family  Medicine 

April  7,  1989 

AUDIOLOGY  SEMINAR.  College  Station,  Tex.  Fee  $75.  Category  1, 
AMA  Physician’s  Recognition  Award;  6 hours.  Contact  Susan  Hughes, 
Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817) 
774-4083 

April  10-14,  1989 

1989  FAMILY  PRACTICE  REVIEW.  San  Luis  Hotel,  Galveston,  Tex.  Fee 
$500.  Category  1,  AMA  Physician’s  Recognition  Award;  50  hours.  Con- 
tact Gayle  Norris,  Shearn  Moody  Plaza,  Suite  7.101,  Galveston,  TX 
77550  (409)  761-2934 

April  12-16,  1989 

NORTH  AMERICAN  PRIMARY  CARE  GROUP  CONFERENCE.  Hilton 
Palacio  del  Rio  Hotel,  San  Antonio,  Tex.  Fee  $250.  Category  1,  AMA 
Physician’s  Recognition  Award;  24  hours.  Contact  The  University  of 
Texas  Health  Science  Center,  Continuing  Medical  Education  Office, 
7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

April  19-23,  1989 

5TH  ANNUAL  FAMILY  MEDICINE  REVIEW.  Austin,  Tex.  Fee  $350. 
Category  I,  AMA  Physician’s  Recognition  Award;  40  hours.  Contact 
Susan  Hughes,  Scott  and  White  Clinic,  2401  S 31st  St,  Temple,  TX 
76508  (817)  774-4083 

Geriatrics 

April  2-5,  1989 

GERUTRIC  MEDICINE  1989.  Copley  Plaza  Hotel,  Boston.  Fee  $500. 
Category  1,  AMA  Physician’s  Recognition  Award;  27.5  hours.  Contact 
the  Harvard  Medical  School,  Dept  of  Continuing  Education,  Boston, 

114  MA  02115  (617)  732-1525 

Health  Administration 


April  22-23,  1989 

ENDOSCOPIC  SINUS  SURGERY,  5TH  COURSE.  Room  D 1.600,  The  Uni 
versity  of  Texas  Southwestern  Medical  Center,  Dallas.  Fee  $625.  Cate- 
gory 1,  AMA  Physician’s  Recognition  Award;  13  hours.  Contact  Ann 
Parchem,  Division  of  Continuing  Education,  UT  Southwestern  Medical 
Center,  5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

April  28-29,  1989 

PEDIATRIC  POSTGRADUATE  S’TMPOSIUM;  PEDIATRICS  1989.  Mar- 
riott-Medical Center,  Houston.  Fee  $210  physicians,  $105  non-Baylor 
residents  and  fellows,  $125  single  day  fee.  Credit  TBA.  Contact  Lila 
Lemer,  Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX 
77030  (713)  799-6020 

April  28-29,  1989 

PEDIATRICS  AND  ALL  THAT  JAZZ/CURRENT  PRACTICE  AND  RE- 
CENT ADVANCES.  Brent  House  Hotel,  Ochsner  Campus,  New  Orleans. 
Fee  TBA.  Category  1 , AMA  Physician’s  Recognition  Award;  1 2 hours. 
AAFP  prescribed.  Contact  Martha  LeTard,  Continuing  Medical  Educa- 
tion, Alton  Ochsner  Medical  Foundation,  1516  Jefferson  Hwy,  New  Or- 
leans, LA  70121  (504)  838-3702 

Physical  Medicine  and  Rehabilitation 

April  3-13,  1989 

23RD  COMPREHENSrVE  REVIEW  COURSE  IN  PHYSICAL  MEDICINE 
AND  REHABILITATION.  Marriott-Medical  Center,  Houston.  Fee  $450 
physicians,  $420  non-Baylor  residents,  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  hours  TBA.  Contact  Tamara  Greiner,  Baylor 
College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030  (713) 
799-6020 

Radiology 

April  5-8,  1989 

FUNDAMENTALS  OF  MRI.  The  University  of  Texas  Health  Science  Cen- 
ter, San  Antonio,  Tex.  Fee  $395.  Category  1,  AMA  Physician’s  Recogni- 
tion Award;  28  hours.  Contact  The  University  of  Texas  Health  Science 
Center,  Continuing  Medical  Education  Office,  7703  Floyd  Curl  Dr,  San 
Antonio,  TX  78284-7980  (512)  567-7980 

MAY 

Cardiovascular  Disease 


April  2-4,  1989 

HOSPITAL  PROPERTY  MANAGEMENT  SEMINAR.  Austin,  Tex.  Fee 
$275.  No  credit  available.  Contact  Susan  Hughes,  Scott  and  White 
Clinic,  2401  S 31st  St,  Temple,  TX  76508  (817)  774-4083 

Oncology 

April  6-8,  1989 

2ND  INTERNATIONAL  MYELOMA  CONFERENCE.  Houstonian  Hotel 
and  Conference  Center,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Shirley 
Roy,  Conference  Services,  Box  131,  MD  Anderson  Cancer  Center,  1515 
Holcombe  Blvd,  Houston,  TX  77030  (713)  792-2222 


May  18-20,  1989 

VASCULAR  SURGERY  1989.  Marriott  Marquis,  New  York.  Fee  $450 
physicians,  $300  residents  and  fellows.  Category  1,  AMA  Physician’s 
Recognition  Award;  24  hours.  Contact  Ann  Boehme,  CMP,  Long  Island 
Jewish  Medical  Center,  New  Hyde  Park,  NY  1 1042  (718)  470-8650 

Family  Medicine 

May  22-26,  1989 

1 3TH  ANNUAL  REVIEW  COURSE  IN  FAMILY  MEDICINE.  Astro  Village 
Hotel  Complex,  Houston.  Fee  TBA.  Credit  TBA.  Contact  Carol  Soroka, 
Baylor  College  of  Medicine,  One  Baylor  Plaza,  Houston,  TX  77030 
(713)  799-6020 


Texas  Medicine 


Internal  Medicine 


May  30-June  3,  1989 

12TH  ANNUAL  UPDATE  IN  INTERNAL  MEDICINE.  Rm  D 1.600,  The 
University'  of  Texas  Southwestern  Medical  School,  Dallas.  Fee  TBA. 
Category  1,  AMA  Physician’s  Recognition  Award;  4S  hours.  Contact 
Ann  Parchem,  Continuing  Education,  UT  Southwestern  Medical  School 
S323  Harry  Hines  Blvd,  Dallas,  TX  ^5233  (214)  688-2166 

Pathology 

May  18-20,  1989 

CURRENT  ISSUES  IN  SURGICAL  PATHt)LOG\’,  VIll  Location  TBA  Fee 
TBA.  Credit  TBA.  Contact  Ann  Parchem,  Division  of  Continuing  Educa- 
tion, The  University’  of  Texas  Southwestern  Medical  Center,  5323 
Harry  Hines  Blvd,  Dallas,  TX  75235  (214)688-2166 

Physical  Medicine  and  Rehabilitation 

May  4-6,  1989 

6TH  ANNUAL  CHRONIC  PAIN  COURSE.  Marriott  Medical  Center, 
Houston,  Fee  TBA.  Credit  TBA.  Contact  Tamara  Greiner,  Baylor  Col- 
lege of  Medicine,  One  Baylor  Plaza,  Houston,  TX  ■'"'030 

Pediatrics 

May  18-20,  1989 

ADVANCES  IN  PEDIATRICS.  Mariner's  Inn,  Hilton  Head  Island,  South 
Carolina.  Fee  S220  resident  and  candidate  fellows  of  American  Acad- 
emy of  Pediatrics,  S300  fellow  AAP,  8365  nonmember  physicians. 
Category  1,  AMA  Physician’s  Recognition  Aw’ard;  16  hours.  AAFP  pre- 
scribed. Contact  the  American  Academy  of  Pediatrics,  CME  Registra- 
tion, PO  Box  927,  Elk  Grove  Village,  IL  60009-0927  (800 ) 433-9016, 
ext  7657 

Radiology 

May  8-12,  1989 

ADVANCED  RADIOLOGICAL  HEALTH.  The  University  of  Texas  Health 
Science  Center,  San  Antonio,  Tex.  Fee  8700.  Category'  1 , AMA  Physi- 
cian’s Recognition  Award;  36  hours.  Contact  UT  Health  Science  Cen- 
ter, 7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512)  567-4444 

May  15-19,  1989 

RADIATION  SAFETY  OFFICER’S  COURSE.  The  University'  of  Texas 
Health  Science  Center,  San  Antonio,  Tex.  Fee  8750.  Category  1,  AMA 
Physician’s  Recognition  Award;  36  hours.  Contact  UT  Health  Science 
Center,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980  (512) 
567-4444 

JUNE 

Family  Medicine 

June  3,  1989 

FAMILY  PRACTICE;  CLINICAL  ENCOUNTERS  1989.  The  University'  of 
Texas  Southwestern  Medical  School,  Dallas.  Fee  895.  Category'  1,  AMA 
Physician’s  Recognition  Award;  7 hours.  Contact  Freddie  Heitman,  Di- 
vision of  Continuing  Education,  UT  Southwestern  Medical  School, 

5323  Harry  Hines  Blvd,  Dallas,  TX  75235  (214)  688-2166 

Pediatrics 

June  12-16,  1989 

ACUTE  CARE  PEDIATRICS:  REVIE’W  AND  UPDATE  OF  THE  STATE  OF 
THE  ART.  Mariner's  Inn,  Hilton  Head  Island,  South  Carolina.  Fee  TBA. 
Credit  TBA.  Contact  Lila  Lerner,  Baylor  College  of  Medicine,  One  Bay- 
lor Plaza,  Houston,  TX  77030. 

June  16-18,  1989 

26TH  ANNUAL  PEDIATRICS  FOR  THE  PRACTITIONER.  Radisson 
Gunter  Hotel-Downtown,  San  Antonio,  Tex.  Fee  TBA.  Credit  TBA.  Con- 
tact the  University  of  Texas  Health  Science  Center,  Continuing  Medical 
Education  Office,  7703  Floyd  Curl  Dr,  San  Antonio,  TX  78284-7980 
(512)  567-4444 


REGUIARLY  SCHEDULED  ACTIVITIES 


Tuesdays,  1 2 pm 

MEDICAL  AND  SliRtilCAL  REVIEWS  Sierra  Medical  Center,  El  Paso, 
Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  I hour  weekly. 
Contact  M.  Nazemi,  MD,  Sierra  Medical  (Center,  1625  Medical  Center 
Dr,  El  Paso,  TX  79902 

Tuesdays  ( all  but  last  Tuesday  of  each  month ) 

SURGICAL  GRAND  ROUNDS.  Board  Room,  Brackenridge  Hospital,  Aus- 
tin, Tex.  Free.  Category  1,  AMA  Physician’s  Recognition  Award;  l -hj:)ur 
session.  Contact  Nancy  Strandhagen,  Surgery  Education,  Central  Texas 
Medical  Foundation,  601  E 15th  St,  Austin,  TX  78701  (512)  476-6461 
ext  5172 

Thursdays,  8 am 

INTERNAL  MEDICINE  GRAND  ROUNDS  Brackenridge  Hospital,  Aus- 
tin, Tex.  Category  1,  AMA  Physician’s  Recognition  Award;  1 hour 
weekly.  Contact  Janna  Ashford,  Central  Texas  Medical  Foundation, 

1500  East  Ave,  Austin,  TX  78701  ( 512)  480-1869 

Fridays,  1 2 pm  ( 2nd  and  4th ) 

TEACHING  CASE  CONFERENCE.  Park  Place  Hospital,  Port  Arthur,  Tex. 
Category-  1 . AMA  Physician’s  RectJgnition  Award;  2 hours  monthly. 
Contact  Phil  Newman,  MD,  Box  1648,  Port  Arthur,  TX  77640  (409) 
983-4951 

Date  assigned  by  individual  request 

'VISITING  FELLOWSHIP  IN  MRl.  The  Methodist  Hospital,  Houston,  Fee 
81,000  physicians;  8500  residents  and  fellows.  Category  1,  AMA  Physi- 
cian’s Recognition  Award;  40  hours.  Contact  Tamara  Greiner,  Office  of 
Continuing  Education,  Baylor  College  of  Medicine,  One  Baylor  Plaza, 
Houston,  TX  77030  (’’13)  799-6020 

Date  assigned  by  individual  request 

MICROSURGERY  COURSE.  Microsurgery  I,ab,  Room  44  3E,  Baylor  Col- 
lege of  Medicine,  Houston.  Fee  81,000  physicians  for  40  hours;  81,600 
physicians  for  80  hours;  8800  residents  and  fellows  for  -iO  hours; 

81,200  residents  and  fellows  for  80  hours.  Category  1,  AMA  Physician’s 
Recognition  Award.  Contact  Monica  Joerger,  Microsurgery  Lab,  Room 
443E,  Baylor  College  of  Medicine,  Houston,  TX  77030  (713)  799-4536 


TELECONFERENCE  NETWORK  OF  TEXAS 


Every  other  Thursday,  12:30  pm 

CLINICAL  TOPICS  IN  MEDICINE.  The  University  of  Texas  Health  Sci- 
ence Center,  San  Antonio,  Tex,  and  teleconference  network  sites.  Fee 
835  program,  hospital  subscription  program.  Category  1,  AMA  Physi- 
cian’s Recognition  Award.  Contact  Phyllis  Wood,  Acting  Director,  Tele- 
conference Netw'ork  of  Texas,  7703  Floyd  Curl  Dr,  San  Antonio,  TX 
78284  (512)  691-7291 


PRACTICE  MANAGEMENT  WORKSHOPS 


The  following  are  practice  management  workshops  and  seminars  spon- 
sored by  the  Texas  Medical  Association.  Participants  in  the  workshops 
and  seminars  will  receive  Category-  1 credit  toward  the  AMA  Physi- 
cian’s Recognition  Award  where  indicated.  For  further  information, 
contact  the  Department  of  Practice  Management,  Texas  Medical  Asso- 
ciation, 1801  N Lamar  Blvd,  Austin,  TX  78701  ( 512 ) 477-6704. 

DECEMBER 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Dec  1-2,  1988,  San  Antonio 
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WORKER  S COMPENSATION— RULES,  REGULATIONS  AND 
PAYMENTS 

Dec  6,  1988,  San  Antonio 
Dec  7,  1988,  Houston 
Dec  8,  1988,  Tyler 
Dec  13,  1988,  Amarillo 
Dec  14,  1988,  Dallas 
Dec  15,  1988,  Abilene 

JANUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 
Jan  17-18,  1989,  Ft  Worth 
Jan  19—20,  1989,  San  Antonio 
Jan  31 -Feb  1,  1989,  Houston 

FEBRUARY 

HOW  TO  GET  STARTED  IN  MEDICAL  PRACTICE— 1 1 hours 

Feb  2-3,  1989,  Dallas 

Feb  10—11,  1989,  Galveston 


CALENDAR  OF  MEETINGS  ■ Denotes  Texas  Meetings 


December 

AMERICAN  ACADEMY  OF  DERMATOLOGY  ANNUAL  MEETING, 
Washington,  D(;,  Dec  3—8,  1988.  Contact  the  American  Academy  of 
Dermatology,  1567  Maple  Ave,  Evanston,  IL  60201  (312)  869-3954 

AMERICAN  ACADEMY  OF  PAIN  MEDICINE  ANNUAL  CONFERENCE, 
Anaheim,  Calif,  Dec  9—  10,  1988.  Contact  Ellis  Murphy,  AAPM,  43  E 
Ohio,  Suite  914,  Chicago,  IL  6061 1 (312)  645-0083 

January 

■TEXAS  SOCIETY  OF  PATHOLOGISTS  ANNUAL  MEETING,  Austin,  Jan 
27—29,  1989.  Contact  Carrie  Laymon,  Texas  Medical  Association,  1801 
N Lamar  Blvd,  Austin,  TX  78701  (512)  477-6704 


116 


YOCON* 

YOHIMBINE  HCI 


DescripUm:  Yohimbine  is  a 3a-15a-20B-17a-hydroxy  Yohimbine-16a-car- 
boxylic  acid  methyl  ester.  The  alkaloid  is  found  in  Rubaceae  and  related  trees. 
Also  in  Rauwolfia  Serpentina  (L)  Benth.  Yohimbine  is  an  indolalMamine 
alkaloid  with  chemical  similarity  to  reserpine.  It  is  a crystalline  powder, 
odorless.  Each  compressed  tablet  contains  (1/12  gr.)  5,4  mg  of  Yohimbine 
Hydrochloride. 

Action:  Yohimbine  blocks  presynaptic  alpha-2  adrenergic  receptors.  Its 
action  on  peripheral  blood  vessels  resembles  that  of  reserpine,  though  it  is 
weaker  and  of  short  duration.  Yohimbine's  peripheral  autonomic  nervous 
system  effect  is  to  increase  parasympathetic  (cholinergic)  and  decrease 
sympathetic  (adrenergic)  activity.  It  is  to  be  noted  that  in  male  sexual 
performance,  erection  is  linked  to  cholinergic  activity  and  to  alpha-2  ad- 
renergic blockade  which  may  theoretically  result  in  increased  penile  inflow, 
decreased  penile  outflow  or  both. 

Yohimbine  exerts  a stimulating  action  on  the  mood  and  may  increase 
anxiety.  Such  actions  have  not  been  adequately  studied  or  related  to  dosage 
although  they  appear  to  require  high  doses  of  the  drug.  Yohimbine  has  a mild 
anti-diuretic  action,  probably  via  stimulation  of  hypothalmic  centers  and 
release  of  posterior  pituitary  hormone 

Reportedly,  Yohimbine  exerts  no  significant  influence  on  cardiac  stimula- 
tion and  other  effects  mediated  by  B-adrenergic  receptors,  its  effect  on  blood 
pressure,  if  any,  would  be  to  lower  It;  however  no  adequate  studies  are  at  hand 
to  quantitate  this  effect  in  terms  of  Yohimbine  dosage. 

Indications:  Yocon » is  indicated  as  a sympathicolytic  and  mydriatric.  It  may 
have  activity  as  an  aphrodisiac. 

Contraindications:  Renal  diseases,  and  patient's  sensitive  to  the  drug.  In 
view  of  the  limited  and  inadequate  information  at  hand,  no  precise  tabulation 
can  be  offered  of  additional  contraindications. 

Warning:  Generally,  this  drug  is  not  proposed  for  use  in  females  and  certainly 
must  not  be  used  during  pregnancy.  Neither  is  this  drug  proposed  for  use  in 
pediatric,  geriatric  or  cardio-renal  patients  with  gastric  or  duodenal  ulcer 
history.  Nor  should  it  be  used  in  conjunction  with  mood-modifying  drugs 
such  as  antidepressants,  or  in  psychiatric  patients  in  general. 

Adverse  Reactions:  Yohimbine  readily  penetrates  the  (CNS)  and  produces  a 
complex  pattern  of  responses  in  lower  doses  than  required  to  produce  periph- 
eral a-adrenergic  blockade.  These  include,  anti-diuresis,  a general  picture  of 
central  excitation  including  elevation  of  blood  pressure  and  heart  rate,  in- 
creased motor  activity,  irritability  and  tremor.  Sweating,  nausea  and  vomiting 
are  common  after  parenteral  administration  of  the  drug.’'2  Also  dizziness, 
headache,  skin  flushing  reported  when  used  orally. i ^ 

Dosage  and  Administration:  Experimental  dosage  reported  in  treatment  of 
erectile  impotence. ' '3  4 1 tablet  (5.4  mg)  3 times  a day,  to  adult  males  taken 
orally.  Occasional  side  effects  reported  with  this  dosage  are  nausea,  dizziness 
or  nervousness . In  the  event  of  side  effects  dosage  to  be  reduced  to  'h  tablet  3 
times  a day,  followed  by  gradual  increases  to  1 tablet  3 times  a day.  Reported 
therapy  not  more  than  10  weeks. 3 
How  Supplied:  Oral  tablets  of  Yocon*  1/12  gr.  5,4  mg  in 
bottles  of  100's  NDC  53159-001-01  and  1000's  NDC 
53159-001-10. 

References: 

1.  A,  Morales  et  al,.  New  England  Journal  of  Medi- 
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3.  Weekly  Urological  Clinical  letter,  27:2,  July  4, 

1983. 

4.  A.  Morales  etal.,TheJournal  of  Urology  128: 

45-47, 1982. 
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AVAILABLE  EXCLUSIVELY  FROM 

PALISADES 

PHARMACEUTICALS,  INC. 

219  County  Road 
Tenafly,  New  Jersey  07670 

(201) 569-8502 
Outside  NJ  1-800-237-9083 


Texas  Medicine 


TMLT.  These  four  letters  have  provided  Texas  physicians  with  security,  in- 
tegrity, commitment  and  the  highest  quality  of  medical  malpractice  cover- 
age for  the  past  decade. 


During  the  past  ten  years,  the  Texas  medical  profession  has  seen  anxious 
physicians,  rising  costs  of  liability  insurance  and  a volatile,  unpredictable  med- 
ical liability  arena.  But  through  it  all  TMLT  has  remained  your  solid  partner 
and  advocate  — providing  vigorous  defenses  and  confident  protection.  Plus, 
TMLT  is  strongly  committed  to  the  future  with  expanded  risk  management 
and  loss  prevention  programs  as  well  as  furnishing  specialized  knowledge- 
able service  when  you  need  it  most. 

The  Texas  Medical  Liability  Trust.  We  are  proud  of  our  role  in  the  Texas 
medical  community. . .providing  distinctive  liability  protection  for  Texas 
physicians. 


Call  our  Statewide  Services  and  Information  Center  at  1-800-252-9179.  We 
would  like  to  tell  you  more  about  our  concepts  of  medical  malpractice 
protection. 


SCOTT  & WHITE 

Some  of  the  services  offered  . . . 


Serving  Texas  Since  1897 


Bcllmead 


Waco 


McCrcgor  , 
Cratesville  • Hewitt 

• • 

Moody 

• 

Killeen  • • 

Belton 

Taylor 


• Hospital  and  Main  C.linic 
Temple 


College  Station 
Caldwell  • 


• Regional  Clinics 


2401  South  31st  Street 
Temple,  Texas  76508 

(817)  774-2111 


•acute  care  PS\'CHIATRIC  unit 
•alcohol/drug  dependence  treatment 
•cardiac  rehabiutation 

•CLEET  PALATE  TEAM 

•cosmetic  surgery 
•craniofacial  anomalies  team 
•dialysis 
•drug  screening 
•home  care  AGENCi' 

•ldterbaric  ox\  gen  service 

•occi  NATIONAL  MEDICINE 

•chronic  pain  program 

•PLD  SICAL  MEDICINE  AND  REHABILITATION 

•reference  laboratory  services 
•sleep  disorders  center 


PHYSICIAN  REFERRALS 

(817)  774-2218  - In  Temple 
(800)  792-3368  - In  Texas 


Timberlawn  Psychiatric  Hospital 


ESTABLISHED  IN  1917 
Children  • Adolescents  • Adults 


• 232  Inpatient  Beds 

• Outpatient  Services 

• Alternative  Care 

• Residential  Services 

• Departments  of  Psychology 
and  Social  Work 

• Family  Assessment  and  Treatment 

• ACCEL 


• Substance  Abuse  Services 
Inpatient  and  Outpatient  Programs 
Health  Professionals  Program 
Residential  After  Care 

• Psychiatric  Residency 
Training  Program 

• Child  Residency  Training  Program 

• JCAH  Approved 


Admissions:  P.O.  Box  11288  • 4600  Samuell  Blvd.  • Dallas,  TX  75223  • 214/381-7181  • 1-800-426-4944 
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